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Nalfoir 

fenoprofen  calcium 
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300-mg.  Pulvules  and  600-mg.  Tablets 


j.c. 
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Dista  Products  Company 
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Additional  information  available  to  the  profession 
on  request. 

‘Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 
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A character 
C3k  all  its  own. 


: 2 * V Valium  (diazepam/Roche) 
is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That's  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-actinq  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 

A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valium® 

diazepam/Roche 

2-mg,  5*mg,10  mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action 
Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  b i d.  to  q i d.; 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i  d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q .i.d.  Geriatric  or  debilitated  patients:  2 to  2Vz  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg — 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


What  would 
Thomas  Edison’s 
physician  have 
prescribed  for  a 
headache? 

(and  would  insurance 
have  covered  it?) 


In  1879,  Thomas  Edison  had  worked  for 
over  a year  and  conducted  hundreds  of 
experiments  to  find  the  right  substance  to 
use  as  the  heart  for  his  new  idea:  the 
incandescent  electric  light. 

Finally,  Edison  discovered  that  a carbon 
filament  in  a vacuum  produced  a good  deal  of 
light  when  an  electric  current  passed  through 
it.  He  introduced  the  electric  light  bulb  to  the 
world  a short  time  later. 

Inventing  the  light  bulb  was  no  easy  task. 

If  Edison  suffered  headaches  working  on  his 
bright  idea,  he  would  have  had  to  wait 
another  14  years  before  he  could  have  taken 
acetylsalicylic  acid  for  relief. 


With  Mutual  of  Omaha’s  Disability  Income 
Protection,  a disabling  sickness  or  accident 
no  longer  (as  in  Edison’s  day)  means  total 
financial  dependence  on  family  and  friends. 

If  you’re  under  the  age  of  55  and  are  active 
full  time  in  your  practice,  simply  fill  out  the 
coupon  below  and  return  it  today.  A Mutual 
of  Omaha  service  representative  will  provide 
personal,  courteous  service  in  furnishing  full 
details  of  coverage.  Of  course,  there’s 
no  obligation. 

Underwritten  by 

Mutual 

)niii!iiivL/ 

People  prni  con  count  an... 


You  see,  it  wasn’t  until  1893  that 
Hermann  Dreser  introduced  aspirin  to 
medical  science. 

Back  then,  the  expense  for  medication, 
prescribed  or  otherwise,  came  out  of  the 
sufferer’s  pocket.  And  the  only  insurance 
available  — accident  coverage  — did  not 
cover  illness. 

Today,  as  a member  of  the  North  Carolina 
Medical  Society,  you  can  get  protection 
like  Disability  Income  for  younger 
doctors.  It  provides  you  a regular  monthly 
benefit  when  sickness  or  injury  keeps  you 
from  your  practice.  And  you  can  use  your 
benefits  any  way  you  wish  — to  buy 
groceries,  make  house  payments  or  provide 
for  your  children’s  education. 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  OMAHA,  NEBRASKA 

Mutual  of  Omaha  Insurance  Company 
Dodge  at  33rd  Street 
Omaha,  Nebraska  68131 

Please  provide  me  complete  information  | 
on  the  Disability  Income  Protection  Plan 
available  to  members  of  the  North  Carolina  1 
Medical  Society  who  are  under  age  55. 
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The  appearance  of  an  advertisement  in  this  publication  does 
not  constitute  any  endorsement  of  the  subject  or  claims  of 
the  advertisements. 

The  Society  is  not  to  be  considered  as  endorsing  the  views 
and  opinions  advanced  by  authors  of  papers  delivered  at  the 
Annual  Meeting  or  published  in  the  official  publication  of  the 
Society.  — Constitution  and  Bylaws  of  the  North  Carolina 
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OFFICIAL  CALL 
HOUSE  OF  DELEGATES 

pursuant  to  the  Bylaws,  Chapter  V,  Section  1 : 

HOUSE  OF  DELEGATES 
Meetings  scheduled 

Notice  to:  Delegates,  Alternate  Delegates,  Officials  of 
the  North  Carolina  Medical  Society,  and  Presidents 
and  Secretaries  of  county  medical  societies. 

Sessions  of  the  HOUSE  OF  DELEGATES  will  convene  in  the 
Cardinal  Ballroom,  Pinehurst  Hotel,  Pinehurst,  North  Caro- 
lina, at  the  following  times: 

Thursday,  May  1,  1980 — 10:00  a.m. — Opening  Session 
Saturday,  May  3,  1980—2:00  p.m.— Second  Session 

A member  of  the  CREDENTIALS  COMMITTEE  will  he  present  at  the 
Desk  in  the  Hotel  Lobby,  Thursday,  May  1,  1980,  from  8:30  a.m.  to 
12:30  p.m.  to  certify  Delegates.  Delegates  are  urged  to  bring  their 
Credential  Cards  for  presentation  at  the  Registration  Desk,  Delegate 
Badges  must  be  worn  to  be  seated  in  the  HOUSE  OF  DELEGATES. 


REFERENCE  COMMITTEE 
HEARINGS 

Reference  Committee  hearings  are  scheduled  to  begin  Thursday,  May  1,  1980,  at  2:00  p.m. 


J.  B.  Warren,  M.D.,  President 
Henry  J.  Carr,  Jr.,  M.D.,  Speaker 
Jack  Hughes,  M.D.,  Secretary 
William  N.  Hilliard,  Executive  Director 
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From  time  to  time  individuals  may  experience  extreme 
problems  in  living.  When  this  happens  it  maybe  necessary  to 
seek  help  from  experienced  members  of  the  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
the  source  of  their  distress  and  help  them  find  resolutions  to 
their  problems. 

A fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic.  Mandala  moved  to  its  new  quarters  on  a 16-acre 
suburban  site  in  November,  1976.  Founded  in  April,  1972,  the 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Hospital  and  clinic  programs  are  available 
for  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual. child,  couples,  group  and  family  therapies,  pastoral 
counseling,  sexual  and  living  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 
Winston-Salem,  N.  C.  27104 
(919)  768-7710 


Bruce  W.  Rau,  M.D. 
Medical  Director 

Medical  Staff 

Roger  L.  McCauley,  M.D. 
Director,  Out-Patient  Services 
Hans  Lowenbach,  M.D. 
Senior  Consulting  Psychiatrist 
Larry  T.  Burch,  M.D. 

Staff  Psychiatrist 
Glenn  N.  Burgess,  M.D. 

Active  Staff 
Edward  Weaver,  M.D. 
Active  Staff 

For  information,  please  contact 
Richard  V.  Woodard,  Administrator 

JCAH  Accredited 
BC/BS  participating 

Towards  Wholeness 
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Obstetrics  & Gynecology  Edward  Sutton,  M.D. 
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Ophthalmology David  B.  Sloan,  Jr..  M.D. 

1915  Glen  Meade  Rd.,  Wilmington  28401 

Orthopaedics John  A.  Powers,  M.D. 

120  Providence  Road.  Charlotte  28207 

Pathology Joseph  B.  Dudley,  M.D. 
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Pediatrics David  R.  Williams,  M.D. 
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Radiology Edward  V.  Staab,  M.D. 
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Frank  R.  Reynoi  ds,  M.D.,  1613  Dock  St.,  Wilmington  28401  — 
2-year  term  (January  1,  1979-December  31,  1980) 

Louis  deS.  Shaffner,  M.D.,  Bowman  Gray,  Winston-Salem 
27103  — 2-year  term  (January  1,  1980-December  31,  1981) 
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North  Carolina  Medical  Society 

Endorsed  & Approved  for  eligible  members  since  1939 


Official  Disability  Income  Plan 


What 
it  means 
to  you... 

our  40th  year 

of  Professionals  Serving  Professionals 

It  means  the  “HALLMARK  OR  RELIABILITY"  - - - the  peace  of  mind  in  knowing  that  there  would  be  adequate 
income  to  insure  your  lifestyle  should  you  be  disabled  to  practice  your  profession. 

We,  at  CRUMPTON  COMPANY,  specialize  in  the  professional  Disability  field  and  pay  all  claims  personally  (Last 
year  alone,  over  one  million  dollars  to  disabled  physicians  in  North  Carolina).  The  recoi  d is  well  known.  Let  us  know 
how  we  may  assist  you  by  calling  or  writing  to  us  for  information. 


J.  L.  fc?  J.  SLADE  CRUMPTON 

INCORPORATED 

PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 


Academy  Center  • 3001  Academy  Road  • P.O.  Box  8500  • Durham  N C.  27707  • (919)  493-2441 
APPROVED  INSURERS  TO:  N.C.  Medical  • N.C.  Dental  • N.C.  Bar  Groups  • N.C.  Engineers  • N.C.  A1A  N.C.  CPA  s 


PRACTICE  MANAGEMENT  PRIMER 
HOW  TO  GET  YOUR  DAY  IN  COURT 

DO  accept  patients  that  are  critical  of  your  peers  and  have  “doctor  shopped”  all  over  town. 

DON’T  participate  in  CME  as  this  may  reduce  future  allegations  of  misdiagnosis,  inappro- 
priate drug  regime,  outdated  information  and  surgical  procedures. 

DO  be  critical  of  another  doctor  or  his  management.  That  you  were  not  “there”  and  have 
incomplete  information  is  unimportant. 

DON’T  involve  the  patient.  Remain  aloof  and  adopt  the  master  and  servant  atmosphere. 
Then  when  a possible  complication  or  bad  result  occurs,  it's  all  your  fault. 

DOobliterateorcunningly  change  record  errors  ratherthan  circle  the  erroneous  entry  and 
correct  it  in  the  margin,  dated  and  initialed. 

DON’T  keep  detailed,  neat  and  orderly  records  as  this  will  indicate  your  carelessness  and 
disorganization.  Also,  don’t  record  broken  appointments  or  the  patient’s  failure  to  follow 
your  instructions. 

DO  all  you  can  to  avoid  patient  and  family  when  there  is  an  untoward  event.  An  attitude  of 
genuine  concern  with  appropriate  explanations  will  only  renew  their  confidence  and  lead 
them  to  believe  you  are  aggressively  managing  the  situation. 

DON’T  seek  a consultation  when  appropriate.  This  could  benefit  the  patient  or  support 
your  position. 

DO  persist  with  high  pressure  billing  practices  that  could  inflame  a patient,  for  without  first 
reviewing  the  chart  or  making  a sincere  effort  to  determine  the  reason  for  the  delinquency, 
there  may  be  a genuine  issue. 

DON’T  be  cognizant  of  your  office  staff.  Their  unconcerned  curtness,  inappropriate  ap- 
pointment scheduling  and  lack  of  empathy  can  cause  a patient  to  seek  redress  — against 
you. 

Adhering  to  the  above  may  enable  you  to: 

Be  served  with  a Summons  and  Complaint. 

Have  your  name  brought  to  the  attention  of  the  news  media. 

Take  time  off  from  your  practice. 

Spend  some  sleepless  nights. 

Meet  new  friends  (lawyers,  court  reporters,  peer  experts,  etc.). 

Pay  higher  insurance  rates. 


MEDICAL  LIABILITY  MUTUAL  INSURANCE  CO. 

BOX  27285,  RALEIGH,  N.C.  27611 
(919)828-9334 
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PRESIDENT'S  NEWSLETTER 


NORTH  CAROLINA  MEDICAL  SOCIETY 


NO.  8 


JANUARY  1980 


January  is  here  and  pretty  well  entrenched  at  the  time  of  this  writing.  I hope 
that  everyone  had  a Merry  Christmas,  and  I would  like  to  extend  from  the  entire 
staff  at  headquarters  and  myself  wishes  for  a happy  and  prosperous  new  year. 

Nineteen  eighty  has  much  in  prospect  on  many  fronts  involving  the  Medical  Society. 

I will  be  in  Charlotte  this  month  to  attend  the  Annual  Faison  Foundation  lecture 
on  the  15th.  I shall  make  some  remarks  on  my  perception  of  the  importance  of 
being  involved  in  service  to  the  medical  profession  through  Medical  Society  acti- 
vities, and  I will  pay  tribute  to  some  of  the  Mecklenburg  physicians  who  have 
(and  still  do)  rendered  such  great  service  to  the  other  physicians  in  the  state 
through  Medical  Society  activity.  One  of  the  great  satisfactions  that  I have 
received  as  President  is  the  willingness  of  the  members  to  serve  on  committees 
or  carry  out  tasks  that  I have  requested  them  to  do.  This  is  much  of  the  strength 
of  your  Society. 

February  1 and  2 will  find  the  Society  involved  in  the  annual  Leadership  Conference 
again,  in  Charlotte.  There  has  been  some  confusion  in  the  past  as  to  what  this 
conference  is.  Originally  it  was  designed  to  instruct  the  presidents  and 
secretaries  of  the  county  medical  societies  in  their  duties,  but  it  has  evolved 
into  far  more  than  this  over  the  past  few  years.  These  meetings  are  open  to  every 
member  of  the  North  Carolina  Medical  Society.  You  should  certainly  encourage 
your  county  medical  society  officers  to  attend  and  come  yourself.  The  highlight 
of  the  conference  this  year  will  be  speeches  by  Governor  Jim  Hunt  and  former 
Governor  Bob  Scott.  Other  people  will  be  speaking,  and  the  Committee  on 
Communications,  chaired  by  the  very  capable  Liz  Kanof,  M.D.,  has  outdone  itself 
to  put  together  an  excellent  program.  The  site  has  been  moved  this  year  to  a more 
western  location  in  response  to  a much  used  excuse  by  the  Appalachian  M.D.’s  that 
"Raleigh  is  too  far".  Needless  to  say,  we  are  expecting  a good  turnout  from 
Murphy  to  Mount  Airy. 

The  Executive  Council  will  meet  on  February  3rd,  also  at  Charlotte.  The  agenda 
is  not  yet  fixed  for  this.  March  will  be  fairly  quiet  and  another  Executive  Council 
meeting  will  be  held  in  April  preparatory  to  the  Annual  Meeting  in  Pinehurst. 

Incidentally,  be  sure  to  get  your  resolutions  into  headquarters  early preferably 

before  March  1st. 

The  Annual  Meeting  is  the  highlight  of  each  President's  year.  This  is  when  he 
turns  from  Cinderalla  to  the  Secretary  of  the  Mediation  Committee,  a metamorphosis 
which  I am  told  is  roughly  equivalent  to  a year  long  hangover.  We  keep  score  of 
these  meetings  in  many  ways,  but  the  old  standby  is  attendance.  I have  set  for 
myself  a rather  unrealistic  goal  of  1,000  members.  There  are  some  real  goodies  to 
be  had  at  these  annual  meetings.  You  can  meet  with  your  close  peers  in  the  many 
section  meetings,  you  can  meet  with  your  more  distant  peers  in  the  very  excellent 
series  of  lectures  put  on  in  rotation  by  our  four  medical  schools,  or  you  can  rub 
elbows  with  everybody  in  the  scientific  and  technical  exhibits.  You  can  watch  all  or 
part  of  the  nine  hours  of  audio-visual  programs  and  carry  home  continuing  medical 


education  credits.  And,  unless  you  graduated  from  the  Warsaw  Medical  School,  you 
will  be  almost  sure  to  spot  a classmate  or  at  least  many  old  friends.  The  food 

is  excellent,  the  sun  is  usually  warm,  the  golfing  is  good so  consider  checking 

in  for  at  least  a day. 

Buddy  Sohmer , M.D.,  will  be  installed  as  President  in  May  and  hold  his  first 
Executive  Council  meeting  after  the  Committee  Conclave  week  in  September. 

Two  jaunts  will  be  made  to  AMA  meetings  in  July  at  Chicago  and  December  in  San 
Francisco . 

The  session  on  negotiations  to  be  held  at  headquarters  on  January  19  and  20  has 
been  completely  filled  as  of  before  Christmas.  If  there  are  enough  requests,  a 
second  session  could  be  planned  and  held  later  in  the  year. 

Those  are  the  "milestones'  . The  Society  is  going  to  be  very  busy  during  this 
upcoming  election  year.  We  offer  ourselves  as  resource  for  information  to  any 
candidate  asking  for  it.  In  the  matter  of  pushing  the  individual  candidates,  we 
intend  to  remain  neutral.  The  political  arm  of  medicine  in  the  state  is  the 
North  Carolina  MEDPAC  which  is  run  by  its  own  board.  Many  lay  people,  lots  of 
medical  students,  and  even  some  physicians  do  not  know  that  MEDPAC  is  a separate 
organization  from  the  State  Medical  Society  and  some  even  use  this  misunderstand- 
ing as  an  excuse  not  to  join  the  Society. 

We  will  have  pressures  through  the  year  (a  sort  of  "background  radiation")  from 
State  and  Federal  Medicrats  and  from  Congress  and  our  own  General  Assembly. 

Their  actions  will  need  responses  and  counterpressures  from  us  and  this  is  the 
main  utility  of  medical  societies,  both  state  and  national,  to  the  members  of  the 
profession.  It  is  all  very  nice  to  go  around  sticking  fingers  into  holes  in  the 
dam,  but  your  Medical  Society  is  the  dam  which  remains  taking  the  pressure  and 
exerting  counterpressure  day  after  day,  year  after  year  preventing  the  flood 
that  would  wash  us  away.  To  carry  the  analogy  further;  the  bigger  the  dam,  the 

stronger.  So  it  is  with  your  North  Carolina  Medical  Society  and  the  AMA the 

bigger  the  stronger.  Organized  medicine  needs  us we  need  organized  medicine. 

Get  a friend  to  join. 

See  you  in  Charlotte. 


Sincerely, 


President 


v“'V . \ 


V-CiUin  K k 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  |,<H'751 

‘Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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with  symptomatic 
relief  of  moderate  anxiety 
with  depression 


Rapid  relief  of  anxiety 

The  tranquilizer  component  alleviates 
symptoms  of  anxiety  within  a few  days  without 
apparent  dulling  of  mental  acuity.  Hypnotic 
effects  appear  to  be  minimal,  particularly  in 
patients  permitted  to  remain  active.  However, 
TRIAVIL  may  impair  mental  and/or  physical 
abilities  required  for  the  performance  of 
hazardous  tasks. 

Dependable  antidepressant  action 

The  antidepressant  component  relieves 
symptoms  of  depression  such  as  poor 
concenfration  and  feelings  of  hopelessness  as 
well  as  early  morning  awakening;  adequate 
relief  of  symptoms  may  take  a few  weeks  or 
even  longer. 


for  moderate  anxiety 
with  depression 


inavu 


containing  perphenazine  and  amitriptviine  HCI 


Treatment  with  TRIAVIL— 
a balanced  view 

TRIAVIL  is  contraindicated  in  CNS  depression 
from  drugs,  in  the  presence  of  evidence 
of  bone  marrow  depression,  and  in  patients 
hypersensitive  to  phenothiazines  or 
amitriptyline.  It  should  not  be  used  during  the 
acute  recovery  phase  following  myocardial 
infarction  or  in  patients  who  have  received  an 
MAOI  within  two  weeks.  Patients  with 
cardiovascular  disorders  should  be  watched 
closely.  Not  recommended  in  children  or  during 
pregnancy.  TRIAVIL  may  enhance  the  response 
to  alcohol.  Antiemetic  effects  may  obscure 
toxicity  due  to  overdosage  of  ofher  drugs  or 
mask  other  disorders.  The  possibility  of  suicide 
in  depressed  patients  remains  until  significant 
remission  occurs.  Such  patients  should 
not  have  access  to  large  quantities  of  the  drug. 
Hospitalize  as  soon  as  possible  any  patient 
suspected  of  having  taken  an  overdose. 
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by  providing  symptomatic  relief 
of  moderate  anxiety  with  depression 


containing  perphenazine  and  amitriptyline  HCl 

helps  patients  get  back  to  business 

Available: 

TRIAVIL®  2-25:  Each  tablet  contains 
2 mg  perphenazine  and  25  mg  amitriptyline  HCl 
TRIAVIL®  2-10:  Each  tablet  contains 
2 mg  perphenazine  and  10  mg  amitriptyline  HCl. 

TRIAVIL®  4-50:  Each  tablet  contains 
4 mg  perphenazine  and  50  mg  amitriptyline  HCl 
TRIAVIL®  4-25:  Each  tablet  contains 
4 mg  perphenazine  and  25  mg  amitriptyline  HCl. 

TRIAVIL®  4-10:  Each  tablet  contains 
4 mg  perphenazine  and  10  mg  amitriptyline  HCl. 

CONTRAINDICATIONS:  Central  nervous  system  depression  trom  drugs  (bar- 
biturates, alcohol,  narcotics,  analgesics,  antihistamines);  evidence  of  bone  mar- 
row depression;  known  hypersensitivity  to  phenothiazines  or  amitriptyline.  Should 
not  be  given  concomitantly  with  a monoamine  oxidase  inhibitor  since  hyperpyretic 
crises,  severe  convulsions,  and  deaths  have  occurred  from  such  combinations. 
When  used  to  replace  a monoamine  oxidase  inhibitor,  allow  a minimum  of  14  days 
to  elapse  before  initiating  therapy  with  TRIAVIL.  Therapy  should  then  be  initiated 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is  achieved 
Not  recommended  for  use  during  acute  recovery  phase  following  myocardial 
infarction 

WARNINGS:  TRIAVIL  should  not  be  given  concomitantly  with  guanethidme  or 
similarly  acting  compounds  since  TRIAVIL  may  block  the  anti  hypertensive  action 
of  such  compounds.  Use  cautiously  in  patients  with  history  of  urinary  retention, 
angle-closure  glaucoma,  increased  intraocular  pressure,  or  convulsive  disorders. 
Dosage  of  anticonvulsive  agents  may  have  to  be  increased.  In  patients  with 
angle-closure  glaucoma,  even  average  doses  may  precipitate  an  attack.  Patients 
with  cardiovascular  disorders  should  be  watched  closely.  Tricyclic  antidepres- 
sants, including  amitriptyline  HCl,  have  been  reported  to  produce  arrhythmias, 
sinus  tachycardia,  and  prolongation  of  conduction  time,  particularly  in  high  doses. 
Myocardial  infarction  and  stroke  have  been  reported  with  tricyclic  antidepressant 
drugs.  Close  supervision  is  required  for  hyperthyroid  patients  or  those  receiving 
thyroid  medication.  May  impair  mental  and/or  physical  abilities  required  for 
performance  of  hazardous  tasks,  such  as  operating  machinery  or  driving  a motor 
vehicle.  In  patients  who  use  alcohol  excessively,  potentiation  may  increase  the 
danger  inherent  in  any  suicide  attempt  or  overdosage.  Not  recommended  in 
children  or  during  pregnancy. 

PRECAUTIONS:  Suicide  is  a possibility  in  depressed  patients  and  may  remain 
until  significant  remission  occurs.  Such  patients  should  not  have  access  to  large 
quantities  of  this  drug. 

Perphenazine:  Should  not  be  used  indiscriminately.  Use  with  caution  in  patients 
who  have  previously  exhibited  severe  adverse  reactions  to  other  phenothiazines. 
Likelihood  of  some  untoward  actions  is  greater  with  high  doses.  Closely  supervise 
with  any  dosage.  The  antiemetic  effect  of  perphenazine  may  obscure  signs  of 
toxicity  due  to  overdosage  of  other  drugs  or  make  more  difficult  the  diagnosis  of 
disorders  such  as  brain  tumor  or  intestinal  obstruction.  A significant,  not  otherwise 
explained,  rise  in  body  temperature  may  suggest  individual  intolerance  to 
perphenazine,  in  which  case  discontinue. 

If  hypotension  develops,  epinephrine  should  not  be  employed,  as  its  action  is 
blocked  and  partially  reversed  by  perphenazine.  Phenothiazines  may  potentiate 
the  action  of  central  nervous  system  depressants  (opiates,  analgesics,  antihis- 
tamines, barbiturates,  alcohol)  and  atropine.  In  concurrent  therapy  with  any  of 
these,  TRIAVIL  should  be  given  in  reduced  dosage  May  also  potentiate  the  action 
of  heat  and  phosphorous  insecticides.  There  is  sufficient  experimental  evidence  to 
conclude  that  chronic  administration  of  antipsychotic  drugs  which  increase 
prolactin  secretion  has  the  potential  to  induce  mammary  neoplasms  in  rodents 
under  the  appropriate  conditions.  There  are  recognized  differences  in  the 
physiological  role  of  prolactin  between  rodents  and  humans.  Since  there  are,  at 
present,  no  adequate  epidemiological  studies,  the  relevance  to  human  mammary 
cancer  risk  from  prolonged  exposure  to  perphenazine  and  other  antipsychotic 
drugs  is  not  known 

Amitriptyline:  In  manic-depressive  psychosis,  depressed  patients  may  experi- 
ence a shift  toward  the  manic  phase  if  they  are  treated  with  an  antidepressant. 
F&tients  with  paranoid  symptomatology  may  have  an  exaggeration  of  such 
symptoms.  The  tranquilizing  effect  of  TRIAVIL  seems  to  reduce  the  likelihood  of  this 
effect.  When  amitriptyline  HCl  is  given  with  anticholinergic  agents  or  sympatho- 
mimetic drugs,  including  epinephrine  combined  with  local  anesthetics,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  Paralytic  ileus  may 
occur  in  patients  taxing  tricyclic  antidepressants  in  combination  with  anticholiner- 
gic-type drugs 


Caution  is  advised  if  patients  receive  large  doses  of  ethchlorvynol  concurrently. 
Transient  delirium  has  been  reported  in  patients  who  were  treated  with  1 g of 
ethchlorvynol  and  75-150  mg  of  amitriptyline  HCl. 

Amitriptyline  HCl  may  enhance  the  response  to  alcohol  and  the  effects  of 
barbiturates  and  other  CNS  depressants 

Concurrent  administration  of  amitriptyline  HCl  and  electroshock  therapy  may 
increase  the  hazards  associated  with  such  therapy  Such  treatment  should  be 
limited  to  patients  for  whom  it  is  essential  Discontinue  several  days  before  elective 
surgery  if  possible  Elevation  and  lowering  of  blood  sugar  levels  have  both  been 
reported  Use  with  caution  in  patients  with  impaired  liver  function 

ADVERSE  REACTIONS:  Similar  to  those  reported  with  either  constituent  alone. 
Perphenazine:  Extrapyramidal  symptoms  (opisthotonus,  oculogyric  crisis, 
hyperreflexia,  dystonia,  akathisia,  acute  dyskinesia,  ataxia,  parkinsonism)  have 
been  reported  and  can  usually  be  controlled  by  the  concomitant  use  of  effective 
antiparkinsonian  drugs  and/or  by  reduction  in  dosage,  but  sometimes  persist  after 
discontinuation  of  the  phenothiazine 

Tardive  dyskinesia  may  appear  in  some  patients  on  long-term  therapy  or  may 
occur  after  drug  therapy  with  phenothiazines  and  related  agents  has  been 
discontinued.  The  risk  appears  to  be  greater  in  elderly  patients  on  high-dose 
therapy,  especially  females.  Symptoms  are  persistent  and  in  some  patients  appear 
to  be  irreversible  The  syndrome  is  characterized  by  rhythmical  involuntary 
movements  of  the  tongue,  face,  mouth,  or  jaw  Involuntary  movements  of  the 
extremities  sometimes  occur.  There  is  no  known  treatment  for  tardive  dyskinesia; 
antiparkinsonism  agents  usually  do  not  alleviate  the  symptoms.  It  is  advised  that  all 
antipsychotic  agents  be  discontinued  if  the  above  symptoms  appear.  If  treatment  is 
reinstituted,  or  dosage  of  the  particular  drug  increased,  or  another  drug  substi- 
tuted, the  syndrome  may  be  masked.  Fine  vermicular  movements  of  the  tongue 
may  be  an  early  sign  of  the  syndrome.  The  full-blown  syndrome  may  not  develop 
if  medication  is  stopped  when  lingual  vermiculation  appears. 

Other  side  effects  are  skin  disorders  (photosensitivity,  itching,  erythema, 
urticaria,  eczema,  up  to  exfoliative  dermatitis);  other  allergic  reactions  (asthma, 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid  reactions),  peripheral 
edema;  reversed  epinephrine  effect;  hyperglycemia;  endocrine  disturbances 
(lactation,  galactorrhea,  gynecomastia,  disturbances  of  menstrual  cycle);  altered 
cerebrospinal  fluid  proteins,  paradoxical  excitement,  hypertension,  hypotension, 
tachycardia,  and  ECG  abnormalities  (quimdine-like  effect);  reactivation  of  psy- 
chotic processes,  catatonic-like  states,  autonomic  reactions,  such  as  dry  mouth 
or  salivation,  headache,  anorexia,  nausea,  vomiting,  constipation,  obstipation, 
urinary  frequency  or  incontinence,  blurred  vision,  nasal  congestion,  and  a change 
in  pulse  rate;  other  adverse  reactions  reported  with  various  phenothiazine 
compounds,  but  not  with  perphenazine,  include  grand  mal  convulsions,  cerebral 
edema,  polyphagia,  pigmentary  retinopathy,  photophobia,  skin  pigmentation,  and 
failure  of  ejaculation 

The  phenothiazine  compounds  have  produced  blood  dyscrasias  (pancyto- 
penia, thrombocytopenic  purpura,  leukopenia,  agranulocytosis,  eosinophilia); 
and  liver  damage  (jaundice,  biliary  stasis). 

Pigmentation  of  the  cornea  and  lens  has  been  reported  to  occur  after  long-term 
administration  of  some  phenothiazines.  Although  it  has  not  been  reported  in  t 
patients  receiving  TRIAVIL,  the  possibility  that  it  might  occur  should  be  considered. 

Hypnotic  effects,  lassitude,  muscle  weakness,  and  mild  insomnia  have  also 
been  reported 

Amitriptyline:  Note:  Listing  includes  a few  reactions  not  reported  for  this  drug,  but 
which  have  occurred  with  other  pharmacologically  similar  tricyclic  antidepressant 
drugs  and  must  be  considered  when  amitriptyline  is  administered.  Cardiovascu * > 
lar:  Hypotension,  hypertension;  tachycardia,  palpitation;  myocardial  infarction; 
arrhythmias,  heart  block;  stroke  CNS  and  Neuromuscular  Confusional  states; 
disturbed  concentration;  disorientation;  delusions;  hallucinations;  excitement;  I 
anxiety;  restlessness;  insomnia;  nightmares;  numbness,  tingling,  and  paresthesias 
of  the  extremities;  peripheral  neuropathy;  incoordination;  ataxia,  tremors;  sei-  i 
zures;  alteration  in  EEG  patterns,  extrapyramidal  symptoms;  tinnitus;  syndrome  of 
inappropriate  ADH  (antidiuretic  hormone)  secretion.  Anticholinergic . Dry  mouth; 
blurred  vision;  disturbance  of  accommodation;  increased  intraocular  pressure; 
constipation;  paralytic  ileus;  urinary  retention;  dilatation  of  urinary  tract.  Allergic: 
Skin  rash;  urticaria;  photosensitization;  edema  of  face  and  tongue.  Hematologic: 
Bone  marrow  depression  including  agranulocytosis;  leukopenia;  eosinophilia; 
purpura;  thrombocytopenia.  Gastrointestinal  Nausea;  epigastric  distress;  vomit-  ' 
ing,  anorexia;  stomatitis;  peculiar  taste;  diarrhea;  parotid  swelling;  black  tongue, 
Rarely  hepatitis  (including  altered  liver  function  and  jaundice).  Endocrine  Testic-  |; 
ular  swelling  and  gynecomastia  in  the  male;  breast  enlargement  and  galactorrhea 
in  the  female,  increased  or  decreased  libido,  elevated  or  lowered  blood  sugar 
levels  Other . Dizziness,  weakness,  fatigue,  headache,  weight  gain  or  loss;  j 
increased  perspiration;  urinary  frequency;  mydriasis;  drowsiness;  alopecia.  With- 
drawal Symptoms:  Abrupt  cessation  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise  These  are  not  indicative  of  addiction 
OVERDOSAGE:  All  patients  suspected  of  having  taken  an  overdosage  should  be 
admitted  to  a hospital  as  soon  as  possible  Treatment  is  symptomatic  and 
supportive  However,  the  intravenous  administration  of  1-3  mg  of  physostigmme 
salicylate  is  reported  to  reverse  the  symptoms  of  tricyclic  antidepressant  poison- 
ing. Because  physostigmme  is  rapidly  metabolized,  the  dosage  of  physostigmme 
should  be  repeated  as  required  particularly  if  life-threatening  signs  such  as 
arrhythmias,  convulsions,  and  deep  coma  recur  or  persist  after  the  initial  dosage  of 
physostigmine.  On  this  basis,  in  severe  overdosage  with  perphenazine-amitrip- 
tyline combinations,  symptomatic  treatment  of  central  anticholinergic  effects  with 
physostigmme  salicylate  should  be  considered  J9TR33  (DC6613215) 

For  more  detailed  information , consult  your  MSD  Representative 
or  see  full  Prescribing  Information  Merck  Sharp  & Dohme,  Division 
of  Merck  & Co  , Inc  , West  Point,  Pa  19486 
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NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 


Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $1 00  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month : benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY.  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 


RURAL  HEALTH  CARE/ 
UPDATE  1980 


American  Medical 
Association  33rd 
National  Conference 
on  Rural  Health 
Boston,  Massachusetts 
April  17-18, 1980 


Don’t  miss  this  outstanding  opportunity 
to  update  yourself  on  the  latest  de- 
velopments in  the  delivery  of  health  care 
services  in  rural  areas.  Physicians  can 
earn  up  to  15  hours  of  continuing  medi- 
cal education  credit  by  choosing  from 
over  30  workshops,  CME  courses,  and 
general  sessions. 

Write  today  for  complete  information. 


Dept,  of  Meeting  Services 
American  Medical  Association 
535  N Dearborn  St. 

Chicago,  IL  60610 


Please  send  me  complete  information  on  the 
33rd  National  Conference  on  Rural  Health, 
April  17-18,  1980. 

Name 

Address 

City 

State/Zip 


NOW  AVAILABLE! 

History  of 

"Medicine  in 
North  Carolina" 

1524-1960 

IN  TWO  VOLUMES 
$25.00  PER  SET 


Available  from 

North  Carolina  Medical  Society 
P.  0.  Box  27167 
Raleigh,  N.  C.  27611 


Enclosed  is  $ for sets  of 

MEDICINE  IN  NORTH  CAROLINA  at  $25  per  set. 

MAIL  TO:  North  Carolina  Medical  Society 
P.  O.  Box  27167 
Raleigh,  N.  C.  27611 

NAME 

ADDRESS 
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Charlotte  Treatment  Center 


“OPERATED  BY  PEOPLE  WHO  CARE”-IN  CHARLOTTE,  NORTH  CAROLINA 

At  the  Charlotte  Treatment 
Center  we  believe  that  those  who 
suffer  from  the  treatable  disease 
of  alcoholism,  and  their  families, 
are  entitled  to  the  same  treatment 
and  loving  care  as  those  suffering 
from  any  other  disease. 

We  offer  a full  range  of 
alcoholism  medical  and  counseling 
services,  including  a full  time 
Physician,  a Psychiatrist 
Consultant,  a professional  staff  of 
Registered  Nurses,  a Pharmacist 
and  a professional  counseling 
staff,  most  of  whom  have 
established  excellent  track  records 
in  recovery  themselves.  We  also 
provide  diagnostic  facilities  within 
the  hospital  to  provide  for  on  the 
spot  testing,  quick  results,  and  a 
prompt  diagnosis.  We  provide 
individual  and  group  counseling 
for  the  alcoholic  and  the  family, 
and  a structured  program  of 
aftercare  which  seeks  to  insure 


longterm,  stable  recovery  through 
intensive  involvement  in  Alcoholics 
Anonymous  and  Al-Anon  Family 
Groups. 

The  Center  is  a private, 
non-profit  corporation  dedicated  to 
providing  effective  treatment  at  a 
reasonable  cost — treatment  which 
will  restore  the  sick  alcoholic,  and 
the  family  of  the  alcoholic,  to 
sober,  happy  and  rewarding  lives. 


Jamie  Carraway  Rex  R.  Taggart,  M.D. 

Executive  Director  Medical  Director 


CHARLOTTE  TREATMENT  CENTER,  P.O.  BOX  240197,  1715  SHARON  ROAD  WEST,  CHARLOTTE,  N.C.  28224 

FOR  INFORMATION  CALL (704)  554-0285 


“THE  PHYSICIAN  IS  A 
DECISION  MAKER,  AND  ALMOST 
EVERY  DECISION  HE  MAKES 
COSTS  OR  SAVES  MONEY.” 

—Dr.  William  Felts,  Past  President, 
American  Society  of  Internal  Medicine 

More  and  more  physicians  today  are  beginning  to 
realize  the  extent  of  the  economic  influence 
they  have,  and  are  finding  ways  of  holding 
costs  down. 

A number  of  studies  show  that  the  more 
physicians  know  about  costs,  the  more  they  try 
to  reduce  them?  And  this  reduction  can  be  done 
without  reducing  the  quality  of  care  to  the  patient. 

How  are  they  doing  this?  As  a start  they 
have  become  thoroughly  familiar  with  the  costs 
they  incur  on  behalf  of  their  patients.  They  know 
how  much  an  X-ray  costs,  how  much  their 
hospital  charges  for  routine  lab  tests.  They’re  requesting  copies  of  patients’ 
hospital  bills.  And  asking  their  hospitals  to  print  the  charges  for  diagnostic 
tests  right  on  the  order  sheet. 

What  else  are  physicians  doing?  Minimizing  their  patients’  hospital 
stays,  whenever  possible.  Reevaluating  routine  admissions  procedures. 
Questioning  the  real  need  of  the  diagnostic  tests  they  order  for  their 
patients.  Avoiding  duplicate  testing.  Trying  to  discourage  their  patients’ 
demands  for  unnecessary  medication,  treatment  or  hospitalization. 
Compiling  daily  logs  of  their  medical  decisions  and  what  they  cost.  And  more. 

More  physicians  today  realize  what  a tough  problem  we’re  all  faced 
with.  They  know  this  is  a challenge  for  medicine.  And  that  physicians  are 
in  the  best  position  to  deal  with  and  solve  the  problem. 

* PATIENT  CARE  Magazine—  Out  look  1977  "Face-Off  Cost  Containment  vs.  Chaos’,'  January  1,  1977. 

Lyle  CB,  et  at  "Practice  habits  in  a group  of  eight  internists'.’  ANNALS  OF  INTERNAL  MEDICINE  84  (May  1976),  594  601. 

Schroeder  SA,  et  at.  "Use  of  laboratory  tests  and  pharmaceuticals:  variation  among  physicians  and  effect  of  cost  audit  cm  subsequent  use','  JOURNAL  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION  225  (A  ug.  20.  1973).  969  73 
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A Health  Care  Home  for  the  Deaf  Child 
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ABSTRACT  Students  enrolled  at 
the  Eastern  North  Carolina  School 
for  the  Deaf  and  primary  care  physi- 
cians practicing  in  the  area  served  by 
the  school  were  surveyed  in  the 
academic  year  1978.  Many  of  the 
children  had  had  inadequate  medical 
evaluations,  had  no  personal  doctor, 
and  often  suffered  from  the  lack  of  a 
high  quality  permanent  health  care 
home.  Physicians  in  eastern  North 
Carolina  admitted  to  having  inade- 
quate medical  knowledge  and  to 
being  uncomfortable  in  the  evalua- 
tion, diagnosis  and  management  of 
deaf  children  and  were  concerned 
about  the  supportive  services  in  their 
areas.  Many  parents  and  physicians 
felt  that  increased  medical  services 
and  direction  from  the  school  would 
be  appropriate.  A review  of  legisla- 
tive mandates  in  the  Education  for 
All  Handicapped  Children  Act,  char- 
acteristics of  a health  care  home,  and 
comments  on  the  current  medical 
structure  at  the  school  are  presented. 
Suggestions  for  program  develop- 
ment to  meet  the  medical  needs  of 
these  handicapped  children  are  of- 
fered. 

NORTH  Carolina's  children  with 
profound  deafness  usually  at- 
tend one  of  three  state  residential 
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schools  for  the  deaf  at  Greensboro, 
Morganton  or  Wilson.  Programs  at 
these  institutions  are  designed  to 
provide  for  the  specialized  educa- 
tional needs  of  these  handicapped 
children  but  no  effort  is  made  to 
compile  complete  medical  records, 
evaluate  the  adequacy  and  quality 
of  past  medical,  audiologic  and 
otological  examinations,  or  monitor 
the  appropriateness  of  continuing 
medical  care.  Limited  medical  ser- 
vice is  offered  through  school  infir- 
maries and  no  diagnostic  evalua- 
tions or  workups  are  attempted  or 
expected. 

To  better  understand  the  health 
needs  of  these  students  and  assure 
the  adequacy  of  their  “health  care 
home,’’  a questionnaire  was  sent  to 
the  parents  of  all  340  students  en- 
rolled at  the  Eastern  North  Carolina 
School  for  the  Deaf  at  Wilson  in  the 
academic  year  1978-79.  A second 
questionnaire  was  sent  to  all  pri- 


mary care  physicians,  family  prac- 
titioners, pediatricians  and  general 
practitioners  in  the  school’s  referral 
area  to  learn  their  opinions  of  their 
own  competency  in  medical  evalu- 
ations and  long-term  follow  up,  the 
adequacy  of  their  knowledge  and 
their  desires  for  bettering  their  edu- 
cation. This  report  summarizes  the 
results  of  this  survey  and  offers  sug- 
gestions for  the  future. 

RESULTS 

Student  Health  Questionnaire 

Three  hundred  and  forty  ques- 
tionnaires were  mailed  to  the 
families  of  students  enrolled  in  the 
Eastern  North  Carolina  School  for 
the  Deaf  in  Wilson.  Within  two 
months  296  (84%)  were  returned. 
Many  forms  were  incomplete;  re- 
sults are  summarized  in  Table  I. 

Personal  family  doctors  were 
available  to  211  students  (71%) 
while  85  (29%)  reported  no  personal 


Table  I:  STUDENT  HEALTH  QUESTIONNAIRE 


Private  Physicians 
Medicaid  or  Insurance 
No  Private  Physicians 
Medicaid  or  Insurance 
Physical  in  2 years 
No  Medicaid  or  Insurance 
Past  Evaluation  of  B.P. 

Urine 

Hgb. 

Past  Evaluation  by  Specialist 
ENT  or  Otologist 
Nephrologist 
Cardiologist 
Psychiatrist 

Desire  Yearly  Physicals  at  ENCSD 
Allow  Multidisciplinary  Team  Evaluation 


% YES 

% NO 

N = Total  Answers 

71 

28 

296 

76 

24 

21 1 

85 

50 

50 

85 

83 

27 

254 

48 

52 

63 

62 

38 

256 

60 

40 

254 

50 

50 

253 

90 

10 

207 

82 

18 

253 

11 

89 

145 

18 

82 

147 

12 

88 

140 

90 

10 

277 

90 

10 

290 
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physician  other  than  the  pediatri- 
cian at  the  school's  infirmary.  The 
student’s  family  doctors  included 
general  practitioners  (32%),  family 
practitioners  (26%)  and  pediatri- 
cians (42%).  Those  without  private 
doctors  tended  to  use  hospital 
emergency  rooms,  public  health 
departments,  and  the  school  infir- 
mary with  equal  frequency  for 
symptomatic  treatment.  Seventy- 
six  percent  of  those  with  private 
physicians  either  had  medical  in- 
surance or  Medicaid  labels,  as  did 
50%  of  those  without  doctors. 

Routine  examinations  had  oc- 
curred within  two  years  in  83%  of 
254  students,  but  of  those  with  no 
insurance  or  Medicaid,  only  48% 
had  been  so  examined.  Sixty-two 
percent  recalled  a blood  pressure 
measurement,  60%  a urinalysis,  and 
50%  a hemoglobin  analysis. 
Eighty-two  percent  of  253  reporting 
had  received  an  ear,  nose  and  throat 
consultation  but  18%  had  never 
seen  this  subspecialist.  Eleven  per- 
cent had  seen  a nephrologist,  18%  a 
cardiologist,  and  12%  a psychia- 
trist, the  latter  three  percentages 
based  on  a much  smaller  response. 
Insurance  or  the  lack  of  it  played  no 
role  in  the  frequency  of  seeing  a 
specialist. 

When  parents  were  asked 
whether  they  desired  yearly  com- 
plete physical  examinations  per- 
formed at  the  Eastern  North  Caro- 
lina School  for  the  Deaf,  248  of  277 
(90%)  responded  affirmatively 
while  29  rejected  the  offer.  When 
asked  about  a multidisciplinary 


Table  II:  PHYSICIAN 

QUESTIONNAIRE 

% YES 

% NO 

N = Total  Answers 

Confidence  in  General  Knowledge  of  Deafness 

23 

77 

142 

Confidence  in  Diagnosing: 

Infants 

26 

73 

168 

Older 

36 

54 

148 

Confidence  in  Providing  Genetic  Counseling 

20 

80 

153 

Confidence  in  Providing  Long-Term  Management 

27 

73 

161 

Established  Patterns  of  Referral 

87 

13 

133 

Local  Support 

66 

Medical  Center 

34 

Confidence  in  Local  Support 

Audiologic 

79 

21 

139 

Speech 

77 

23 

136 

Developmental  Evaluation 

80 

20 

161 

Psychological 

70 

30 

119 

Genetic  Counseling 

36 

64 

118 

Medical  Assessment 

80 

20 

123 

Family  Counseling 

56 

44 

115 

Educational  Institution  Should  Monitor 

Health  Care  of  its  Students 

84 

16 

144 

Support  Multidisciplinary  Team  Evaluation 

83 

17 

154 

evaluation  by  a team  of  specialists, 
260  responded  yes  (90%)  while  30 
(10%)  responded  no.  Most  negative 
responses  were  explained  by  confi- 
dence that  a local  doctor  had  al- 
ready performed  a comprehensive 
workup.  Reasons  for  other  negative 
responses  included,  “My  child  is 
not  for  experimenting,”  “She  is 
fine  like  she  is,”  and  “I  see  no  need 
for  it.” 

Physician  Questionnaire 
Questionnaires  were  sent  to  all 
primary  care  physicians  (375)  listed 
in  the  registers  of  medical  societies 
in  counties  in  the  area  served  by  the 
Eastern  North  Carolina  School  for 
the  Deaf  (Fig.  1).  One  hundred  and 
sixty-four  (44%)  were  available  for 
study,  24%  from  general  practition- 
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ers,  45%  from  family  practitioners 
and  31%  from  pediatricians.  The  re- 
sults are  summarized  in  Table  II.  Of 
physicians  responding,  77%  re- 
ported a lack  of  confidence  in  their 
knowledge  of  childhood  deafness 
and  their  ability  to  diagnose  deaf- 
ness in  infancy  (73%)  and  in  older 
children  (54%).  Confidence  in 
long-term  management  of  such  pa- 
tients was  low  and  73%  were  hesi- 
tant to  assume  such  responsibility. 
Eighty-seven  percent  had  estab- 
lished patterns  of  referral  for  sus- 
pected cases,  66%  using  local 
sources  and  34%  referring  directly 
tomedical  centers.  Respect  for  their 
own  ability  to  provide  genetic  or 
family  counseling  was  low  and  80% 
felt  unable  to  provide  this  service. 
Confidence  in  the  support  of  local 
professionals  in  audiology,  speech, 
developmental  evaluations,  psy- 
chology and  medical  assessments 
was  high  (70%  to  80%  of  respon- 
dents), but  genetic  counseling  was 
considered  inadequate  by  64%  and 
family  counseling  by  44%. 

All  physicians  felt  that  every  stu- 
dent should  have  a personal  family 
physician  and  82%  thought  that  ex- 
aminations should  be  done  yearly. 
Thirty-two  percent  disagreed  that 
occasional  laboratory  work  such  as 
urine  and  hemoglobin  should  be 
done,  and  26%  did  not  think  that 
frequent  ophthalmological  exami- 
nations were  needed.  The  responsi- 
bility for  assuring  delivery  of  serv- 
ices was  felt  to  be  shared  equally  by 
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local  physicians,  parents,  schools 
for  the  deaf  and  a school-based 
multidisciplinary  team  for  deafness, 
but  84%  (n=  122)  considered  it  ap- 
propriate for  a state  educational  in- 
stitution such  as  the  School  for  the 
Deaf  to  monitor  the  health  care  its 
students  received  from  outside 
sources.  Eighty-three  percent 
(n=  128)  thought  that  a school-based 
multidisciplinary  team  of  pediatri- 
cians, pediatric  subspecialists, 
mental  health,  social  work,  au- 
diologic and  speech  professionals, 
physical  and  occupational 
therapists,  ophthalmologic  and 
genetic  experts  should  be  de- 
veloped. Ninety  percent  of  physi- 
cians wanted  this  specific  report 
and  recommendations  sent  directly 
to  their  offices.  In  general,  most 
physicians  felt  they  would  like  more 
information  from  the  schools  about 
educational,  psychological,  medi- 
cal, audiologic,  and  progress  evalu- 
ations of  students  in  their  practice 
as  well  as  a variety  of  educational 
materials  provided  by  the  institu- 
tion. 

DISCUSSION 

In  the  United  States  it  is  esti- 
mated that  congenital  deafness  oc- 
curs in  1-1,500  to  1-4,000  births,  but 
is  reported  as  frequently  as  1 in  800 
in  Israel.1  By  school  age,  the  inci- 
dence of  significant  hearing  loss  has 
increased  because  of  the  diagnosis 
of  acquired  disease,  as  well  as  that 
undetected  at  birth.  Recently,  great 
strides  have  been  made  in  the 
understanding  of  syndromes  of 
the  deaf,  genetics,  physical  and 
diagnostic  techniques  as  well  as  in 
technical  aspects  of  audiology, 
■radiology  and  surgery.  A High-Risk 
Register  developed  by  the  Joint 
Commission  on  Newborn  Hearing 
Screenings  has  better  defined  new- 
born populations  at  risk.2  New 
diagnostic  techniques  in  au- 
diometry include  evoked  brain  stem 
potentials,  tympanography  and 
cochleography.  Multidirectional 
laminography  now  helps  ex- 
perienced radiologists  detect  mid- 
dle and  inner  ear  malformations 
possibly  amenable  to  surgery.  New 
surgical  techniques  include  tym- 
panostomy tubes,  tympanoplasties, 
myringoplasties,  ossiculoplasties. 


tympanomastoidectomies,  recon- 
structive procedures,  and  cochlear 
and  acoustical  nerve  implants. 

Although  the  initial  suspicion  of 
deafness  remains  the  responsibility 
of  the  primary  care  physician,  it  is 
becoming  apparent  that  the  first 
comprehensive  evaluation  to  de- 
lineate the  types  and  extent  of 
handicaps,  long-term  follow-up  and 
maintenance  of  the  educational  and 
medical  needs  require  the  subspe- 
cialist. Although  the  causes  of  deaf- 
ness in  childhood  are  multiple,  the 
etiology  can  be  determined  in  more 
than  50%  of  cases,  the  genetically 
transmitted  group  constituting 
15%-25%  while  the  remainder  are 
acquired.3  Acquired  cases  are  sub- 
divided into  a prenatal  group  (from 
insults  such  as  rubella),  a perinatal 
group  (from  anoxia,  prematurity  or 
kemicterus)  and  a postnatal  group 
(those  who  have  had  infections, 
middle  and  inner  ear  diseases  or 
have  received  ototoxic  drugs). 
Many  syndromes  with  congenital  or 
progressive  conductive  or  sen- 
sorineural hearing  loss  are  observed 
and  concomitant  anomalies,  such  as 
congenital  heart  diseases  and 
genitourinary  and  ophthalmological 
abnormalities,  are  frequent.4,5 

Primary  care  physicians  are  not 
expected  to  be  aware  of  the  depth  of 
subspecialty  expertise,  but  this 
should  not  deny  any  patient  ex- 
posure to  and  the  benefits  of  mod- 
em concepts,  skills  and  techniques. 
Thus,  in  order  to  guarantee  such 
care,  an  adequate  child  “health  care 
home”  as  described  in  the  report  of 
the  Joint  Child  Health  Planning 
Task  Force6  is  essential  for  the 
coordination  of  all  appropriate 
health  services.  The  report  de- 
scribes an  adequate  health  care 
home  as  having  the  following 
characteristics: 

(1)  A commitment  to  the  indi- 
vidual with  care  providers  accept- 
ing professional  responsibility  for 
promoting  the  health  care  of  the 
child,  with  advocacy,  outreach  and 
other  efforts  to  provide  access  to  a 
full  continuum  of  services. 

(2)  An  ability  to  provide  all  or 
most  of  the  services  for  health 
supervision,  screening,  outpatient 
diagnosis  and  treatment  on  an  am- 
bulatory basis. 


(3)  Fulltime  accessibility. 

(4)  Service  continuity  with  coor- 
dination of  information  and  service 
to  provide  a single  care  plan. 

(5)  Comprehensive  record-keep- 
ing. 

(6)  Competent  medical  manage- 
ment under  the  direct  supervision  of 
an  appropriately  trained  and  in- 
terested physician. 

(7)  Effective  cost  care. 

In  addition,  there  are  responsi- 
bilities which  fall  upon  the  family  of 
the  child: 

(1)  Continued  acceptance  of  and 
contact  with  the  health  care  home. 

(2)  Conformity  with  recommen- 
dations for  prevention  and  promo- 
tion, with  utilization  of  “well- 
child”  services  rather  than  episodic 
treatments. 

(3)  Adequate  information  flow 
and  collation  of  personal  records. 

(4)  Compliance  with  adminis- 
trative requirements  to  facilitate 
cost  effective  operations. 

Physicians  dealing  with  children 
have  been  concerned  with  the  early 
identification  and  prevention  of 
handicaps  and  appropriate  diag- 
nostic and  long-term  follow  up  ser- 
vices have  been  fought  for  with 
variable  success.  Recently  there 
have  been  strong  legislative  man- 
dates concerning  handicapped  chil- 
dren. In  November  1975,  Congress 
passed  the  Education  for  All  Handi- 
capped Children  Act  (public  law 
94-142).  House  Bill  824  (the  Creech 
bill)  is  North  Carolina’s  mandatory 
compliance  plan.  The  act  requires 
that  states  provide  a “free  appro- 
priate public  education”  for  each 
resident  handicapped  child  and  pro- 
tect the  procedural  rights  of  parents 
and  children  in  the  receipt  of  these 
special  educational  services. 
School  systems  must  develop  and 
implement  plans  to:  (a)  identify,  (b) 
locate,  (c)  evaluate,  (d)  place  these 
children  in  suitable  programs  for 
“full  educational  opportunity” 
(Sections  612  and  61 3). 7 

Individual  Educational  Programs 
(IEP)  with  yearly  reassessment  and 
reevaluations  of  a student’s  prog- 
ress and  placement  are  integral  re- 
quirements of  the  law.  The  medical 
counterpart,  which  could  be  called 
“individual  health  programs” 
(IHP),  is  not  required  although  con- 
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gressional  records  define  “neces- 
sary” services  which  may  be  in- 
cluded in  the  educational  plan  as 
“other  supportive  services  as  are 
required  to  assist  a handicapped 
child  to  benefit  from  special  educa- 
tion . . . speech  pathology  and  au- 
diology, psychological  services, 
physical  and  occupational  therapy, 
recreation,  early  identification  and 
assessment  of  disabilities  in  chil- 
dren, counseling  services  and  medi- 
cal services  for  diagnostic  evalua- 
tion purposes  . . . school  health 
services,  social  work  services  in 
schools  and  parent  counseling  and 
training.”8 

Theoretically  such  mandates 
could  almost  force  school  systems 
to  assume  the  roles  of  health  care 
homes,  but  in  practical  terms  it  is 
clear  that  the  burden  of  identifica- 
tion and  evaluation  of  the  handi- 
capped must  be  shared  by  state  and 
private  facilities.  Vigorous  public 
action,  such  as  North  Carolina's 
Child  Find,  complement  the  private 
practitioner  in  identification  and  as- 
surance of  delivery  of  services  to 
such  children. 

The  Eastern  North  Carolina 
School  for  the  Deaf  survey  of  par- 
ents and  physicians  emphasizes  two 
features:  (1)  Many  students  have 
not  had  thorough  diagnostic  medi- 
cal evaluations,  benefits  of  long- 
term follow-up,  appropriate  diag- 
nostic procedures  and  laboratory 
screens,  and  frequently  lack  per- 
sonal physicians;  and  (2)  physicians 
in  eastern  North  Carolina  admit  an 
inadequacy  in  their  knowledge  of 
deafness,  diagnosis  and  manage- 
ment, and  they  frequently  lack  con- 
fidence in  local  support  in  speech 
pathology,  audiology  and  genetic 
and  family  counseling. 

Acknowledging  that  an  array  of 
subspeciality  services  must  be  pro- 
vided to  children  with  handicaps, 
almost  all  parents  agree  that  yearly 
physical  examinations  should  be 
offered;  both  physicians  and  par- 
ents would  support  comprehensive 
multidisciplinary  screening  and 
clinical  services.  Physicians  feel  it 
not  only  appropriate  for  educational 
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institutions  to  monitor  the  health 
care  obtained  by  its  students  and  to 
offer  multidisciplinary  evaluations, 
but  also  to  distribute  educational 
materials  on  diagnosis,  screening 
evaluation,  follow-up  and  recent 
advances. 

With  consideration  of  the  signifi- 
cant lack  of  appropriate  evalua- 
tions, basic  laboratory  screens, 
subspeciality  input,  well  child  care 
and  availability  of  personal  physi- 
cians, as  well  as  the  tendency  of 
physicians  and  parents  to  look  to 
the  school  for  medical  and  educa- 
tional leadership,  it  seems  prudent 
to  utilize  these  institutions  as  health 
care  homes.  Unfortunately,  state 
programs  for  the  handicapped  are 
currently  categorical,  relating  to 
specific  types  of  disabilities  such  as 
blindness  and  deafness,  so  that 
major  disabilities  may  not  be  ade- 
quately addressed;  thus  the  total 
health  picture  remains  obscured.  A 
system  of  infirmaries  with  a con- 
tracted local  doctor  visiting  daily  to 
administer  symptomatic  care  is  cur- 
rently offered.  Historically,  infir- 
mary physicians  have  been  ex- 
pected to  concern  themselves  with 
acute  problems  and  not  with  the 
total  needs  of  students.  A brief  first 
grade  physical  examination  check- 
list is  tilled  out  by  a local  doctor,  but 
such  an  examination  need  not  be  re- 
peated even  if  the  student  stays 
through  the  12th  grade  of  school. 
Multispeciality  tests,  such  as 
psychological  evaluations,  ex- 
aminations by  otologists,  and 
screens  for  anemia,  hypertension  or 
kidney  diseases  are  desired  but  not 
required.  Past  medical  histories  and 
records  are  not  sought  because  of 
the  large  area  served  by  the  school 
and  the  complexities  of  administra- 
tion. Insufficient  clinical  staff  ren- 
ders the  coordination  of  Individual 
Health  Programs  (1HP)  and  the  In- 
dividual Educational  Programs 
(IEP)  problematic. 

One  hundred  and  forty  (140)  of 
the  three  hundred  forty  (340)  stu- 
dents (45%)  at  the  Eastern  North 
Carolina  School  for  the  Deaf  have 
been  defined  as  “multihandi- 


capped” with  educationally  signifi- 
cant handicaps  in  addition  to  hear- 
ing loss.  The  vast  majority  of  this 
group  has  been  identified  by  princi- 
pals, teachers,  houseparents,  in- 
firmary staff  and  referring  physi- 
cians, without  the  benefit  of  com- 
plete testing.  We  believe  that  many 
undiagnosed  medical  disorders  re- 
main, some  of  which  are  seriously 
incapacitating  or  potentially  lethal. 
Deaf  children  lack  a full  spectrum  of 
diagnostic  and  therapeutic  services 
inother  similar  residential  schools.9 

The  benefits  of  the  residential 
schools  for  the  deaf  assuming  the 
responsibility  of  a health  care  home, 
including  a comprehensive  evalua- 
tion clinic,  are  many.  Medical  and 
educational  evaluations  of  high 
quality,  tracking,  follow-up,  acces- 
sibility, continuity,  record  keeping 
and  competent  management  by 
those  with  specific  interests  and 
greater  knowledge  in  deafness 
would  be  possible.  Acceptance  of 
parents  and  students  would  be  high 
and  family  counseling  and  educa- 
tion easily  maintained.  Therefore, 
in  agreement  with  surveyed  physi- 
cians and  parents  and  in  view  of  the 
complicated  medical  needs  of  deaf 
children,  we  feel  that  state  school- 
directed  health  care  homes  could 
better  maintain  the  physical,  mental 
and  educational  welfare  of  these 
handicapped  children  in  the  spirit  of 
recent  congressional  and  state 
legislative  requirements. 
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Polycythemia  of  Renal  Transplantation 


Cyrus  Makoui,  M.D.,  Clifford  L.  Williams,  M.D.,  and 
Jorge  Roman,  M.D. 


ABSTRACT  Polycythemia  is  a 
rare  but  well  recognized  complica- 
tion of  renal  transplantation.  Post- 
transplantation polycythemia  (PTP) 
is  a true  erythrocytosis,  with  an  in- 
crease in  red  blood  cell  mass,  normal 
plasma  volume  and  normal  or 
slightly  elevated  serum  erythro- 
poietin, and  is  not  related  to  the 
myeloproliferative  disorders.  Its 
etiology  remains  obscure,  although 
renal  cortical  hypoxia  and  slow  re- 
jection have  been  suggested  as  causal 
mechanisms.  It  may  occur  spontane- 
ously or  may  be  associated  with  renal 
artery  stenosis.  The  frequency  of 
thrombo-embolic  complications 
necessitates  aggressive  therapy. 

INTRODUCTION 

ANEMIA,  a common  finding  in 
recipients  of  renal  allografts,  is 
usually  related  to  long-lasting  renal 
disease,  poor  protein  intake,  de- 
creased renal  production  of  eryth- 
ropoietic stimulating  factor  (ESF), 
presence  of  circulatory  ESF  in- 
hibitory factors,  immunosuppres- 
sive therapy  and  post-operative 
upper  gastrointestinal  bleeding. 

Despite  such  difficulties,  most 
recipients  maintain  a near  normal 
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hematocrit  and  rarely  develop  true 
polycythemia.  We  report  here  a 
case  of  renal  transplantation,  com- 
plicated by  secondary  poly- 
cythemia, and  review  the  pertinent 
literature. 

CASE  REPORT 

A 39-year-old  white  man  had  at 
age  20  developed  post-strep- 
tococcal  glomerulonephritis.  This 
progressed  to  end-stage  renal  dis- 
ease by  1972.  In  July  1973  he  re- 
ceived his  first  cadaveric  allograft. 
Four  months  later,  rejection  with 
severe  hypertension  necessitated 
nephrectomy  and  maintenance 
hemodialysis.  Uncontrolled  hy- 
pertension prompted  bilateral 
nephrectomy  in  March  1974.  Home 
hemodialysis  was  carried  out  until 
January  1975,  when  a second 
cadaveric  transplant  resulted  in  re- 
jection in  eight  days.  In  December 
19'/j,  he  received  a third  allograft 
which  has  functioned  without  signs 
of  rejection.  Eight  months  post- 
transplant, he  was  hospitalized  for 
progressive  erythrocytosis  which 
had  developed  after  his  last  trans- 
plant. He,  a nonsmoker  who  resides 
at  an  elevation  lower  than  2,500 
feet,  has  no  family  history  of 
hemoglobinopathy.  Medications  at 
admission  were  hydralazine,  200 
mg/day;  propranolol,  40  mg/day; 
furosemide,  40  mg/day;  prednisone, 
20  mg/day;  azothiaprine,  150  mg/ 
day;  and  multivitamins. 

Examination  revealed  a cushing- 


noid  appearing  white  male  with 
plethoric  facies,  early  bilateral 
cataracts,  engorged  retinal  veins,  a 
normal  heart  and  lungs,  engorged 
superficial  veins  on  the  arms  and 
legs,  numerous  surgical  abdominal 
scars,  no  abdominal  bruits  and  a 
palpable  transplanted  kidney. 

Laboratory  data:  WBC  9,300 
mm3,  Hgb  19.5  g/dl,  Hct  59  vol  %, 
RBC6.42  x 106/mm3,  MCV91  /am3, 
MCH  31  mig,  MCHC  34  g/dl, 
platelets  200,000/mm3,  red  cell  vol- 
ume 56.8  ml/kg  (normal  25-30), 
plasma  volume  37.8  ml/kg  (normal 
30-45);  Hgb  electrophoresis  adult 
A A2  pattern;  leukocyte  alkaline 
phosphatase  23  IU  (normal  39-95); 
reticulocyte  count  3.0%,  serum  B12 
840  pg/ml,  serum  folate  32  ng/ml, 
serum  iron  54  /ug/dl,  total  iron 
binding  capacity  217  /ag/dl  (normal 
214-475),  erythropoietin  assay 
(Bio-Science  Lab,  Philadelphia)  38 
mU/ml  (normal  7-36);  p50  24.96  mm 
Hg,  Westergren  erythrocyte  sedi- 
mentation rate  3.0  mm/hr.  Intra- 
venous pyelogram  and  renal  scans 
showed  a normal,  functioning  allo- 
graft. Bone  marrow  exhibited 
40%-50%  cellularity  with  moderate 
erythroid  hyperplasia  and  mild 
plasmacytosis.  The  myeloid  series 
and  megakaryocytes  were  normal, 
and  no  features  of  polycythemia 
vera  were  present. 

The  patient  has  since  required 
three  phlebotomies  to  maintain  a 
hematocrit  less  than  60  vol  % and  a 
hemoglobin  concentration  less  than 
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MONTHS  AFTER  TRANSPLANTATION 

Figure  1:  Variation  of  hematocrit,  creatinine  and  treatment  received  following  transplantation. 


20  g/dl.  The  changes  in  hematocrit 
and  serum  creatinine  are  sum- 
marized in  Figure  1. 

DISCUSSION 

Since  Nies  et  al.,1  first  described 
secondary  polycythemia  after  renal 
transplantation,  more  than  30  cases 
have  been  reported.  Radioisotopic 
studies  have  shown  true  erythro- 
cytosis  with  increased  red  cell 
mass.  Erythropoietin,  when  as- 
sayed, has  been  elevated  or  low.  It 
appears  that  an  adequately  func- 
tioning allograft  is  necessary  for  de- 
velopment of  polycythemia  since 
erythrocytosis  has  not  been  ob- 
served in  patients  who  reject 
acutely;  polycythemia  reaches  its 
peak  145  to  270  days  after  grafting. 
Rarely  have  surgical  complications, 
such  as  renal  artery  stenosis2  and 
pancreatic  pseudocyst3  been  as- 
sociated with  polycythemia  which 
resolved  following  surgical  correc- 
tion of  these  lesions. 

Post-transplant  polycythemia 
(PTP)  has  been  noted  with  kidneys 
from  both  living  and  cadaveric 


donors.  Wu  et  al.,4  reporting  two 
cases  of  true  erythrocytosis,  noted 
that  each  patient  received  a graft 
from  the  same  cadaveric  donor  and 
postulated  that  the  donor’s  kidneys 
contributed  to  the  polycythemia.  In 
a series  of  60  patients,5  however, 
this  was  not  observed  in  separate 
recipients  from  the  same  cadaveric 
donor.  Although  our  patient  de- 
veloped polycythemia  after  his 
graft,  the  recipient  of  the  other  kid- 
ney from  the  same  donor  did  not. 

PTP  should  be  distinguished  from 
polycythemia  secondary  to  ESF 
production.  In  paraneoplastic  syn- 
drome, substances  with  ESF 
properties  are  produced.  Cerebellar 
hemangioblastomas,  renal  cell  car- 
cinoma and  uterine  myomas  may 
produce  ESF.  Liver  tumors  may 
cause  increased  production  of  the 
plasma  substrate  necessary  for 
ESF.  Adrenal  cortical  tumors  may 
produce  substances  with  ESF  ac- 
tivity. Most  patients  reported  with 
PTP  have  been  evaluated  for  such 
neoplasms;  none  has  been  detected. 
Varkarakis  et  al.,6  and  Ianhez  and 


associates7, 8 have  reported  patients 
who,  following  bilateral  nephrec- 
tomies, showed  dramatic  decreases 
in  hemoglobin  concentration,  sug- 
gesting enhanced  ESF  production 
by  the  patient’s  own  kidneys.  Fur- 
thermore, hemoglobin  levels  have 
been  significantly  higher  in  non- 
nephrectomized  patients  than  in 
nephrectomized  patients,  which 
suggests  when  all  three  kidneys  are 
sources  of  ESF,  bilateral  nephrec- 
tomy would  enforce  decreased  ESF 
production.  Selective  renal  vein 
ESF  measurements  would  be  of 
value  in  confirming  this  hypothesis. 
Finally,  excessive  or  aberrant  ESF 
production  may  result  from  de- 
crease or  lack  of  ESF  inhibitors  al- 
though existence  of  such  sub- 
stances is,  at  present,  uncertain. 

Murphy  et  al.,  have  shown  that  in 
the  first  30  days  following  trans- 
plantation, polycythemia  is  usually 
due  to  renal  cortical  hypoxia.9  After 
this  period,  chronic  rejection  seems 
to  be  the  major  etiological  factor.10 
Nellans  et  al.,5  reported  one  case 
where  51-Cr  labeled  isologous 
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human  platelets  were  used  to  dem- 
onstrate remarkable  platelet  se- 
questration in  the  grafted  kidney 
suggesting  a loss  of  endothelial  in- 
tegrity, causing  local  activation  of 
coagulation  system. 

The  cause  of  polycythemia  in  our 
case  is  not  clear,  although  slightly 
increased  ESF  level  in  the  presence 
of  high  hematocrit  and  persistently 
elevated  serum  creatinine  suggest 
slow  rejection,  perhaps  associated 
with  excessive  ESF  production. 

Other  clinical  features  of  PTP  in- 
clude a spontaneous  return  to  nor- 
mal red  cell  volume  in  some  cases 
within  six  to  14  months  although 


others  have  erythrocytosis  for  more 
than  four  years.5  Increased  inci- 
dence of  thromboembolic  phenom- 
enon has  been  noted11  and 
prophylactic  phlebotomy  recom- 
mended. Transformation  to  myelo- 
proliferative disease  has  not  been 
observed.  Further  investigation 
into  the  phenomenon  of  PTP  awaits 
reliable  laboratory  assays  of  ESF 
coupled  with  a systematic  approach 
to  the  possible  etiologic  factors  out- 
lined herein. 
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However  dreames  may  bee  fallacious  concerning  outward  events,  yet  may  they  bee  truly  significant  at 
home,  & whereby  wee  may  more  sensibily  understand  ourselves.  Men  act  in  sleepe  with  some  confor- 
mity unto  their  awaked  senses,  & consolations  or  discoureagements  may  bee  drawne  from  dreames, 
which  intimately  tell  us  ourselves.  Luther  was  not  like  to  feare  a spiritt  in  the  night,  when  such  an 
apparition  would  not  terrifie  him  in  the  daye.  Alexander  would  hardly  have  runne  away  in  the  sharpest 
combates  of  sleepe,  nor  Demosthenes  have  stood  stoutly  to  it,  who  was  scarce  able  to  do  it  in  his 
prepared  senses.  Persons  of  radicall  integritie  will  not  easily  bee  perverted  in  their  dreames,  nor  noble 
minds  do  pitifully  things  in  sleepe.  Crassus  would  have  hardly  been  bountifull  in  a dreame,  whose  fist 
was  so  close  awake.  Butt  a man  might  have  lived  all  his  life  upon  the  sleeping  hand  of  Antonius. 

There  is  an  Art  to  make  dreames  as  well  as  their  interpretations,  and  physitians  will  tell  us  that  some 
food  makes  turbulent,  some  gives  quiet  dreames.  Cato  who  doated  upon  cabbadge  might  find  the  crude 
effects  thereof  in  his  sleepe;  wherin  the  Egyptians  might  find  some  advantage  by  their  superstitious 
abstinence  from  onyons.  Pythagoras  might  have  more  calmer  sleepes  if  hee  totally  abstained  from 
beanes.  Even  Daniel,  that  great  interpreter  of  dreames,  in  his  leguminous  dyet  seemes  to  have  chosen  no 
advantageous  food  for  quiet  sleepes  according  to  Graecian  physick. 

To  adde  unto  the  delusion  of  dreames,  the  phantasticall  objects  seeme  greater  then  they  are,  and  being 
beheld  in  the  vaporous  state  of  sleepe,  enlarge  their  diameters  unto  us:  whereby  it  may  prove  moreeasie 
to  dreame  of  Gyants  then  pygmies.  — Sir  Thomas  Browne,  Miscellaneous  Writings. 
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Fisher  Syndrome: 
A Recent  Follow-Up 


Alfred  A.  DeMaria,  Jr.,  M.D.,  and  Larry  W.  Boyles,  M.D. 


ABSTRACT  Fisher  syndrome  — 
ataxia,  areflexia  and  ophthalmo- 
plegia with  minimal  limb  and  truncal 
weakness  and  elevated  CSF  protein 
— is  felt  to  be  a variant  of  Landry- 
Guillain-Barre-Strohl  syndrome 
(LGBS).  However,  Fisher  syndrome 
has  a presentation  distinct  from 
LGBS  and  might  be  easily  confused 
with  myasthenia  gravis,  thyroid  dis- 
ease, Wernicke’s  encephalopathy 
and  even  hysterical  behavior.  We 
present  a case  of  Fisher  syndrome  in 
a 25-year-old  woman  initially  felt  to 
be  hysterical  and  subsequently  felt  to 
have  myasthenia.  This  case  of  Fisher 
syndrome  represents  only  the  sixth 
adult  female  presented  in  the  medical 
literature  in  English  and  only  the 
seventh  case  in  which  electroneuro- 
diagnostic studies  are  reported.  The 
argument  is  advanced  that  Fisher 
syndrome  should  be  maintained  as  a 
distinct  clinical  entity  due  to  its  diag- 
nostic, therapeutic  and  prognostic 
implications. 

WE  recently  had  the  opportunity 
to  care  for  a patient  fulfilling 
the  criteria  of  Fisher  syndrome,1 
that  is,  ataxia,  areflexia  and 
ophthalmoplegia  with  little  or  no 
limb  or  truncal  weakness  and  al- 
buminocytologic  dissociation  in  the 
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CSF.  The  difficulties  encountered 
in  diagnosis  of  the  case  prompted  us 
to  report  it  in  detail  to  emphasize  the 
characteristics  of  this  unique  entity 
which  may  mimic  other  disorders. 

CASE  SUMMARY 

A 25-year-old  schoolteacher  from 
Tennessee,  while  on  vacation  in 
eastern  North  Carolina,  awoke  one 
morning  with  numbness  in  the  fin- 
gers of  both  hands,  double  vision 
and  clumsiness.  Her  husband  noted 
that  her  speech  was  slurred.  Three 
days  later,  when  she  went  to  the 
local  emergency  room,  she  was  felt 
to  be  hysterical,  given  intravenous 
diazepam  for  hyperventilation  and 
sent  home.  The  next  day,  her 
symptoms  had  worsened  and  she 
returned  to  the  emergency  room 
and  this  time  she  had  difficulty 
walking  and  swallowing.  Myas- 
thenia gravis  was  now  considered 
the  most  likely  diagnosis  and  she 
was  given  neostigmine,  one  mg  in- 
tramuscularly, which  did  not  im- 
prove her  symptoms.  She  was  kept 
overnight  for  observation,  and, 
when  her  condition  continued  to 
worsen,  was  transferred  to  N.C. 
Memorial  Hospital. 

Upon  her  arrival,  further  ques- 
tioning revealed  that  she  had  noted 
sore  throat  but  no  fever  for  two 
weeks  before  the  onset  of  her  ill- 
ness. She  had  not  been  immunized 
recently  but  had  participated  in  the 
national  swine  influenza  vaccina- 


tion program  two  years  earlier.  She 
had  no  history  of  toxic  exposure, 
tick  bite,  alcoholism  or  malnutri- 
tion. The  patient  was  alert  and 
oriented,  breathing  very  rapidly  and 
weeping.  Her  temperature  was 
98°F  orally,  her  blood  pressure 
122/82  without  orthostatic  changes. 
Her  general  physical  examination 
was  unremarkable.  Neurologically, 
she  was  noted  to  have  nasal  voice, 
complete  external  ophthalmo- 
plegia, bilateral  ptosis,  mild  bilat- 
eral facial  weakness,  ataxia  of  gait 
and  of  the  limbs,  diffuse  distal  pal- 
lanesthesia, very  little  (if  any)  motor 
weakness,  intact  superficial  re- 
flexes, flexor  plantar  responses 
and  complete  areflexia.  Intraven- 
ous edrophonium  (10  mg)  yielded 
no  improvement.  Lumbar  puncture 
revealed  one  lymphocyte  and  a pro- 
tein of  20  mg%.  Other  laboratory 
studies  were  entirely  unremarkable. 

The  patient  was  admitted  to  the 
intensive  care  unit  for  observation. 
She  developed  complete  bilateral 
facial  paralysis  as  well  as  intermit- 
tent upper  airway  obstruction,  but 
she  required  no  respiratory  assis- 
tance. Within  five  days,  minimal 
horizontal  and  vertical  eye  move- 
ments were  possible,  speech  and 
swallowing  had  improved,  and 
some  reflexes  were  barely  elicita- 
ble;  she  was  then  transferred  to  the 
neurology  ward.  Gradually  her 
ataxia  and  sensory  disturbances 
cleared  to  the  point  that  she  could 
feed  herself  and  walk.  Lumbar 
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puncture  on  the  10th  hospital  day 
was  normal  except  for  nine  lympho- 
cytes and  a protein  of  398  mg%. 
Electrodiagnostic  evaluation  re- 
vealed absent  ulnar  and  markedly 
reduced  median  sensory  responses 
and  normal  motor  responses 
throughout;  the  facial  motor  latency 
was  borderline  at  four  msec . At  time 
of  discharge  three  weeks  after  ad- 
mission, she  still  had  only  minimal 
reflexes  and  eye  movements  and 
profound  facial  weakness. 

REVIEW  AND  CRITIQUE 
OF  THE  LITERATURE 

Ophthalmoplegic  and  ataxic  var- 
iants of  acute  idiopathic  polyradi- 
culoneuropathy were  described  as 
early  as  the  1930s,2, 3- 4 but  it  was  not 
until  1956  that  Fisher1  emphasized 
the  classic  triad  of  ophthalmo- 
plegia, ataxia  and  areflexia  in 
the  absence  of  limb  and  truncal 
weakness.  Fisher  himself  recog- 
nized the  relationship  to  Landry- 
Guillain-Barre-Strohl  syndrome 
(LGBS)  and  we  too  consider  this 
entity  within  the  spectrum  of 
LGBS.  However,  as  Fisher 
stressed  the  diagnostic  dilemma  im- 
posed when  limb  and  truncal  motor 
function  are  grossly  intact,  we  as- 
sert that  this  syndrome  should  stand 
as  a separate  clinical  entity. 

Table  I summarizes  the  adult 
cases  of  this  syndrome.  We  did  not 
include  in  our  review  several  cases 
reported  as  Fisher  syndrome  due  to 
atypical  features  which  we  feel  do 
not  fit  the  strict  criteria  outlined  in 
Fisher’s  original  report.  Cases  3 and 
10  of  Elizan  et  al,2  had  significant 
quadriparesis  necessitating  trache- 
ostomy. Munsat  and  Barnes8  re- 
ported three  adults  who  did  not  fit 
the  description  of  Fisher  syndrome: 
case  2 had  normal  reflexes,  case  4 
had  no  ataxia  and  a normal  CSF 
protein  and  case  5 had  normal  re- 
flexes and  CSF  protein  and  no 
ataxia.  Goodwin  and  Poser’s  case1" 
had  significant  limb  weakness.  In 
these  cases,  the  patients  were  in  all 
other  respects  very  similar  to  the 
purer  forms  of  Fisher  syndromes 
included  in  our  table,  but  they  prob- 
ably represent  a continuum  of  man- 
ifestations of  acute  idiopathic  poly- 
radiculoneuropathy with  Fisher 


syndrome  being  at  the  extreme  end 
of  the  spectrum. 

This  syndrome  has  been  reported 
at  all  ages  up  to  80  years.  In  adults, 
19  males  and  6 females  have  now 
been  reported,  too  small  a number 
to  indicate  any  sexual  predilection. 
The  disease  has  been  preceded 
(from  a few  days  to  a few  months) 
by  a respiratory  infection  (viral  or 
otherwise)  in  15  instances,  gas- 
trointestinal illness  in  two  (one 
patient  had  both  respiratory  and 
gastrointestinal  symptoms),  vacci- 
nation in  two  (one  of  whom  had 
respiratory  symptoms  and  had  had  a 
vaccination),  parturition  in  one,  and 
vague  complaints  in  two.  In  five 
cases  no  predisposing  event  was 
recorded.  The  disease  usually  be- 
gins with  unsteadiness  and/or  dip- 
lopia (20  cases),  although  two  pa- 
tients initially  had  paresthesias,  two 
had  visual  difficulties  besides  dip- 
lopia, and  one  had  ptosis.  All  de- 
veloped ataxia,  hyporeflexia  and 
ophthalmoplegia  at  some  time  dur- 
ing their  course  (in  one  patient,  re- 
flexes were  not  reported,  but  the 
rest  of  the  course  was  typical),  not 
necessarily  concurrently.  None  had 
significant  limb  or  truncal  motor 
weakness,  although  a few  had 
transient  minimal  deficits  in 
strength . 

CSF  protein  was  unreported  in 
one  case,  normal  in  four  (although 
only  one  determination  was  per- 
formed in  each),  questionable  in  one 
due  to  traumatic  tap,  and  elevated 
up  to  398  mg%  at  some  point  in  the 
illness  in  19.  Usually,  cerebrospinal 
fluid  examined  early  in  the  course  of 
the  disease  was  normal  (up  to  day  8 
of  the  illness  in  one  patient).  The 
timing  of  the  peaks  of  protein  eleva- 
tion could  not  be  accurately  deter- 
mined from  the  data  given;  the  pro- 
tein remained  elevated  as  long  as  50 
days  after  the  onset  of  the  illness, 
although  usually  by  this  time  a de- 
crease had  already  begun.  Elec- 
trodiagnostic studies,  where  avail- 
able, showed  nothing  abnormal  in 
four  patients,  facial  fibrillations  in 
two  and  evidence  of  denervation  in 
four. 

The  duration  of  the  illness  is  dif- 
ficult to  determine  due  to  inade- 
quate follow-up  and  differences  in 
criteria  for  “resolution”  (complete 


in  some  and  partial  in  others).  In 
general,  patients  are  usually  well 
enough  to  be  discharged  from  the 
hospital  within  a month  and  almost 
all  have  had  complete  or  very  nearly 
complete  resolution  in  three  to  six 
months.  Only  one  patient  required 
respiratory  assistance;  no  deaths 
have  resulted.  In  14  of  the  cases, 
no  therapy  was  reported.  Edropho- 
nium, neostigmine  and/or  prostig- 
mine  were  tried  without  benefit  in 
eight,  vitamins  were  given  to  three 
(two  of  whom  also  received  ed- 
rophonium or  neostigmine)  with  no 
effect.  Steroids  were  tried  in  two 
patients  with  “improvement,”  but 
in  view  of  the  course  of  the  disease 
process,  these  results  must  be  con- 
sidered ambiguous. 

Most  patients  also  had  involve- 
ment of  cranial  nerves  other  than 
those  supplying  extraocular  mus- 
cles, most  commonly  the  seventh; 
dysarthria  also  occurred  in  a few 
patients.  Sensory  dysfunction  was 
usually  mild  if  present  and  usually 
involved  deep  (especially  palles- 
thesia) rather  than  cutaneous  sensi- 
bility. Superficial  reflexes  were 
usually  preserved.  Bowel  and  blad- 
der dysfunction  has  not  been  re- 
ported although  one  patient  had  loss 
of  anal  sensation  and  penile  erec- 
tion. Autonomic  dysfunction  may 
be  present  and  EEGs  may  be  nor- 
mal or  abnormal  (usually  mild 
slowing  posteriorly  or  diffusely: 
rarely  focal).  The  sensorium  is  only 
mildly  affected,  if  at  all;  alterations 
of  the  sensorium  should  prompt  a 
search  for  another  cause.  Pares- 
thesias, even  without  objective  sen- 
sory changes,  are  common  at  some 
point  in  the  disorder,  and  headaches 
and  orbital  pain  occasionally  occur. 
Internal  ophthalmoplegia  may  ac- 
company external  ophthalmo- 
plegia. 

Several  cases  of  Fisher  syndrome 
have  been  reported  in  children  as 
well.5-9  Since  preparation  of  this 
manuscript.  Price  et  al  have  pub- 
lished in  the  Cleveland  Clinic 
Quarterly  (45:24-252,  1978)  a case 
report  of  a 3Vi-year-old  boy  with 
classical  Fisher  syndrome  and  re- 
viewed this  disease  in  children. 

DISCUSSION 

Since  Fisher  described  this  syn- 
drome in  1956,  we  feel  there  have 
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TABLE  1 

Adult  Cases  of  Fisher  Syndrome 

Ref/Author/Year  Preceding  Event/  CSF  protein  (mg%)/Approx.  Duration/  Comments 

Case#/ Age/Sex  Mode  of  Onset*  NCV/EMG  Therapy- Results 

(1)  Fisher,  1956 

1.45M  pharyngitis;  unsteadiness  36-348;  NR  12  wks;  vitamins — none  paresthesias,  pain,  ophthalmoplegia  and 


35;  NR 


7 wks;  NR 


12  wks;  neostigmine  and  vitamins — none 


areflexia  also  occurred 
lethargy  occurred  transiently;  also  ophthal- 
moplegia and  areflexia;  received  antibiotics  prior 
to  onset. 

ataxia  and  areflexia  later  developed;  received 
antibiotics  prior  to  onset. 


2.  63  M 

pneumonia;  unsteadiness 

3.  63  M 

pneumonia;  HA  and  diplopia 

( 14|  Smith  & Walsh, 

1956 

1 38  M 

pharyngitis;  dizziness 
and  diplopia 

2.  63  M 

coryza,  pharyngitis;  paresthesias 

(7)  Neubert,  1958 

19  F 

parturition;  difficulty  reading 

(15)  Hynes,  1961 

46  F 

influenza  vaccine 

(8)  Van  Allen  & 

MacQueen,  1964 

2.  62  M 

fever,  abd,  pain,  anomesia 
HA/ataxia  and  opthalmoplegia 

4 36  M 

NR;  staggering 

(16)  Patel,  et  al,  1966 

1.  80  M 

NR;  unsteadiness 

(2)  Elizan,  et  al.,  1971 

1 27  M 

pharyngitis;  diplopia 

2.  68  M 

NR;  diplopia 

4 19  M 

cough;  diplopia;  paresthesias  and 
incoordination 

5.  39  M 

NR;  giddiness  and  numbness 

6 . 54  M 

NR;  diplopia  and  eye  pain 

7.  57F 

recurrent  flu-like  illness 

and  vaccination;  weak,  unsteady, 
cramps  and  paresthesias 

8.  30  M 

Malaise;  diplopia  and  HA 

9 60  F 

H.Flu  pneumonia;  HA  and  blurred 
vision 

II.  56  F 

gnppe-like  illness;  paresthesias 

(17)  Gottschalk,  et  al. 

, 1976 

1.  17  M 

pharyngitis;  diplopia 

2.  24  M 

coryza  and  diarrhea;  diplopia  and 
clumsiness 

3.  65  M 

myalgia  and  cough;  ptosis 

(18)  Guiloff,  1977 

1.  70  M 

pharyngitis;  unsteady 

2.  27M 

Pharyngitis;  paresthesias, 
unsteadiness  and  ptosis 

45-72;  NR 

60  d;  neostigmine — none 

50.7-97.5;  NR 

88  d;  neostigmine — none 

"nl”-300;  NR 

1 mo.;  cortisone — improved 

“ nl”- 1 59;  NR 

85  d;  Prostigmine — none 

71;  facial 
fibrillations 

NR;  NR 

210;  facial 
fibrillations 

NR,  NR 

109;  "denervation” 

6 mos;  Tensilon  & thiamine — none 

43-138;  NR 

5 wks;  NR 

31;  NR 

8 wks;  NR 

94;  NR 

4 wks;  NR 

30;  NR 

6 wks;  prostigmine — none 

58-85;  NR 

3 wks;  NR 

100-147;  NR 

40  d;  NR 

44-61;  nl  except 
absent  H-reflex 

1 mo;  NR 

40-52*;  NR 

39  d;  NR 

62-95;  nl 

32  d;  NR 

77;  nl 

30  d;  NR 

33;  nl 

106  d;  NR 

50;  NR 

40  d;  NR 

120;  "consistent 
with  LGBS” 

32  d;  Tensilon — none 

40-140;  "consistent 
with  LGBS" 

40  d;  ACTH-improved 

paresthesias  and  hyporeflexia  also  occurred; 
received  antibiotics  prior  to  onset, 
dysarthria,  diplopia,  ataxia  and  areflexia  also 
occurred;  received  antibiotics  prior  to  onset. 

hysteria  initially  suspected;  paresthesias;  ataxia 
and  areflexia  developed;  also  some  alteration  of 
sensorium  occurred  transiently. 

also  had  HA,  paresthesias,  dysphonia,  dysarthria 
and  areflexia;  required  tracheostomy  and 
ventilator. 

EEG-excessive  theta;  hyporeflexia  and 
pallanesthesia  present. 

areflexia  and  opthalmoplegia  occurred;  EEG- 
decreased  voltage  right  side;  mentally  retarded. 

mild  sensory-deficit,  ophthalmoplegia 
areflexia  occurred. 

hyporeflexia  and  ataxia  present;  also  found  to 
have  sinusitis  and  pneumonia,  nl 
pneumoencephalogram. 

paresthesias,  HA,  ataxia  hyporeflexia  & pall- 
anesthesia occurred, 
status  of  reflexes  not  reported. 

EEG-nl;  ataxia,  areflexia  and 
ophthalmoplegia  present. 

EEG-nl;  ataxia  and  areflexia  present, 
no  objective  morot  deficits;  ataxia,  areflexia  and 
ophthalmoplegia  present. 

EEG-nl;  ataxia  and  areflexia. 

ataxia  and  areflexia  present. 

EEG-nl;  ataxia,  areflexia  and  ophthalmoplegia 
developed;  history  of  similar  illness  29  years 
previously. 

bilateral  orbital  pain;  areflexia  and  ataxic  muscle 
strength 

hypalgesia  down  to  T4;  areflexia  EEG-“slight 
posterior  abnormalities;”  ? muscle  strength 
ataxia,  areflexia  & ophthalmoplegia 
occurred;  ? muscle  strength 

complicated  by  previous  Bell’s  palsy,  limb 
areflexia,  syphilis,  strokes  and  episodes  of 
paresthesias;  ophthalmoplegia  areflexia  and  palla- 
nesthesia occurred. 

complicated  by  loss  of  anal  sensation  and  penile 
erection;  areflexia,  opthalmoplegia  and  mild 
sensory  dysfunction  were  present. 


present  case 

25  F pharyngitis;  diplopia  20-398;  see  text  undetermined  at  areflexia;  hyperventilation  initially  suspected, 

incoordination  and  paresthesias  present;  Tensilon — none 


**2nd  value  obtained  via  traumatic  tap. 

*if  "Mode  of  Onset”  contains  complaint  specifically  referable  to  a system,  e g.,  diplopia,  the  corresponding  sign  is  not  repeated  under  "comments.” 
NR  = none  reported 
HA  = headache 

LGBS  = Landry-Guillain-Barre-Strohl  syndrome 
nl  = normal 
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been  24  bona  fide  cases  in  adults  in 
the  medical  literature  in  English. 
Our  case  represents  the  25th  adult, 
the  sixth  female,  and  only  the 
seventh  case  with  electroneuro- 
diagnostic studies. 

Our  patient  met  the  criteria  for 
Fisher  syndrome  — ataxia,  are- 
flexia  and  ophthalmoplegia  with  no 
significant  limb  or  truncal  weak- 
ness. Although  the  initial  CSF  pro- 
tein was  normal,  a repeat  examina- 
tion on  the  10th  day  of  the  illness 
showed  it  to  be  markedly  elevated. 
Our  patient  also  had  facial  weak- 
ness, ptosis,  paresthesias,  pallan- 
esthesia, a nasal  voice,  dysphagia 
and  mild  transient  upper  airway 
distress. 

As  Fisher  emphasized,1  this  en- 
tity closely  mimics  other  disorders 
with  more  serious  prognostic  and 
therapeutic  implications.  Brain 
stem  vascular  or  neoplastic  disease 
may  be  suspected;  in  fact,  Goodwin 
and  Poser’s10  patient  (we  felt  he  did 
not  represent  pure  Fisher  syn- 
drome) initially  received  heparin 
therapy.  It  must  be  kept  in  mind  that 
the  absence  of  long  tract  signs  and 
significantly  altered  sensorium 
should  make  one  suspect  Fisher 
syndrome.  Acute  myasthenia  must 
be  considered,  and,  in  fact,  many 
patients  did  receive  an  anti- 
cholinesterase test  dose.  This  is  not 
a bad  practice,  but  myasthenia 
never  affects  pupillary  function. 
Botulism  and  diphtheria  should  al- 
ways be  considered.  Probably  the 
most  difficult  distinction  to  be  made 
is  from  Wernicke’s  encepha- 
lopathy, which  presents  with 
ataxia,  ophthalmoplegia  and 
peripheral  neuropathy;  the  history 
may  be  revealing  in  the  latter  case, 
but  if  not,  remember  that  the 
ophthalmoplegia  in  Wernicke’s  is 
rarely  complete  and  the  sensorium 
is  often  affected;  intravenous 
thiamine  is  virtually  innocuous  and 
offers  a quick  diagnostic  test.  Fi- 


nally, as  in  our  case,  the  patient  may 
be  mislabeled  as  hysterical,  with 
potentially  serious  consequences. 
An  additional  factor  confounding 
the  diagnosis  is  the  variability  in  the 
course  of  the  illness  and  the  tran- 
sient nature  of  clinical  or  laboratory 
abnormalities.  As  is  evident  from 
the  table,  the  CSF  protein  and  nerve 
conduction  studies  may  be  normal 
early  in  the  course;  hyporeflexia, 
ataxia  and  ophthalmoplegia  may  be 
transient  and  missed  by  a single 
exam.  The  importance  of  a series  of 
physical  exams  and  laboratory 
studies  is  evident. 

When  ataxia  and/or  ophthalmo- 
plegia accompanies  more  charac- 
teristic LGBS,  i.e.,  peripheral 
weakness,  etc.,  the  diagnosis  is  rel- 
atively easy.  In  the  absence  of  pe- 
ripheral weakness,  however,  the 
diagnosis  and  benign  course  of  the 
disease  may  be  easily  missed 
without  a high  index  of  suspicion. 
Patients  may  undergo  unnecessary 
invasive  studies  such  as  arteriog- 
raphy or  receive  potentially 
hazardous  therapy  such  as  heparin. 
Therefore,  we  believe  this  entity 
should  be  maintained  as  a distinct 
clinical  entity  because  of  its  unique 
presentation,  rather  than  being  con- 
sidered just  another  variant  of 
LGBS.  On  the  other  hand,  Fisher 
syndrome  is  not  a diagnosis  made 
lightly;  we  are  aware  of  at  least  one 
case  (L.  A.  O’Tuama,  personal 
communication)  in  which  this  label 
was  applied  to  a patient  who  was 
subsequently  found  to  have  a brain 
stem  lymphoma. 

In  conclusion,  we  believe  that  all 
these  patients  should  receive  an  in- 
travenous edrophonium  test  and,  if 
the  history  is  at  all  suspicious  for 
alcoholism  or  malnutrition,  in- 
travenous thiamine.  Lumbar 
punctures  and  electrodiagnostic 
studies  may  be  helpful.  Although 
only  one  patient  has  required  re- 
spiratory assistance,  we  feel  that  all 


must  be  monitored  closely  for  re- 
spiratory decompensation  and 
treated  early  and  aggressively  if  this 
occurs.  Autonomic  dysfunction 
should  be  looked  for  and  complica- 
tions arising  from  prolonged  immo- 
bility must  be  guarded  against. 
Treatment  is  merely  supportive.  As 
in  LGBS,  the  use  of  steroids  is  con- 
troversial.11-13 We  do  not  recom- 
mend steroids  since  the  disease  is 
self-limiting,  steroids  have  not  been 
proven  efficacious  and  they  may 
lead  to  serious  side  effects  or  a 
steroid-dependent  state. 
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There  is  no  antidote  against  the  Opium  of  time,  which  temporally  considereth  all  things;  Our  Fathers 
find  their  graves  in  our  short  memories,  and  sadly  tell  us  how  we  may  be  buried  in  our  Survivors. 
Grave-stones  tell  truth  scarce  fourty  years.  Generations  passe  while  some  trees  stand,  and  old  Families 
last  not  three  Oaks.  — Sir  Thomas  Browne,  Urne-Buriall. 
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Editorials 


SUGGESTIONS  FOR  AUTHORS 

The  North  Carolina  Medical  Journal  wel- 
comes the  contribution  of  original  articles  — scien- 
tific, historic  and  editorial  — provided  that  they  have 
neither  been  published  previously  nor  have  they  been 
simultaneously  submitted  for  publication  in  other 
medical  periodicals.  Papers  concerned  with  all  as- 
pects of  the  practice  of  medicine  in  North  Carolina  are 
particularly  solicited. 

In  addition,  in  view  of  The  Copyright  Rei'ision  Act  of 
1976 , effective  Jan.  1,  1979,  letters  of  transmission  to 
the  editor  should  contain  the  following  language:  “In 
consideration  of  the  North  Carolina  Medical  Society’s 
taking  action  in  reviewing  and  editing  my  submission, 
the  author(s)  undersigned  hereby  transfers,  assigns,  or 
otherwise  conveys  all  copyright  ownership  to  the  North 
Carolina  Medical  Society  in  the  event  that  such  work  is 
published  in  the  North  Carolina  Medical  Jour- 
nal.” We  regret  that  transmittal  letters  not  containing 
the  foregoing  language  signed  by  all  authors  of  the 
submission  will  necessitate  delay  in  review  of  the  man- 
uscript. 

Manuscripts 

Two  copies  of  the  complete  manuscript  including 
legends,  tables,  references  and  glossy  prints  should  be 
submitted.  All  copies  should  be  typed  on  standard  size 
paper,  double-spaced  with  margins  at  least  3 cm; 
xerographic  reproductions  are  preferred  to  carbon.  A 
covering  letter  indicating  the  author  responsible  for 
correspondence  and  his  address  should  accompany 
the  manuscript. 

Titles  and  Authors’  Names 

These  should  be  provided  on  a separate  page  in 
duplicate  giving  the  full  title  of  the  paper;  a shorter  title 
for  the  table  of  contents;  the  author(s)  first  name(s), 
initial(s)  and  academic  degree(s);  the  name  of  the  de- 
partment and  institution  where  the  work  was  done  and 
the  name  and  address  of  the  author  to  whom  requests 
for  reprints  should  be  directed. 

Abstracts 

On  a separate  sheet , a double-spaced  abstract  of  not 
more  than  150  words  should  be  submitted  in  duplicate. 
This  should  be  a factual  telling  of  what  was  done,  what 
was  observed  and  what  was  concluded.  A separate 
summary  should  not  be  provided. 


Abbreviations  and  Symbols 

Usage  recommended  in  STYLE  MANUAL  FOR 
BIOLOGICAL  JOURNALS  (3rd  ed.,  1972)  should  be 
followed  insofar  as  possible.  The  first  time  an  abbrevi- 
ation is  used,  it  should  be  explained.  Generic  names 
should  be  employed  for  drugs;  if  the  author  wishes  to 
identify  an  agent  by  trade  name,  it  should  be  inserted 
parenthetically  at  the  first  use  of  the  term.  Units  of 
measurement  should  generally  be  metric  including 
height  and  weight. 

References 

References  should  be  double-spaced  and  on  a sepa- 
rate page(s)  and  should  be  numbered  consecutively  as 
they  are  cited  in  the  text.  The  citations  should  conform 
to  the  style  of  the  INDEX  MEDICUS  and  the  publi- 
cations of  the  American  Medical  Association.  The 
inclusive  pages  should  be  given  but  the  number  and 
day  or  month  of  the  cited  issue  should  not  be  included. 
Author(s)  surname  and  initial(s);  title  and  subtitle  of 
the  paper;  journal  or  book  in  which  it  appeared;  vol- 
ume number,  inclusive  pagination  and  year  for  journal 
citation;  title  or  book,  editor  if  a collection,  edition 
other  than  first,  city,  publisher,  year  and  page  of 
specific  reference  for  books  should  be  indicated.  For 
example: 

1.  Villant  GE,  Sobowale  NC,  McArthur  C:  Some 
psychologic  vulnerabilities  of  physicians.  N Engl  J 
Med  287:372-375,  1972. 

2.  Fox  RC:  The  Student-Physician:  Introductory 
Studies  in  the  Sociology  of  Medical  Education.  Edited 
by  Merton  RK.  Cambridge,  Harvard  University 
Press,  1957,  pp  207-241. 

3.  Sniscak  M:  Cumulative  Cumulus  Therapy.  Los 
Angeles,  Exotic  and  Esoteric  Press,  1984,  p 81. 

Unpublished  data  and  personal  communications 
should  be  alluded  to  in  footnotes.  Footnotes,  how- 
ever, should  be  limited  and  separated  from  the  text  by 
a line. 

Tables  and  Illustrations 

These  should  be  typed  in  double-space  on  separate 
sheets.  Arabic  numerals  should  be  used  and  a legend 
for  each  table  submitted.  Tables  should  be  as  succinct 
as  possible.  Lines  should  be  omitted  and  symbols  for 
units  given  with  the  column  heading.  Other  symbols 
should  be  explained  at  the  bottom  of  the  table.  Illus- 
trations should  be  glossy,  black  and  white  prints  or 
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Motrin  now  proved  an 
effective  analgesic 
for  mild  to  moderate  pain 


Motrin  400  mg  provided  greater  relief  of  pain  than  did 
propoxyphene  65  mg  in  controlled  clinical  pain  studies. 


Time  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

Mean  relief  - 
of-pain  scores* 

Motrin  400  mg 
ibuprofen 

.89 

(108) 

1.25 

(108) 

1.36 

(108) 

1.28 

(107) 

1.19 

(106) 

(No.  patients 
reporting) 

Darvon  65  mg 

.66 

.99 

1.13 

.99 

.80 

propoxyphene 

(100) 

(99) 

(96) 

(96) 

(96) 

Statistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

0 = No  relief  1 = Partial  relief  2 = Complete  relief 

Data  on  file  at  The  Upjohn  Company 

Motrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Darvon  at  all  time  intervals. 
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• Not  a narcotic  • Not  addictive  • Not  habit  forming 

• Rapid  analgesic  action  • Indicated  in  acute  and  chronic  pain 

• Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin"  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin"  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis 
Relief  of  mild  to  moderate  pain 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS) 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation 
Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness,*  headache,  nervousness  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite,  edema,  <luid 
retention  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  and  osteoarthritis,  including  flares  of 
chronic  disease:  Suggested  dosage  is  300, 400  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 
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line  drawings.  The  name  of  the  first  author,  the  figure 
number  and  the  top  of  the  figure  should  be  written 
lightly  in  pencil  on  the  back  of  each  print.  Legends  are 
to  be  typed  consecutively  for  each  figure  on  a separate 
sheet.  If  illustrations  have  appeared  elsewhere,  per- 
mission for  reproduction  from  both  the  author  and 
publisher  must  accompany  the  manuscript. 

Reviewing 

All  manuscripts  are  read  by  the  editor.  Most  of  them 
are  also  reviewed  by  members  of  the  editorial  board  or 
other  referees.  Constructive  comments  by  these  re- 
viewers will  be  returned  to  authors  who  will  usually  be 
notified  within  one  month  of  receipt  of  the  manuscript 
of  editorial  action.  Editorial  correspondence  should 
be  directed  to: 

Editor 

NORTH  CAROLINA  MEDICAL  JOURNAL 
300  S.  Hawthorne  Road 
Winston-Salem,  North  Carolina  27103 

THE  BARD  IS  NOT  ALWAYS  BARD-PARKER 

“ Poetry  has  become  one  ...  of  many  therapies” 

James  Atlas 1 

Poetry  isn’t  particularly  popular  in  the  20th  Century 


although  “Anyone  for  Tennyson”  found  a devoted 
audience  for  a year  or  so  on  public  television.  Still  we 
have  at  least  1,550  poets  on  call  through  a New  York 
clearinghouse,  with  a toll  free  number,  and  many  more 
seeking  identity.  Atlas  suggests  that  the  free  verse  of 
the  physician-poet,  William  Carlos  Williams,  seemed 
so  simple  that  self-expression  through  poetry  was  just 
around  the  corner  for  everybody.1  And  self- 
expression  is  of  course  one  of  the  ultimate  therapies, 
as  we  learned  in  the  ’60s. 

There  is  a need  for  good  poetry,  though,  to  satisfy 
the  intrinsic  rhythms  of  the  human  mind.  Epics,  sagas, 
psalms  come  from  the  time  of  bards  of  capacious 
memory  and  the  balladeers  of  Nashville  still  satisfy 
those  rhythms.  Poetry  can  be  epic,  lyrical,  rhymed  or 
free  so  it  can  surely  be  therapeutic.  Therapeutic 
poetry  doesn't  have  to  be  good  and  it  certainly  has  no 
license  to  endure  but  it  may  really  help  many  find  a 
great  deal  of  satisfaction.  For  example,  the  poet,  Ken- 
neth Koch,2  has  tapped  the  poetic  spirit  of  adults  in 
nursing  homes,  people  with  scant  material  ex- 
pectations and  little  knowledge  of  the  arts.  By  ap- 
pealing to  their  memories,  he  was  able  to  diminish 
their  self-consciousness  and  isolation  by  encouraging 
them  to  write  verse.  The  finished  products  are  re- 
markably good  and  the  new  poets  obviously  enjoyed 
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their  encounter  with  the  English  language.  Writing  or 
even  reading  poetry  might  he  better  than  the  tri- 
cyclics or  the  phenothiazines  for  many  people.  The 
problem  is  convincing  them  that  poetry  can  be 
liberating. 

J.H.F. 
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DOWN  HOME:  LET’S  TURN  TURTLE 

Last  March,  the  North  Carolina  Senate  saw  fit  with 
a single  dissension  to  make  the  eastern  box  turtle  the 
state  reptile,  a decision  duly  marked  by  our  newspa- 
pers. A few  senators  were  available  for  favorable 
comment  about  the  bill. 

The  Senate  of  course  had  to  limit  itself  to  reptiles 
resident  within  the  border  of  the  state  so  the  process  of 
selection  was  not  as  tedious  as  it  would  have  been  in 
the  United  Nations.  Imagine  that  august  body  agree- 
ing which  of  6,000  species  in  the  world  should  be 
named  as  the  earth's  official  reptile.  Such  an  action  by 
the  U.N.  really  might  be  more  appropriate  than  it 
seems  at  first  glance.  After  all,  the  reptiles  which  rest 
comfortably  in  the  evolutionary  ladder  between  fish 
and  mammals  were  the  first  vertebrates  to  leave  the 
water  for  life  on  land.  Numbered  among  them,  all 
cold-blooded,  are  snakes,  lizards,  skinks,  turtles, 
crocodiles  and  the  tuatara,  which  lives  off  the  coast  of 
New  Zealand  and  is  the  last  survivor  of  the  ancient 
reptiles  which  included  dinosaurs. 

Reptiles  remind  us  of  many  things  and  some,  par- 
ticularly snakes  and  iguanas,  provoke  unjustifiable 
loathing  in  many.  The  snake  in  particular  has  acquired 
mythological  significance  and  symbolic  prominence 
as  well  as  considerable  stature  in  the  Garden  of  Eden 
and  elsewhere.  Since  the  snake  is  supposed  to  have 
offered  Eve  the  apple  of  knowledge,  reptiles  might  be 
considered  emblematic  of  education.  Darwin  was 
deeply  fascinated  by  the  reptiles  he  found  on  the 
Galapagos  archipelago  and  devoted  several  pages  in 
The  Voyage  of  the  Beagle  to  descriptions  of  iguanas 
and  tortoises.  Earlier,  in  1620,  the  settlers  of  Ber- 
muda, famed  as  a source  of  inspiration  for  Shake- 


speare’s wondrous  play,  “The  Tempest,”  passed  a 
law,  the  first  in  the  new  world  to  protect  endangered 
species,  to  save  the  turtle. 

Now  nearly  360  years  later  our  government  has 
revealed  its  intentions  to  follow  the  Bermudans  in 
protecting  turtles,  particularly  the  sea  turtle  which 
hasn’t  yet  decided  whether  it  prefers  water  or  land  and 
so  migrates  between  the  two.  After  two  years,  at  an 
expense  of  over  $500,000,  a plan  has  been  worked  out 
in  Washington  which  will  allow  two,  not  one,  bureaus 
to  protect  that  species.  The  Department  of  Interior's 
Fish  and  Wildlife  Service  will  be  responsible  for  tur- 
tles on  land,  while  the  Commerce  Department's  Na- 
tional Oceanic  and  Atmospheric  Administration  will 
supervise  their  behavior  at  sea.1  It  is  unclear  who  has 
jurisdiction  between  the  high  and  low  water  marks. 

The  Communicable  Disease  Center  has  a role  in 
policing  land  turtles  because  some  are  carriers  of  sal- 
monella organisms  but  apparently  has  not  been  invited 
to  share  responsiblity  for  the  sea  turtle.  Thus  it  will 
avoid  conflict  with  the  Departments  of  Interior  and 
Commerce. 

While  no  data  are  at  hand  to  indicate  whether  the 
box  turtle  is  a salmonella  carrier,  the  selection  of  that 
creature  as  our  state  reptile  is  disappointing.  It  is 
really  too  late  to  protest  but  the  historical  significance 
of  the  snake  and  its  prominent  role  in  medicine 
through  the  centuries  make  it  a much  better  candidate, 
worthy  of  the  support  of  all  physicians.  It  all  goes  back 
to  the  Greeks  who  considered  snakes  sacred  to 
Asklepios,2  the  god  of  medicine  and  of  Greek  physi- 
cians. The  single  snake  and  staff  were  recognized  as 
the  insignia  of  our  profession  even  then  and  were 
symbolic  of  the  mystery  of  the  cold  reptile  in  the  midst 
of  warm  life  and  of  the  transition  between  dark  and 
light,  life  and  death.  So  we  have  in  a sense  failed  our 
obligation  in  allowing  the  box  turtle  to  become  the 
official  reptile  of  North  Carolina.  If  we  cannot  im- 
peach the  turtle  and  install  the  snake,  we  can  at  least 
be  vigilant  lest  someone  in  higher  places  establish 
kudzu  as  our  official  state  vine. 

J.H.F. 
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Cline,  James  Alexander,  MD,  (EM)  1317  Fairway  Terrace,  Rocky 
Mount  27801 

Dieringer,  Ms.  Cindy  Sue  (STUDENT)  250  S.  Estes  Dr.  #61, 
Chapel  Hill  27514  ' 

Eifrig,  David  Eric,  MD,  (OPH)  UNC  Dept,  of  Oph,  Chapel  Hill 
27514 

Fitzgerald,  Dwight  M.,  MD,  Rt.  #3,  Box  331,  Hickory  28601 

Goldston,  Joseph  Perry,  MD,  (PD)  103  W.  27th  St.,  Lumberton 
28358 

Gores,  Mr.  Paul  Farrell  (STUDENT)  2836 Chapel  Hill  Rd.  Apt  17-1, 
Durham  27707 

High,  William  Lank,  Jr.,  MD,  (N)  2006  Williamson  Dr.,  New  Bern 
28560 

James,  Charles  Greene,  MD,  (IM)  951  S.  Independence  Blvd., 
Charlotte  28202 

Janosko,  Edward  Orestes,  II,  MD,  (U)  224  King  George  Road, 
Greenville  27834 

Jennette,  John  Charles,  MD,  (PTH)  UNC,  Dept,  of  Pathology, 
Chapel  Hill  27514 

Kaldy,  Ms.  Patricia  Marie,  (STUDENT)  305  Hawthorne  Rd.  SW, 
Winston-Salem  27103 

Khatri,  Dave,  MD,  (FP)  86  Victoria  Road,  Asheville  28801 

Kriner,  Arthur  Frederick,  MD,  (R)  P.O.  Box  13005,  Greensboro 
27405 

Margolis.  Jeffrey  Alan,  MD,  (RESIDENT)  3541  Pinetree  Dr., 
Memphis,  Tenn.  381 18 

Marr,  Mr.  Alan  Bland  (STUDENT)  1 100  W.  Church  St.,  Elizabeth 
City  27909 

McCormick,  John  Thomas,  MD,  (ORS)  233  Main  St.,  SW,  Lenoir 
28645 

Peters,  Mr.  Bryan  Maclin  (STUDENT)  Box  2844,  Duke  Med.  Ctr., 
Durham  27710 

Reid,  Mr.  James  E.  (STUDENT)  609  W.  Cypress  St.,  Elizabeth 
City  27909 

Renaldo,  Donald  Philip,  MD,  (OPH)  1900  Randolph  Road,  Char- 
lotte 28207 

Rennick,  Mr.  John  H.,  Jr.  (STUDENT)  207  Wheeler  St.,  Wades- 
boro  28170 

Roloson,  Mr.  Gary  James  (STUDENT)  2506  Shenandoah  Ave. 
Apt.  1,  Durham  27704 

Rosner,  Ms.  Diane  Ruth  (STUDENT)  2039  Storm  Road,  Winston- 
Salem  27103 

Rothstein,  Manfred  S.,  (D)  1308  Medical  Drive,  Fayetteville  28304 

Singletary,  William  Vance,  Jr.  MD  (IM)  306  S.  Gregson  St.,  Dur- 
ham 27701 

Sisko,  Frank  Edward,  MD,  (AN)  1 10  Barker  St.  Apt.  B,  Lumberton 
28358 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  AAFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  "place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion.” 

PROGRAMS  IN  NORTH  CAROLINA 
February  1-2 

Clinical  Urology 
Fee:  $100 
Credit:  9 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

February  1-2 

1980  Leadership  Conference 
Place:  Sheraton  Inn,  Charlotte 

Sponsor:  North  Carolina  Medical  Society,  Committee  on  Com- 
munications 

For  Information:  Mr.  Dan  Finch,  Executive  Assistant,  Communi- 
cations, North  Carolina  Medical  Society,  P.O.  Box  27167, 
Raleigh  2761 1 

February  13 

“Adolescent  Psychiatric  Problems  in  Primary  Care  Practice” 
Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 

Credit:  3 hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville,  27834 

February  13 

Cardiovascular  Surgical  Update 
Place:  Lee  County  Hospital,  Sanford 
Fee:  $6 

Credit:  3’/i  hours 

For  Information:  R.  S.  Cline,  M.D.,  Director  of  Continuing  Medical 
Education,  Lee  County  Hospital,  106  Hillcrest  Drive,  Sanford 
27330 

March  5-8 

Internal  Medicine  1980 

For  Information:  William  Wood,  M.D..  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 
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March  5-8 

Acid  Base  Balance  Workshop 
Fee:  $150 
Credit:  18  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

March  12 

“Family  Practice  Refresher  Course” 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 

Credit:  3 hours;  AM  A Category  I;  A AFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville,  27834 

March  12 

Practical  Office  Orthopedics  for  the  Family  Physician 
Fee:  $40 
Credit:  4 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

March  14-15 

Physical  Illness  and  Marital  Health 
Place:  Williamsburg,  Virginia 
Fee:  $40 
Credit:  9 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

March  15-16 

Anesthesia:  1980  Selected  Topics 
Fee:  $75 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education.  UNC  School  of  Medicine,  319  MacNider  Building 
202-H , Chapel  Hill  27514 


March  17-21 

5th  Annual  Family  Medicine  Program  (Review  Course) 

Fee:  $250 
Credit:  40  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

March  19 

Update  on  Antihypertensives 
Place:  Lee  County  Hospital,  Sanford 
Fee:  $6 

Credit:  3!4  hours 

For  Information:  R.  S.  Cline,  M.D.,  Director  of  Continuing  Medical 
Education,  Lee  County  Hospital,  106  Hillcrest  Drive,  Sanford 
27330 

March  20-21 

A Symposium  on  the  Regulation  of  Cell  Proliferation  — The  4th 
Annual  Symposium  of  the  Cancer  Research  Center 
Place:  Clinic  Auditorium 

Sponsor:  The  Cancer  Research  Center,  Endocrinology  Training 
Program,  Department  of  Pediatrics  and  Medicine,  and  Burroughs 
Wellcome  Company 

For  Information:  Mimi  Minkoff,  Cancer  Research  Center,  Box  30, 
MacNider  Building,  202-H,  UNC  School  of  Medicine,  Chapel 
Hill  27514 

March  21-22 

The  Chemistry  and  Biology  of  Heparin 
Place:  Holiday  Inn.  Chapel  Hill 
Fee:  $150 
Credit:  17  hours 

For  Information:  Roger  L.  Lundblad,  Ph.D.,  919-966-1564,  Chapel 
Hill 

March  28 

Childhood  Cancers  — Diseases  Treated  in  Partnership 
Place:  Burroughs  Wellcome,  Research  Triangle  Park 
Sponsor:  American  Cancer  Society 
Fee:  None 


HOLLY  HILL  HOSPITAL— A HOSPITAL 

COMMUNITY 


—A  Private  Psychiatric  Hospital  serving  adults 
and  adolescents 

— An  open  medical  staff  with  20  Psychiatrists 

— Short,  Intermediate  and  long-term  treatment 
programs  tailored  to  each  patient’s  needs 

— Psychiatric  Consultation  and  hospitalization 
on  a 24-hour  basis 


For  further  information,  please  contact: 

Mr.  Cliff  Christiansen,  Administrator 
Dr.  Nicholas  Stratas,  Medical  Director 
3019  Falstaff  Road 
Raleigh,  North  Carolina  27620 
(919)  755-1840 

Licensed  by  the  State  of  North  Carolina 
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For  Information:  Lorraine  Williams,  Box  2985,  Duke  University 
Medical  Center,  Durham  27710 

March  29 

Medical  Alumni  Weekend  Scientific  Session 
For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

April  9 

"Current  Topics  in  Infectious  Diseases” 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 

Credit:  3 hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville  27834 

April  11-12 

Frank  R.  Lock  OB/GYN  Symposium 
Fee:  $125 
Credit:  40  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

April  12 

Update  in  Ophthalmology 
Place:  Berryhill  Hall 
Fee:  $30 
Credit:  3 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

April  16 

Annua]  Symposium  on  Diabetes 
Credit:  5 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

April  17 

9th  Annual  Symposium  — Renal  Disease 

For  Information:  William  B.  Hunt,  Jr.,  M.D.,  Symposium  Director, 
P.O.  Box  2157,  New  Bern  28560 

April  18 

2nd  Annual  Health  Law  Forum 
Place:  Pitt  County  Memorial  Hospital 
Credit:  5 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
P.O.  Box  7224,  Greenville  27834 

April  25-26 

Third  Carolina  Ocutome  Workshop 
Fee:  $300 
Credit:  13  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

April  25-26 

Practical  Pediatrics 
Fee:  $35 
Credit:  9 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

April  28-May  2 

Nuclear  Cardiology 
Fee:  $500 
Credit:  44  hours 

For  Information:  Robert  H.  Jones,  M.D.,  Duke  University  Medical 
Center,  Durham  27710 

April  29-30 

How  to  Attack  Pain 

Place:  McKimmon  Center,  North  Carolina  State  University 
Fee:  $45 

Credit:  8 hours  AMA  Category  1,  AAFP  approval  requested 
For  Information:  Rose  Mary  Jones,  North  Carolina  State  Univer- 


sity, Division  of  Continuing  Education,  P.O.  Box  5125,  Raleigh 
27650  (919)  737-2261 

May  1-4 

126th  Annual  Session  of  the  North  Carolina  Medical  Society 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

May  5-9 

8th  Annual  Tutorial  Postgraduate  on  Abdominal  Imaging 
Sponsor:  Department  of  Radiology,  DUMC 
Fee:  $300 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology  — Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

May  5-9 

Radiology  of  the  Gastrointestinal  Tract 
Place:  Ramada  Inn,  Durham 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology-Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

May  7-8 

Breath  of  Spring,  ’80  — Respiratory  Care  Symposium 
Fee:  $35 
Credit:  9 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

May  16 

Pediatrics  Day 

Place:  Pitt  County  Memorial  Hospital 
Credit:  5 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
P.O.  Box  7224,  Greenville  27834 

May  16-17 

Intraocular  Lens  Workshop  — Number  Three 
Place:  Berryhill  Hall 
Fee:  $500;  limited  to  30  participants 
Credit:  16  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

May  21-23 

Raney  Visiting  Professorship  in  Orthopaedic  Surgery  Lectures 
For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

May  23-25 

9th  Annual  Pediatric  Pulmonary  Disease  Conference 
Fee:  $40 
Credit:  12  hours 

For  Information:  Alexander  Spock,  M.D.,  P.O.  Box  2994,  Duke 
University  Medical  Center,  Durham  27710 


ITEMS  OF  SPECIAL  INTEREST 
March  9-16 

Postgraduate  Course  in  Sports  Medicine 
Place:  Intercontinental  Hotel,  Maui,  Hawaii 
Credit:  25  hours 

Sponsors:  Center  for  Sports  Medicine  of  Northwestern  University 
Medical  School  and  North  Carolina  Department  of  Public  In- 
struction 

For  Information:  Marianne  Porter,  Center  for  Sports  Medicine, 
2-063,  303  E.  Chicago  Avenue,  Chicago,  Illinois  60611 

March  11-15 

Radiology  Postgraduate  Course 

Place:  Hyatt  Regency  Hotel,  Waikiki  Beach,  Hawaii 

Fee:  $275 

Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology-Box  3808, 
DUMC,  Durham  27710 
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March  29-30 

Management  of  Patients  with  Terminal  Cancer 

Place:  Shoreham  Americana  Hotel,  Washington,  D.C. 

Fee:  SI 50 

Credit:  12  hours 

For  Information:  1980  Cancer  Symposium,  Lombardi  Cancer  Re- 
search Center,  3800  Reservoir  Road,  N.W.,  Washington,  D.C. 
20007 

April  17-19 

American  Cancer  Society  National  Conference  Cancer  Prevention 
and  Detection 

Place:  Palmer  House,  Chicago 

Fee:  None 

Credit:  14!4  hours 

For  Information:  Nicholas  G.  Bottiglieri,  M.D.,  American  Cancer 
Society,  National  Conference  Cancer  Prevention  and  Detection, 
777  Third  Avenue,  New  York,  New  York  10017 


PROGRAMS  IN  CONTIGUOUS  STATES 
February  12 

Team  Building  — A Better  Way  to  Supervise 

Place:  Ramada  Inn  Central,  Atlanta 

For  Information:  Susan  F.  McAvoy,  Division  of  Education,  Medi- 
cal Association  of  Georgia,  938  Peachtree  Street,  N.E.,  Atlanta, 
Georgia  30309 

February  13-14 

Starting  Your  Practice 

Place:  Ramada  Inn  Central,  Atlanta 

Sponsor:  Medical  Association  of  Georgia 

For  Information:  Susan  F.  McAvoy,  Division  of  Education,  Medi- 
cal Association  of  Georgia,  938  Peachtree  Street,  N.E.,  Atlanta, 
Georgia  30309 

February  29-March  1 

Annual  Meeting  — Virginia  Chapter  — American  Academy  of 
Pediatrics 

Place:  Williamsburg  Conference  Center,  Williamsburg,  Virginia 


For  Information:  Ann  Johanson,  M.D.,  Program  Chairman,  De- 
partment of  Pediatrics,  Box  386,  University  of  Virginia  Medical 
Center,  Charlottesville,  Virginia  22908 

March  12-13 

Starting  Your  Practice 

Place:  Ramada  Inn  Central,  Atlanta 

For  Information:  Susan  F.  McAvoy,  Division  of  Education,  Medi- 
cal Association  of  Georgia,  938  Peachtree  Street,  N.E.,  Atlanta, 
Georgia  30309 

April  10-13 

Newer  Concepts  in  Techniques  in  Radiology 
Place:  Holiday  Inn  1776,  Williamsburg,  Virginia 
Fee:  $175 
Credit:  14  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202- H,  Chapel  Hill  27514 

April  27 

Prevention,  Detection  and  Management  of  Complications  Follow- 
ing Abdominal  Surgery 
Place:  Marriott  Hotel,  Atlanta 
Sponsor:  Southeastern  Surgical  Congress 
Credit:  8 hours  AMA  Category  I 

For  Information:  The  Southeastern  Surgical  Congress,  315 
Boulevard,  N.E.,  Suite  500,  Atlanta,  Georgia  30312 

April  28-30 

48th  Annual  Southeastern  Surgical  Congress  Assembly 
Place:  Marriott  Hotel,  Atlanta 
Credit:  28‘/2  hours  AMA  Category  I 

For  Information:  The  Southeastern  Suergical  Congress,  315  Boule- 
vard, N.E.,  Suite  500,  Atlanta,  Georgia  30312 

The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  “WHAT?  WHEN?  WHERE?”,  P.O.  Box 
27167,  Raleigh  2761 1 , by  the  10th  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A “Request  for  Listing”  form  is  available 
on  request. 


CHECK  YOUR  WAITING  ROOM. 


DO  THE  BRIEFCASES  OUTNUMBER  THE 
MEDICAL  CASES? 


A great  way  of  life. 


You’re  familiar  with  them  by  now  — attor- 
neys, accountants  and  salesmen  — all  in- 
terested in  your  time  and  money. 

They  represent  modern  business.  And,  if 
you’re  like  many  physicians,  you’re  probably 
spending  a greater  percentage  of  your  time 
each  year  as  a businessman  ...  at  the  ex- 
pense of  your  practice. 

We  provide  well  staffed,  modern  facilities, 
an  excellent  program  of  compensation,  and 
opportunities  for  professional  growth  and 
specialization. 

Equally  important,  we  provide  an  environ- 
ment in  which  you  may  practice  medicine. 
And  that’s  what  vour  life  is  about. 


For  complete  information  contact: 
AF  Health  Professions  Recruiting, 
P.O.  Box  27566,  Raleigh,  N.C.  27611. 
919-755-4134.  Please  Call  Collect. 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 
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AUXILIARY  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


“Don't  let  your  body  go  to  pieces  . . . Shape  up  for 
life. — This  is  brought  to  you  by  the  American  Medical 
Association  Auxiliary.’’  Across  the  land,  in  big  cities 
and  little  hamlets,  television  is  airing  this  public  ser- 
vice announcement.  It  is  eye-catching  and  provoca- 
tive — a pledge  to  the  people  of  America  that  the  right 
arm  of  the  medical  profession,  the  wives  and  husbands 
of  physicans  and  surgeons,  have  banded  together  to 
help  promote  better  health  for  the  nation. 

In  view  of  such  an  exciting  venture,  it  is  surprising 
that  we  do  not  have  100%  membership  in  the  North 
Carolina  Medical  Society  Auxiliary.  The  spouses  of 
the  professionals  in  this  state  alone  have  become  ac- 
tively involved  in  promoting  preventive  medicine  in 
all  age  groups  while  being  equally  concerned  with 
righting  such  wrongs  as  child  abuse,  drug  addiction 
and  neglect  of  the  lonely,  the  aged  and  handicapped. 
Boring?  Busy  work?  Intelligent,  enterprising,  innova- 
tive people  don't  stand  still  for  boring,  busy  work. 
These  are  the  people  who  are  helping  to  raise  millions 
of  dollars  for  medical  education  and  bombarding 
legislators  on  state  and  national  levels  to  pass  sound 
legislation  supportive  of  the  practice  of  medicine 
without  undue  meddling  and  restraint. 

A young  doctor’s  wife  from  a relatively  small  com- 
munity in  South  Carolina  told  me  of  a recent  attempt 
by  HEW  to  establish  three  medical  centers  in  that 
state  where  people  with  everything  other  than  minor 
cuts  and  bruises  and  common  viruses  would  be  re- 
ferred. In  essence  it  would  have  made  triage  doctors 
out  of  all  those  practicing  outside  the  appointed  areas 
and  would  have  forced  the  public  to  be  treated  away 
from  home.  It  was  difficult  to  get  the  busy  physicians 
to  take  the  time  to  fight  this  insidious  legislation,  so  the 
members  of  the  medical  auxiliary  took  it  upon  them- 
selves to  combat  it.  They  wrote  the  letters  and  at- 
tended the  necessary  meetings  and  their  organization 
paid  off.  The  plan  was  abandoned  — for  the  time  being 
— but  they  are  ever  alert  to  the  next  attempt  which 
they  feel  is  bound  to  come. 

It  can  come  to  North  Carolina,  too,  and  when  it  does 
the  North  Carolina  Medical  Society  Auxiliary  will  be 
prepared  to  fight.  We  have  been  well-trained  in  semi- 
nars and  workshops  and  we  will  be  ready. 

There  are  50  organized  county  medical  auxiliaries  in 
North  Carolina.  We  welcome  Avery  County,  which 
recently  joined  our  ranks.  It  only  takes  two  or  three 
physicians’  spouses  to  organize  an  auxiliary  with  all 
the  attendant  advantages  of  doing  so.  Where  there  is 
not  an  organized  auxiliary,  however,  individual 
spouses  can  become  members-at-large  and  take  part 
in  excellent  state  programs  which  can  benefit  them 
and  their  communities. 

Membership  is  number  one  on  the  agenda  of  the 
North  Carolina  Medical  Society  Auxiliary.  In  order  to 


join,  contact  your  local  medical  auxiliary.  If  there  isn’t 
one,  call  or  write  me: 

Mrs.  Hampton  Hubbard 
State  Membership  Chairman 
102  Country  Club  Circle 
Clinton,  N.C.  28328 
(919)  592-7885 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Bum  care  experts  and  rehabilitation  specialists 
from  throughout  the  country  gathered  in  Chapel  Hill 
Sept.  10-1 1 for  a symposium  on  “Rehabilitation  of  the 
Burned  Patient.’’ 

The  symposium,  sponsored  by  the  American  Burn 
Association  and  hosted  by  the  N.C.  Jaycee  Burn 
Center,  covered  almost  every  aspect  of  rehabilitating 
the  burned  patient  — from  acute  care  and  reconstruc- 
tive surgery  to  the  support  that  can  be  offered  by 
therapists,  psychiatrists,  chaplains  and  social  work- 
ers. 

“After  surgery,  the  burned  patient  must  go  through 
excruciating  psychological  adjustment,”  said  Patricia 
Mieszala,  a burn  nurse  from  Chicago.  “It’s  an 
agonizing  feeling,”  she  said.  “They  think,  absolutely 
no  one  will  know  what  I’ve  been  through.” 

Dr.  Norman  Bernstein,  director  of  child  psychiatry 
at  the  University  of  Illinois,  said,  “We  all  have  com- 
plicated and  changing  self-images,  but  burn  surgery 
changes  people  dramatically.” 

The  symposium,  aimed  at  helping  burn  care  teams 
deal  with  these  sorts  of  problems,  also  addressed  the 
difficulty  patients  have  with  costs,  cosmetics,  going 
back  to  work  and  school  and  facing  families  and 
friends. 

* * * 

When  a small  child  thinks  of  his  body  as  nothing 
more  than  a bag  of  bones  and  blood,  how  do  you 
explain  to  him  that  he  has  a disease? 

Understanding  how  children  perceive  their  illnesses 
and  how  those  perceptions  change  as  they  grow  older 
is  the  object  of  studies  being  conducted  at  UNC  by 
researchers  interested  in  the  psychological  aspects  of 
pediatric  medicine. 

“Explaining  to  a child  what's  going  on  in  an  organ 
system  that  he  doesn’t  even  know  is  there  is  a difficult 
task,”  said  Dr.  J.  Kenneth  Whitt,  a child  psychologist 
at  North  Carolina  Memorial  Hospital  and  assistant 
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professor  of  psychiatry  and  psychology  in  the  School 
of  Medicine. 

Whitt  and  the  rest  of  the  team  have  found  that 
although  a child’s  ability  to  comprehend  what’s  wrong 
with  him  depends  on  his  age  and  the  nature  of  his 
illness  or  injury,  all  children  need  to  have  their  ques- 
tions answered  in  a way  they  can  understand. 

Frequently,  Whitt  says,  it  helps  to  talk  about  ob- 
jects or  ideas  children  are  familiar  with  when  explain- 
ing those  illnesses  that  are  far  beyond  their  com- 
prehension. For  example,  he  says,  explaining  an 
epileptic  seizure  by  comparing  the  brain  to  a telephone 
that  has  reached  the  wrong  number  is  a good  idea. 

“Be  brief.  Keep  it  simple  and  concrete.  Be  open  to 
questions,”  he  says.  And  perhaps  most  important, 
“make  your  explanations  as  honest  as  you  can.” 

* * * 

More  than  200  health  professionals  attended  the 
first  international  conference  on  second-trimester 
abortion  Sept.  27-29  on  the  university  campus. 

Leading  experts  addressed  such  issues  as  world 
population,  ethics,  legal  questions  and  emotional  con- 
siderations, and  examined  the  safest  abortion  tech- 
niques used  throughout  the  world  today. 

The  conference,  “Second  Trimester  Abortion: 
Perspectives  After  a Decade  of  Experience,”  was 
sponsored  by  the  School  of  Medicine's  Department  of 
Obstetrics  and  Gynecology  and  Office  of  Continuing 


Medical  Education,  and  by  the  Charles  A.  Fields 
Foundation,  a private,  non-profit  foundation  that  sup- 
ports research  and  education  on  matters  of  reproduc- 
tive health. 

A text  to  be  published  from  the  conference  speeches 
is  expected  to  become  a standard  reference  work  on 
second-trimester  abortions,  said  Dr.  Gary  S.  Berger, 
conference  chairman. 

In  addition  to  discussing  medical  techniques, 
speakers  addressed  complex  social  issues  that  sur- 
round mid-trimester  abortion. 

* * * 

A tabletop  computer,  standing  only  10  inches  high 
but  containing  more  than  a million  words  of  computer 
memory,  will  soon  be  playing  a critical  role  in  the 
medical  and  research  operations  of  the  School  of 
Medicine. 

Dr.  Richard  Johnson,  newly  appointed  director  of 
the  A.F.  Fortune  Biomedical  Computer  Center  at  the 
university,  said  this  small  computer  is  to  medicine 
what  the  hand-held  calculator  is  to  the  math  student. 

Johnson  said  these  computers  are  used  in  hospital 
intensive  care  units  to  monitor  patients,  and  they  can 
perform  trial  studies  in  research  laboratories  to  de- 
termine the  feasibility  of  a procedure. 

One  purpose  of  the  computer  center,  which  was 
established  nine  years  ago,  is  to  develop  computer 
systems  for  use  by  medical  school  personnel.  As  part 
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ANALGESIC  ANTIPYRETIC  SEDATIVE 


Each  tablet  contains: 

Acetaminophen  300  mg. 

Salicylamide  200  mg. 

‘Sodium  Pentobarbital  (derivative  of  barbituric  acid)  10  mg. 

*Codeine  Phosphate  CAgr.)  32.4  mg. 


‘WARNING:  May  be  habit  forming. 

Action:  Combination  of  analgesic  and  antipyretic  with  sedative. 

Indications:  Indicated  in  cases  of  severe  pains,  especially  when  associated  with 

tension,  pains  and  discomforts  of  neuralgia,  rheumatism  and  arthritis. 

Precaution:  Use  with  caution  in  persons  with  known  allergies  to  salicylates  and 

barbiturates  and  in  those  with  active  peptic  ulcer. 

Warning:  Long  administration  may  cause  habituation. 

Side  Effects:  Large  doses  may  cause  nausea,  vomiting,  skin  rash  and  sometimes 

anaphylactic  reactions. 

Contraindications:  Idiosyncrasy  to  any  component. 

Supplied:  Available  in  bottles  of  100  and  1000. 

Dose:  Adults,  one  tablet  3-4  times  daily,  as  directed  by  a physician. 

CAUTION:  Federal  Law  prohibits  dispensing  without  prescription. 
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CTCL4PEN 

(cyclacillin) 


Tablets/ 

Suspension 


Efficacy 
proven  in  the 
treatment  of 
otitis  media, 
bronchitis, 
pneumonia  and 
upper  respiratory 
tract  infections* 
with  fewer 
side  effects. 


*Due  to  susceptible  organisms 

(See  important  information  on  last  page.) 
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New  CrCLIPEN 


(cyclacillin) 


Tablets/ 

Suspension 


efficacy  with  fewer  sicft 
ampicillin  confirmed  ii 

studies  of  2,58 


Rapid,  virtually  complete 
absorption  from  Gl  tract 

Rapid  onset  of  action- 
mean  peak  serum  levels 
within  30  minutes 

Exceptionally  high  peak 
blood  levels— 3 times 
greater  than  ampicillin 
(clinical  efficacy  may  not 
always  correlate  with 
blood  levels) 


Rapidly  excreted 
unchanged  in  the  urine— 
V/2  times  faster  than 
ampicillin 


Time  (Hrs  After  Administration) 


Clinical  efficacy  of  CYCLAPEN®  in  otitis  media^ 


Causative 

Organism 

No.  of, 
Patienl , 

S.  pneumoniae 

96 

82  !j 

95 

H.  influenzae 

88 

96  1 

85 

1 

nrzi 

% Clinical  Response 
% Bacterial  Eradication 

more  than  just  spectrur 
in  otitis  media 

‘Includes  all  patients  treated.  2,415  evaluated  for  safety; 

1,819  evaluated  for  efficacy. 
fDue  to  susceptible  organisms. 


Copyright  © 1979,  Wyeth  Laboratories.  All  rights  reserved. 


Meets  than 

iouble-blind 

atients* 


er  side  effects  with  CYCLAPEN  R in 
ble-blind  studies  to  date' 2 


: 

otal  number  of  drug-related  side  effects  in  all  patients 

fCLAPEN® 

128  of  1,286  (10%)  of  patients 

ampicillin 

202  of  1,129  (18%)  of  patients 

Difference  statistically  significant  (P  <0.001) 

ILAPEN®  (cyclacillin) 

Active  for  otitis  media^  in  children 

xcellent  clinical  results  in  eliminating  the 
no  most  common  causative  organisms  in 
titis  media 

•ignificantly  lower  incidence  of  diarrhea 
ind  skin  rash  in  children  treated  with 
>YCLAPEN®  Suspension 


In  bronchitis, 
pneumonia  and 
upper  respiratory 
tract  infections t 




L 

diarrhea 

rash 

f! 

:yclapen 

9.1% 

2.1% 

ampicillin 

... 

19.2% 

5.8% 

; 

P < 0.001 

P < 0.03 

High  cure  rate  with  CYCLAPEN" 

Causative 

Organism 

8ronchitis/Pneumonia  * 

No.  of 
Patients 

100 

73 

S.  fjiiLuniomciL 

95 

Chronic  Bronchitis^  (acute  exacerbation) 

H.  influenzae 

92 

12 

Though  clinical  improvement  has  been  shown,  bacterio- 
logic  cures  cannot  be  expected  in  all  patients  with 
chronic  respiratory  disease  due  to  H influenzae 

Streptococcal  Sore  Throat^ 

Group  A beta- 

hemolytic 

Streptococcus 

100 

44 

86 

I-- 
1 . . 

% Clinical  Response 
% Bacterial  Eradication 

• >ld  JA,  Hegarty  CP,  Deitch  MW,  Walker  BR: 
luble-blind  clinical  trials  of  oral  cyclacillin 
d ampicillin,  Antimicrob  Ag  Chemother 
1:55-58,  (Jan.)  1979. 

ita  on  file,  Wyeth  Laboratories. 
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New  from  Wyeth  Laboratories 

CVCL4PEN* 

(cydacillin)  Suspension 

more  than  just  spectrum  in  otitis 
media,  bronchitis,  pneumonia,  and 
upper  respiratory  tract  infections* 


Usual  children's  dosage:  50  to 
100  mg/kg/day  in  equally  spaced 
doses,  depending  on  severity. 


■ Rapid,  virtually  complete 
absorption  from  Gl  tract 

■ Rapid  onset  of 
action— mean  peak  serum 
levels  within  30  minutes 


How  Supplied 

CYCLAPEN®  (cydacillin) 
tablets: 

250  mg  scored  tablets 
500  mg  scored  tablets 


CYCLAPEN®  (cydacillin)  for 
oral  suspension 
125  mg  per  5 ml: 

100  ml  and  200  ml  bottles 
250  mg  per  5 ml: 

100  ml  and  200  ml  bottles 


■ Exceptionally  high  peak 
blood  levels-3  times 
greater  than  ampicillin 
(clinical  efficacy  may  not 
always  correlate  with 
blood  levels) 

■ Rapidly  excreted 
unchanged  in  the  urine- 
r/2  times  faster  than 
ampicillin 

■ Significantly  fewer 
episodes  of  diarrhea  and 
skin  rash  than  reported 
with  ampicillin  in  studies 
to  date 

■ Excellent  clinical  response 
and  outstanding  bacterial 
eradication  documented 
in  double-blind  studies 
involving  2,581  patients 

■ New  CYCLAPEN® 
Suspension— 
great-tasting  raspberry 
punch  flavor 

*Due  to  susceptible  organisms. 


Indications 

Cyc/aperr®  Icyctacillml  has  less  in  vitro  activity  than  other  drugs  in  the 
ampicillin  class  ol  antibiotics  and  its  use  should  be  contmed  to  the  indications 
listed  belovr 

Cyclapen®  is  indicated  lor  the  treatment  ot  the  following  infections 
RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta -hemolytic  streptococci 
Bronchitis  and  pneumonia  caused  by  S pneumoniae  (formerly  0 pneu- 
moniae) 

Otitis  Media  caused  by  S.  pneumoniae  (formerly  0 pneumoniae)  and  H 
mtluemae 

Acute  exacerbation  ot  chronic  bronchitis  caused  by  H mtluemae' 
'Though  clinical  improvement  has  been  shown,  bactenologic  cures  can- 
not be  expected  in  all  patients  with  chronic  respiratory  disease  due  to  H 
inlluemae 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused  by  Group  A 
beta-hemolytic  streptococci  and  staphylococci,  non-penicillinase  producers 
URINARY  TRACT  INFECTIONS  caused  by  f.  coli  and  P mirabilis  (This  drug 
should  not  be  used  in  any  infections  caused  by  f coli  and  P mirabilis  other 
than  urinary  tract  infections ) 

NOTE  Cultures  and  susceptibility  tests  should  be  performed  initially-and 
during  treatment  to  monitor  the  effectiveness  ot  therapy  and  the  susceptibility 
ot  bacteria.  Therapy  may  be  instituted  prior  to  the  results  ol  sensitivity  testing 

Contraindications 

The  use  ot  this  drug  is  contraindicated  in  individuals  with  a history  of  an 
allergic  reaction  to  penicillins 

Warnings 

CYCIACIILIN  SHOULD  ONLY  BE  PRESCRIBED  FOR  THE  INDICATIONS  LISTED  IN 
THIS  INSERT 

CYCLACILLIN  HAS  LESS  IH  VITRO  ACTIVITY  THAN  OTHER  DRUGS  OF  THE  AMPI- 
CILLIN CUSS  ANTIBIOTICS  HOWEVER,  CLINICAL  TRIALS  HAVE  DEMONSTRATED 
THAT  IT  IS  EFFICACIOUS  FOR  THE  RECOMMENDED  INDICATIONS 
SERIOUS  AND  OCCASIONAL  FATAL  HYPERSENSITIVITY  (ANAPHYLACTOID)  REAC- 
TIONS HAVE  BEEN  REPORTED  IN  PATIENTS  RECEIVING  PENICILLIN 
ALTHOUGH  ANAPHYLAXIS  IS  MORE  FREQUENT  FOLLOWING  PARENTERAL  ADMIN- 
ISTRATION, IT  HAS  OCCURRED  IN  PATIENTS  ON  ORAL  PENICILLINS  THESE  REAC- 
TIONS ARE  MORE  APT  TO  OCCUR  IN  INDIVIDUALS  WITH  A HISTORY  Of 
SENSITIVITY  TO  MULTIPLE  ALLERGENS  THERE  ARE  REPORTS  OF  PATIENTS  WITH 
A HISTORY  Of  PENICILLIN  HYPERSENSITIVITY  REACTIONS  WHO  EXPERIENCED 
SEVERE  HYPERSENSITIVITY  REACTIONS  WHEN  TREATED  WITH  A CEPHALOSPOR- 
IN, BEFORE  THERAPY  WITH  A PENICILLIN.  CAREFUL  INQUIRY  SHOULD  BE  MADE 
ABOUT  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  PENICILLINS,  CEPHALO- 
SPORINS, AND  OTHER  ALLERGENS  IF  AN  ALLERGIC  REACTION  OCCURS,  THE 
DRUG  SHOULD  BE  DISCONTINUED  AND  APPROPRIATE  THERAPY  SHOULD  BE 
INITIATED  SERIOUS  ANAPHYLACTOID  REACTIONS  REQUIRE  IMMEDIATE  EMER- 
GENCY TREATMENT  WITH  EPINEPHRINE  OXYGEN,  INTRAVENOUS  STEROIDS  AIR- 
WAY MANAGEMENT,  INCLUDING  INTUBATION,  SHOULD  ALSO  BE  ADMINISTERED 
AS  INDICATED 
Precautions 

Prolonged  use  ot  antibiotics  may  promote  the  overgrowth  ot  nonsusceptible 
organisms  If  superinfection  occurs  during  therapy,  appropriate  measures 
should  be  taken 

PREGNANCY  Pregnancy  Category  B,  Reproduction  studies  have  been  performed 
in  mice  and  rats  at  doses  up  to  ten  times  the  human  dose  and  have  revealed  no 
evidence  of  impaired  fertility  or  harm  to  the  letus  due  to  cydacillin.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  Because 
animal  reproduction  studies  are  not  always  predictive  ol  human  response,  this 
drug  should  be  used  during  pregnancy  only  it  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted  in  human 
milk  Because  many  drugs  are  excreted  in  human  milk,  caution  should  be 
exercised  when  cydacillin  is  administered  to  a nursing  woman 
Adverse  Reactions 

The  oral  administration  ol  cydacillin  is  generally  well  tolerated 

As  with  other  penicillins,  untoward  reactions  of  the  sensitivity  phenomena  are 

likely  to  occur,  particularly  in  individuals  who  have  previously  demonstrated 


hypersensitivity  to  penicillins  or  in  those  with  a history  of  allergy,  asthn 
(ever,  or  urticaria 

The  following  adverse  reactions  have  been  reported  with  the  use  ol  cycl 
diarrhea  (in  approximately  1 out  of  20  patients  treated),  nausea  and  vr 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in  60).  lit 
instances  ol  headache,  dizziness,  abdominal  pain,  vaginitis  and  urticar 
been  reported  (See  WARNINGS) 

Other  less  frequent  adverse  reactions  which  may  occur  and  that  hav 
reported  during  therapy  with  other  penicillins  are  anemia,  thrombocyti 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosmophilia.  . 
reactions  are  usually  reversible  on  discontinuation  of  therapy 
As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been  rep 


Dosage  and  Administration 


INFECTION' 


ADULTS 


Respiratory  Tract 
Tonsillitis  S 
Pharyngitis" 


250  mg  q i d 
spaced  doses 


in  equally 


Bronchitis  and 
Pneumonia 
Mild  or  Moderate 
Infections 
Chronic  Infections 


Otitis  Media 


Skin  & Skin 
Structures 


Urinary  Tract 


CHILDREN 
Dosage  should  nol 
in  a dose  higher  th:  | 
for  adults 


body  weight  <20  I 
lbs)  125  mg 
equally  spaced  dot  I 
body  weight  -20  ( | 
lbs)  250  mg  qi 
equally  spaced  dos< 


250  mg  q i d in  equally 
spaced  doses 
500  mg  q i d in  equally 
spaced  doses 
250  mg  to  500  mg  q.i.d 
in  equally  spaced  doses 
depending  on  severity 
250  mg  to  500  mg  q i d 
in  equally  spaced  doses 
depending  on  severity 
500  mg  q.i  d in  equally 
spaced  doses 

'As  with  antibiotic  therapy  generally,  treatment  should  be  continued 
minimum  of  48  to  72  hours  after  the  patient  becomes  asymptomatic  c 
evidence  ot  bacterial  eradication  has  been  obtained 


50  mg  kg  day  qi 
equally  spaced  dos< 
100  mg  kg  day  q,. 
equally  spaced  dot 
50  to  100  mg/kg 
equally  spaced  dos 
pending  on  severity 
50  to  100  mg/kg 
equally  spaced  dos 
pending  on  seventy 
100  mg/kg/day  in  i 
spaced  doses 


"In  infections  caused  by  Group  A beta-hemolytic  streptococci,  a minin  , 
10  days  ol  treatment  is  recommended  to  guard  against  the  risk  of  rhe 
lever  or  glomerulonephritis 

In  the  treatment  of  chronic  urinary  tract  infection  frequent  bacteriolog 
clinical  appraisal  is  necessary  during  therapy  and  may  be  required  loi 
months  afterwards 

Persistent  infection  may  require  treatment  lor  several  weeks 
Cydacillin  is  not  indicated  in  children  under  2 months  ol  age 
Patients  with  Renal  Failure 

Based  on  a dosage  of  500  mg  q i d . the  following  adiustment  in  i 
interval  is  recommended 

Patients  with  a creatinine  clearance  of  >50  ml/mm  need  it 
age  interval  adiustment 

Patients  with  a creatinine  clearance  of  30-50  ml/mm  should  rece 
doses  every  12  hours 

Patients  with  a creatinine  clearance  of  between  15-30  ml/min 
receive  full  doses  every  18  hours. 

Patients  with  a creatinine  clearance  of  between  10-15  ml/mm 
receive  full  doses  every  24  hours 
In  patients  with  a creatinine  clearance  of  10  ml/m 
serum  creatinine  values  of  - 10  mg  %,  serum  cydacillin  levels  are  i 
mended  to  determine  both  subsequent  dosage  and  Irequency. 


Wyeth 

I AA 


Laboratories 

Philadelphia,  Pa  19101 


of  that  role,  the  center  is  under  contract  to  develop  a 
special-use  computer  for  neurological  study. 

The  center  also  provides  support  for  other  research 
operations  at  the  medical  school  and  includes  as  edu- 
cational program  for  biomedical  engineering  and 
mathematics  students. 

* * * 

Dr.  Douglas  E.  Henley,  a family  practice  resident  at 
North  Carolina  Memorial  Hospital,  was  elected 
chairman  of  the  National  Conference  of  Family  Prac- 
tice Residents  at  the  group's  annual  meeting  in  Sep- 
tember in  Kansas  City. 

As  chairman,  he  will  speak  for  the  organization  at 
meetings  of  the  American  Academy  of  Family  Physi- 
cians and  will  serve  on  that  organization’s  resident 
and  medical  student  affairs  committee. 

Henley  is  in  his  third  year  of  residency  at  N.C. 
Memorial's  Family  Practice  Center.  Earlier  this  year, 
he  was  one  of  18  resident  physicians  in  the  nation  to 
receive  the  Mead  Johnson  Award  for  Graduate  Edu- 
cation in  family  practice.  The  award  is  given  annually 
to  aid  young  physicians  who  are  planning  careers  in 
family  medicine. 

Henley  is  the  son  of  State  Sen.  and  Mrs.  John  T. 
Henley  of  Hope  Mills,  where  he  plans  to  practice 
starting  next  summer. 

ijc 

Dr.  Randolph  Addison,  a postdoctoral  research 
fellow  from  Mississippi,  is  studying  in  the  Department 
of  Pharmacology  under  a two-year,  $24,230  fellowship 
from  the  American  Cancer  Society. 

Addison,  under  the  direction  of  Dr.  Gene  A.  Scar- 
borough, associate  professor  of  pharmacology,  is 
studying  the  structure  and  function  of  the  cell  mem- 
brane. 

By  studying  how  proteins  and  lipids  are  incorpo- 
rated within  the  cell  membrane,  Addison  said,  “We 
may  eventually  understand  the  role  of  the  cell  mem- 
brane in  the  transformation  process  that  changes  nor- 
mal cells  into  cancer  cells.’’ 

A native  of  Yazoo  City,  Miss.,  Addison  holds  a B.S. 
from  Jackson  (Miss.)  State  University  and  a Ph.D. 
from  Cornell  University. 

* * * 

Dr.  Carl  W.  Gottschalk,  Kenan  Professor  of  medi- 
cine and  physiology,  has  been  appointed  to  the  N.C. 
Board  of  Science  and  Technology.  The  board  is  re- 
sponsible for  identifying  important  research  needs  in 
North  Carolina  and  making  recommendations  on  any 
policies,  procedures  or  financial  requirements  to  meet 
those  needs. 

* * * 

Dr.  James  N.  Hayward,  chairman  and  H.  Houston 
Merritt  Distinguished  Professor  of  neurology,  gave 
two  talks  on  his  research  at  the  National  Science 
Foundation’s  U.S. -Japan  Seminar  on  Biosynthesis, 


Secretion  and  Mechanisms  of  Action  of  Vasopressin 
Sept.  1-9  in  Nikko,  Tochigi,  Japan. 

* * * 

Dr.  Kenneth  Sugioka,  chairman  and  professor  of 
anesthesiology,  was  a visiting  professor  at  the  Albert 
Einstein  School  of  Medicine  in  New  York  Sept.  18.  He 
presented  a paper  on  “Oyxgen  Transport  to  Body 
Tissues.’’ 

* * * 

Dr.  John  T.  Sessions  Jr.,  professor  of  medicine, 
presented  the  6th  Middleton  Memorial  Lecture  Sept. 
14-15  at  the  Wisconsin  regional  meeting  of  the  Ameri- 
can College  of  Physicians  in  Lake  Geneva,  Wis.  His 
lecture  was  entitled  “Looking  Out  for  No.  2:  Control- 
ling Constipation  and  Diarrhea.’’  Sessions,  as  regent 
of  the  ACP,  also  reported  on  the  college’s  policies  and 
activities. 

* * * 

An  artificial  kidney  device  small  enough  to  tuck 
inside  a pocket  is  being  offered  to  patients  with  renal 
failure  at  North  Carolina  Memorial  Hospital. 

Unlike  artificial  kidneys,  the  portable  method, 
called  Continous  Ambulatory  Peritoneal  Dialysis, 
continuously  cleanses  the  body  of  impurities  without 
heavy  equipment  or  assistance. 

Dr.  William  Mattern,  director  of  the  dialysis  pro- 
gram at  N.C.  Memorial,  said  CAPD  “has  the  potential 
for  certain  patients  to  provide  the  best  quality  of  life  of 
any  treatment  currently  available.”  About  200  pa- 
tients nationally  are  using  CAPD,  he  said. 

To  use  CAPD,  patients  have  a capped,  soft  tube 
passed  into  their  peritoneal  cavity  and  stitched  in 
place. 

Instead  of  drawing  blood  outside  the  body  to  be 
cleansed  by  hemodialysis  or  peritoneal  dialysis,  the 
patient  is  in  charge. 

The  patient  uncaps  the  tube  and  allows  a two-liter 
bag  of  dialysate  to  flow  through  a tube  he  attaches  to 
his  own.  Once  the  fluid  is  inside  the  abdomen,  waste 
products  reach  it  by  passing  through  blood  vessels. 
Meanwhile,  the  tubing  is  clamped  and  the  bag  is  rolled 
up,  and  can  be  placed  inside  a pocket.  In  4-5  hours,  the 
tubing  is  unclamped,  and  the  bag  is  placed  on  the  floor 
so  the  fluid  can  drain  out,  and  the  procedure  is  started 
over  with  a new  bag. 

Each  exchange  takes  about  30-45  minutes,  and  can 
be  performed  in  an  office  as  well  as  at  home,  Mattern 
said.  The  fluid  inside  the  body  “is  hardly  noticeable.” 

* * * 

Students  at  the  University  of  North  Carolina  at 
Chapel  Hill  School  of  Medicine  are  increasingly  rep- 
resentative of  the  general  population,  recent  enroll- 
ment figures  have  shown. 

Minorities  comprise  about  14%  of  today's  medical 
students  here,  a figure  that  places  the  School  of  Medi- 
cine third  in  national  minority  enrollment  figures. 

The  school’s  minority  representation  exceeds  the 
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12%  target  set  by  the  American  Association  of  Medi- 
cal Colleges.  The  national  average  for  minority  en- 
rollment is  about  8%. 

“Our  efforts  with  minority  students  have  been  de- 
liberate and  we  have  been  vigorous  in  our  efforts  to 
recruit  applications  from  minority  populations,”  said 
Dr.  William  E.  Bakewell,  Jr.,  associate  dean  for  ad- 
missions. 

The  freshman  class  has  a modern  look,  with  one  of 
every  five  students  a minority,  and  nearly  two  of  every 
five  a woman.  At  38%,  female  freshman  enrollment  is 
the  highest  ever,  while  the  20%  minority  enrollment 
matches  the  highest  achieved  in  1974. 

Where  do  students  come  from?  Just  about  every- 
where throughout  North  Carolina.  Only  10%  are  out- 
of-state,  and  are  accepted  to  bring  additional  diversity 
to  the  student  body.  Seven  percent  are  from  large 
cities,  22%  from  medium  cities.  More  than  half  are 
from  small  cities  and  towns.  Nineteen  percent  are 
from  rural  areas. 

* * * 

A physician  at  North  Carolina  Memorial  Hospital 
has  modified  an  inexpensive  computer  to  create  a 
communications  system  for  those  who  are  paralyzed 
and  unable  to  speak. 

Dr.  Joseph  Cohn,  a family  practice  resident,  mod- 


ified the  computer  to  take  commands  from  sensors 
that  can  detect  body  movements  as  slight  as  the  twitch 
of  a finger  or  the  blink  of  an  eye.  The  programmed 
computer  has  almost  unlimited  possibilities  for  com- 
municating and  for  performing  a variety  of  tasks. 

A blink  of  the  eyes  can  make  the  alphabet  appear  in 
columns  and  rows  on  the  computer’s  display  screen; 
and  an  arrow  starts  tracking  across  the  columns.  By 
blinking  again  the  arrow  stops  above  the  desired  col- 
umn, and  a second  row  descends  until  it  is  stopped  at  a 
specific  letter  by  another  blink.  As  each  letter  is 
selected,  it  appears  at  the  bottom  of  the  screen,  so  that 
by  simply  blinking  at  the  proper  times,  a person  who  is 
almost  totally  paralyzed  can  write  a message. 

The  computer  can  even  be  modified  to  turn  on  lights 
and  operate  appliances. 

“The  possibilities  are  really  staggering,”  Cohn 
said,  “because  it  can  take  the  lowest  level  of  motor 
ability  that  a person  has  and  turn  that  into  words  and 
symbols  and  control  over  his  environment.  It  could 
dramatically  alter  the  lives  of  tens  of  thousands  of 
people  right  now.” 

* * * 

Dr.  J.  David  Leander,  associate  professor  of  phar- 
macology and  psychology,  has  been  appointed  as  the 
incoming  program  chairperson  of  the  psychophar- 
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An  apple  a day  won’t 
keep  alcoholism  away! 

The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
these  patients,  write  to  us. 
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macology  division  of  the  American  Psychological  As- 
sociation. He  also  is  on  the  division’s  executive  com- 
mittee. 

Leander  presented  three  papers  at  the  fall  meeting 
of  the  American  Society  for  Pharmacology  and  Ex- 
perimental Therapeutics  in  Portland.  Ore. 

* * * 

Dr.  Miguel  Risco.  ophthalmology,  delivered  a paper 
entitled  “Choroidal  Circulation,  Direction  of  Flow” 
at  the  Retina  Society’s  annual  meeting  Sept.  7 in  Sea 
Island,  Ga. 

5j£ 

Dr.  David  E.  Eifrig,  professor  and  chairman  of 
ophthalmology,  and  Kathyrn  Caufield,  R.N., 
ophthalmology,  lectured  on  techniques  used  in 
vitrectomy  procedures  Sept.  20-21  at  the  Ocutome 
Surgical  Workshop,  Emory  University,  Atlanta. 

5^  jfC  5{C 

Dr.  Enid  R.  Kafer,  associate  professor  of  anes- 
thesiology and  physiology,  presented  a paper  on 
“Effects  of  Halothane  on  Ventilatory  Control  on 
Cats”  at  the  American  Physiological  Society  meeting 
Oct.  19  in  New  Orleans. 

* * * 

Dr.  Walter  B.  Greene,  assistant  professor  of 
surgery,  division  of  orthopaedics,  presented  “Surgi- 
cal Treatment  of  Legg-Calve-Perthes  Disease”  at  the 
17th  annual  Orthopaedic  Clinical  Meeting  and  Alumni 
Reunion  Oct.  12  at  the  Newington  Children’s  Hospital 
in  Newington,  Conn. 

* * * 

Dr.  JohnT.  Sessions  Jr.,  professor  of  medicine,  was 
a visiting  professor  at  the  University  of  Mexico  School 
of  Medicine  Sept.  27.  He  gave  a lecture  on  the 
“Treatment  of  Peptic  Ulcer  Based  on  Pathogenesis 
Concepts.” 

Sessions  also  presented  a lecture  on  “Drug  Man- 
agement of  Crohn's  Disease”  at  the  Baylor  University 
Medical  Center’s  grand  rounds  Oct.  9 in  Dallas, 
Texas. 

Dr.  Sessions  gave  the  closing  summary  and  partici- 
pated in  a panel  discussion  at  a mini-symposium  on 
Immunosuppressive  Therapy  in  Crohn’s  Disease  Oct. 
11  at  Burroughs  Wellcome  Co.,  Research  Triangle 
Park.  The  symposium,  co-sponsored  by  the  Bur- 
roughs Wellcome  Co.  Medical  Division  and  the 
School  of  Medicine’s  division  of  digestive  diseases 
and  nutrition,  attracted  gastroenterologists,  internists 
and  other  professionals  from  across  the  nation  to  talk 
about  the  treatment  of  Crohn’s  Disease. 

* * * 

Dr.  Jean  M.  Lauder,  associate  professor  of 
anatomy,  was  an  invited  speaker  at  the  International 
Society  for  Neurochemistry  Symposium  on  “Seroto- 


nin— Current  Aspects  of  Neurochemistry  and  Func- 
tion” Sept.  11-16  in  Athens,  Greece. 

* * * 

Dr.  James  A.  Bryan,  professor  of  medicine  and 
family  medicine,  was  elected  the  1979-80  vice  presi- 
dent of  the  North  Carolina  Society  of  Internal  Medi- 
cine at  the  society’s  annual  meeting  Oct.  19-20  in 
Asheville.  Dr.  William  B.  Wood,  associate  professor 
of  medicine,  was  elected  to  the  executive  council  for 
1979-82. 

* * * 

Dr.  Neil  Kirkman,  Kenan  professor  of  pediatrics, 
presented  a paper  and  served  as  chairperson  at  an 
international  conference  on  genetic  abnormalities  of 
red  blood  cells  Sept.  22  in  Stintino,  Sardinia. 

* * * 

Dr.  Donald  A.  O’Neill,  surgery  resident,  division  of 
orthopaedics,  presented  a paper  on  “Bowlegs  in 
Young  Children:  A Study  of  Prognostic  Factors”  at 
the  annual  meeting  of  the  North  Carolina  Orthopaedic 
Association  Oct.  20  in  Asheville.  Dr.  Walter  B. 
Greene,  assistant  professor  of  surgery,  division  of 
orthopaedics  and  pediatrics,  presented  “Partial  Foot 
Deficiency  in  Children:  A Comparison  with  the  Syme 
Amputation”  at  the  same  meeting. 

5}C  5fC 

Dr.  William  H.  Bowers,  assistant  professor  of 
surgery,  participated  in  a panel  on  “Fractures  and 
Dislocations  in  the  Hand”  at  the  Eastern  Orthopaedic 
Association  meeting  Oct.  18  in  Palm  Beach,  Fla. 

* * * 

Dr.  Elizabeth  S.  Mann,  assistant  professor  of 
anesthesiology,  presented  a paper  on  “Comparative 
Effects  of  Enflurane  and  Halothane  on  CSF  Dynamics 
in  the  Cat”  at  the  annual  meeting  of  the  American 
Society  of  Anesthesiologists  Oct.  20-25  in  San  Fran- 
cisco. Also  at  the  meeting.  Dr.  Michael  Bazaral,  as- 
sistant professor  of  anesthesiology,  demonstrated  the 
use  of  new  infant  ventilators  developed  at  North  Car- 
olina Memorial  Hospital  in  an  exhibit  entitled  “Auto- 
matic Ventilation  of  Infants  in  the  Operating  Room;” 
and  Dr.  E.  F.  Klein  Jr.,  professor  of  anesthesiology, 
presented  a paper  entitled  “Clinical  Workshop  on 
Acid  Base  Balance.” 

Dr.  Benson  R.  Wilcox,  professor  and  chief  of  car- 
diothoracic  surgery,  taught  a postgraduate  course  on 
“Bacterial  Endocarditis  and  Valve  Replacement”  at  a 
meeting  of  the  American  College  of  Surgeons  Oct. 
22-26  in  Chicago.  During  the  meeting  Dr.  Gordon  F. 
Murray,  associate  professor  of  cardiothoracic 
surgery,  presented  a paper  on  “Esophageal  Potential 
Difference”  to  the  Esophageal  Club.  He  also  served 
as  a panelist  for  the  cardiovascular  film  session. 
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News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Thirty-five  prominent  citizens  from  North  Carolina 
and  neighboring  states  have  been  named  to  the  newly 
established  Duke  University  Hospital  Advisory 
Board,  according  to  Dr.  Roscoe  R.  Robinson,  chief 
executive  officer  of  the  hospital  and  associate  vice 
president  for  health  affairs. 

“The  most  important  function  of  the  advisory  board 
will  be  to  provide  the  hospital  with  a useful  source  of 
outside  perceptions  on  health-care  related  issues,” 
Robinson  said. 

“We  have  assembled  a cross  section  of  key  lay 
leadership  from  throughout  the  region,”  he  said. 
“Their  counsel  and  advice  will  be  exceedingly  helpful 
as  Duke  attempts  to  come  to  grips  with  many  of  the 
issues  that  surround  a tertiary  health  care  institution 
as  we  move  toward  the  21st  Century.” 

The  first  meeting  of  the  board  was  held  October 
26-27  and  was  designed  to  give  the  members  an  over- 
view of  the  hospital.  In  addition  to  a tour  of  Duke 
Hospital  North,  there  was  a series  of  orientation  ses- 
sions and  social  events. 

Charles  B.  Wade  Jr.  of  Winston-Salem,  secretary  of 
the  International  Advisory  Board  of  R.  J.  Reynolds 
Industries,  is  the  group’s  first  chairman. 

* * * 

It’s  come  too  late  to  do  Sir  Isaac  Newton  any  good, 
but  a Duke  biomedical  engineer  and  an  amateur  histo- 
rian have  diagnosed  the  probable  cause  of  the  great 
English  physicist’s  mental  and  physical  ills  which  all 
but  ended  his  scientific  career. 

Matching  historical  evidence  of  Newton’s  extreme 
irritability,  insomnia  and  other  symptoms  in  1693  with 
symptoms  known  to  result  from  exposure  to  toxic 
metals.  Dr.  Myron  Wolbarsht  and  L.  W.  Johnson  have 
concluded  that  he  suffered  from  mercury  poisoning. 

An  analysis,  conducted  recently  in  England,  of 
what  are  believed  to  be  samples  of  the  physicist's  hair, 
adds  weight  to  their  theory.  It  also  underscores  the 
hazards  of  handling  mercury  without  adequate  pro- 
tection. 

Newton's  diaries  indicate  that  the  genius  who  for- 
mulated the  laws  of  motion  and  gravitation,  estab- 
lished the  calculus  and  laid  the  foundations  of  modern 
physical  optics,  was  no  genius  regarding  personal 
safety. 

He  frequently  tasted  the  results  of  his  chemical 
experiments  on  mercury,  lead  and  other  substances. 

Wolbarsht,  professor  of  ophthalmology  and 
biomedical  engineering  at  Duke,  and  Johnson,  a resi- 
dent of  Chicago,  published  their  paper  on  Newton  in 
the  July  issue  of  “Notes  and  Records  of  the  Royal 
Society  of  London.” 


The  Texas  Heart  Institute  has  honored  two  Duke 
physicians  for  “their  outstanding  contributions  to  the 
advancement  in  treatment  of  cardiovascular  disease.” 

Drs.  Will  C.  Sealy,  professor  of  thoracic  and  gen- 
eral surgery,  and  John  J.  Gallagher,  associate  profes- 
sor of  cardiology,  received  the  Ray  C.  Eish  Award  and 
the  Texas  Heart  Institute  Medal  for  1979  during  cere- 
monies in  Houston  on  Sept.  28  and  29. 

Well-known  Texas  heart  surgeon  Dr.  Denton  A. 
Cooley,  director  of  the  institute,  made  the  presenta- 
tions at  the  organization’s  10th  annual  Cardiology 
Symposium. 

Sealy  was  honored  for  developing  a surgical  method 
for  correcting  Wolff-Parkinson-White  syndrome,  a 
condition  in  which  the  heart  beats  extremely  fast  be- 
cause its  normal  pattern  of  electrical  stimulation  has 
been  short-circuited. 

Gallagher  was  recognized  for  his  work  in  mapping 
out  with  the  aid  of  a computer  exactly  where  such 
short  circuits  occur  in  the  heart. 

* * * 

Karen  McCrory’s  nine-button  telephone  has  just  lit 
up  like  a Christmas  tree.  Button  after  button  winks 
yellow,  then  white. 

“Somebody  just  showed  our  TV  spot,”  she  says 
with  a smile,  knowing  that  the  next  15  minutes  will  be 
very  busy  at  the  Duke  Cancer  Information  Service. 

Andy  Silberman's  phone  across  the  room  is  also 
blinking  wildly.  “Yes  ma’am,”  he  says  to  one  caller, 
“a  class  two  Pap  smear  means  that  there  were  some 
abnormal  cells  found  on  your  smear,  but  there  is  no 
evidence  of  cancerous  changes.  ...” 

Those  blinking  buttons  have  gotten  quite  a workout 
since  May  1976  when  the  Cancer  Information  Service 
opened  in  an  apartment  building  near  the  medical 
center.  The  20,000th  call  came  in  Thursday,  Sep- 
tember 27. 

Hie  highest  number  of  calls  received  in  any  one  day 
is  351 , a mark  achieved  when  thyroid  cancer  was  in  the 
news  early  in  1977. 

* * * 

Dr.  William  R.  Pitts,  a member  of  the  university’s 
Board  of  Trustees,  was  honored  recently  by  Charlotte 
Memorial  Hospital  and  Medical  Center  (CMHMC), 
which  named  its  new  Neurosurgical  Intensive  Care 
Unit  for  him. 

Pitts,  a 1929  Duke  University  graduate,  joined  the 
CMHMC  medical  staff  in  1957  and  served  as  the  first 
and  only  chief  of  neurosurgery  there  until  his  retire- 
ment last  April. 

The  $727,000,  seven-bed  unit  was  dedicated  Sept. 
11.  Pitts  said  it  is  the  first  of  its  kind  in  the  Charlotte 
area. 

* * * 

John  G.  Morrison,  a fourth-year  medical  student, 
has  been  awarded  a Reader’s  Digest  International 
Fellowship  (RDIF)  to  study  health  delivery  systems  in 
Pakistan. 


50 


Vol.  41,  No.  1 


He  is  one  of  32  senior  medical  students  in  the  United 
States  and  Canada  to  receive  one  of  the  fellowships 
this  year.  Morrison  left  in  December  for  three  months 
in  Pakistan. 

*  *  * * 

The  National  Institute  of  Allergy  and  Infectious 
Diseases  has  awarded  a $901,000  grant  to  Dr. 
Wolfgang  K.  Joklik,  James  B.  Duke  Professor  and 
chairman  of  the  Department  of  Microbiology  and  Im- 
munology. 

The  five-year  grant  will  support  the  work  of  Joklik 
and  his  research  team  of  seven  postdoctoral  fellows 
and  three  graduate  students. 

In  an  interview,  the  scientist  said  experiments  con- 
ducted in  his  laboratory  are  directed  at  explaining  how 
viruses  multiply,  how  anti-viral  substances  can  be 
used  to  control  that  multiplication  and  what  the  tiny 
infectious  agents  can  teach  investigators  about 
healthy  cells. 

“We're  primarily  interested  in  three  groups  of 
viruses,”  Joklik  said.  “They  are  reoviruses,  vaccinia 
vims  and  tumor  viruses.” 

* * * 

A Duke  scientist  working  on  a new  technique  for 
correcting  abnormal  electrical  activity  in  the  heart  has 
received  a Research  Career  Development  Award  from 
the  National  Heart,  Lung  and  Blood  Institute. 

The  competitive  award  will  provide  $185,000  in  sal- 
ary support  over  the  next  five  years  to  Dr.  Raymond 
Ideker,  assistant  professor  of  pathology  and  medicine. 

Ideker,  37,  has  been  developing  and  testing  a com- 
puterized system  that  enables  cardiologists  and  sur- 
geons— during  open  heart  operations — to  pinpoint  the 
small  areas  of  the  heart  responsible  for  unstable,  drug 
resistant  arrhythmias. 

If  not  corrected  or  inactivated  by  surgery,  these 
irregular  variations  in  the  heart’s  normal  electrical 
pattern  can  be  life  threatening. 

* * * 

A program  on  “The  Escalating  Cost  of  Health 
Care”  was  one  of  the  highlights  of  this  year's  Davison 
Club  Weekend  which  was  held  October  19-20  on  the 
Duke  campus. 

More  than  200  members  and  guests  of  the  donor 
organization  attended,  according  to  R.  C.  “Bucky” 
Waters,  assistant  to  the  vice  president  for  health  af- 
fairs and  executive  director  of  the  Davison  Club. 

Activities  began  with  a reception  October  19  at  the 
home  of  Dr.  and  Mrs.  William  G.  Anlyan.  Saturday’s 
schedule  included  the  annual  business  meeting,  a tail- 
gate luncheon  with  members  of  the  Duke  Law  Alumni 
Association,  the  Duke  vs.  Clemson  University  foot- 
ball game  and  a dinner  in  the  Searle  Center  for  Con- 
tinuing Education  in  the  Health  Sciences. 

* * * 

About  100  physicians  from  across  the  nation  with 
special  ties  to  Duke  visited  the  medical  center  October 


19-20  to  review  scientific  advances  in  obstetrics  and 
gynecology  and  to  exchange  ideas  on  the  practice  of 
their  speciality. 

The  scientific  program  of  the  29th  annual  meeting  of 
the  bayard  Carter  Society  of  Obstetricians  and 
Gynecologists  was  held  in  the  hospital  amphitheater. 

The  organization  was  formed  in  1951  in  honor  of  the 
late  Dr.  Bayard  Carter,  who  founded  the  Department 
of  Obstetrics  and  Gynecology  in  1931  and  served  as  its 
chairman  until  1964. 

* * * 

Roland  R.  Wilkins,  former  assistant  dean  for  de- 
velopment at  the  School  of  Law,  has  been  named 
planned  giving  officer  at  the  medical  center,  according 
to  John  S.  Thomas,  director  of  the  Medical  Center 
Development  Office. 

Wilkins  will  be  responsible  for  securing  major  fi- 
nancial gifts  to  the  School  of  Medicine  and  for  ad- 
ministering the  medical  center’s  estate  planning  pro- 
gram. He  also  will  be  working  with  medical  alumni  to 
encourage  bequests  and  establishment  of  life  income 
trusts. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 

SCHOOL  OF  MEDICINE 


An  ambulance  designed  especially  for  the  transport 
of  infants  will  greatly  enhance  the  chance  of  survival 
for  critically  ill  newborns  in  eastern  North  Carolina, 
according  to  Dr.  Arthur  E.  Kopelman,  associate  pro- 
fessor of  pediatrics. 

The  Eastern  Carolina  Regional  Newborn  Transport 
ambulance  is  an  extension  of  the  neonatal  intensive 
care  unit  at  Pitt  County  Memorial  Hospital.  It  will  act 
as  a mini,  self-contained  intensive  care  unit  for  infants 
who  must  be  transferred  to  the  regional  center  for 
specialized  care. 

The  ambulance  is  equipped  with  a Cavitron  trans- 
port incubator  and  special  medications  and  support 
equipment.  Kopelman,  director  of  the  neonatal  unit, 
says  the  goal  is  to  staff  the  vehicle  with  a health  care 
team  specially  trained  in  assessing  sick  newborns. 

The  ambulance  eventually  will  serve  29  counties  in 
the  region.  The  service  is  supported  with  funds  pro- 
vided by  the  state  perinatal  program  under  the  De- 
partment of  Human  Resources. 

* * * 

Third-year  medical  students  are  rotating  through  a 
program  in  the  study  of  family  medicine  that  carries 
them  into  the  offices  of  community  physicians 
throughout  eastern  North  Carolina  and  exposes  them 
to  the  real-life  world  of  the  family  doctor. 

Students  are  reporting  that  it’s  the  most  positive 
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experience  they  have  had  in  medical  school,  accord- 
ing^ Dr.  James  G.  Jones,  chairman  of  the  Depart- 
ment of  Family  Practice.  And  he  said  the  special 
clerkship  shows  the  students  that  family  medicine  is 
equal  in  importance  to  the  other  clinical  specialties. 

Community  physicians  participating  in  the  program 
include  Drs.  Robert  Shackelford,  Hervy  Kornegay, 
Robert  Meyer  and  Ellen  Brubeck  from  Mount  Olive; 
Drs.  Seneca  Ferry  and  Ted  Best  from  Sea  Level;  Drs. 
Henry  Gerock  and  Thomas  Kitchen  from  Jackson- 
ville; Dr.  Joseph  Overby  from  New  Bern;  Drs. 
Thomas  Patterson  and  M.  Dan  Heizerfrom  Farmville; 
Dr.  Charles  Davidson  from  Nags  Head;  Dr.  Richard 
Hardin  from  Edenton;  Drs.  Dale  Newton  and  Peter 
Temple  from  Tarboro;  Drs.  Christopher  Bremer  and 
Joseph  Agsten  from  Kinston;  and  Drs.  Elliot  Dixon 
and  James  Galloway  from  Ayden. 

* * * 

A unique  program  sponsored  by  the  School  of 
Medicine  could  be  the  First  step  in  establishing  uni- 
form procedures  for  emergency  medical  service  in 
eastern  North  Carolina. 

The  Advanced  Life  Support  Program  is  a first  in  the 
state  and  is  designed  to  upgrade  emergency  medical 
care  in  the  29  eastern  counties.  The  medical  school 
coordinates  the  program  and  provides  instructors, 
mainly  faculty  and  community  physicians  who  have 
particular  expertise  in  emergency  treatment.  Dr. 
Charles  Rob,  professor  of  surgery,  serves  as  medical 
director. 


A rescue  squad  must  meet  several  requirements  to 
be  eligible  for  the  program,  which  is  tailored  to  the 
individual  needs  of  the  squad  members. 

Dr.  G.  Earl  Trevathan,  who  has  been  in  private 
practice  in  Greenville  for  the  last  25  years,  has  been 
appointed  professor  of  pediatrics.  He  opened  his  First 
office  in  1954  and  in  1960  started  a group  practice, 
Greenville  Pediatric  Services.  He  has  a special  inter- 
est in  pediatric  neurology. 

A native  of  Pitt  County,  Trevathan  has  been  active 
in  many  Greenville  civic  organizations.  He  also  has 
served  as  chief  of  staff  at  Pitt  County  Memorial  Hos- 
pital and  chairman  of  the  Mid-East  Comprehensive 
Health  Planning  Committee.  He  currently  is  a member 
of  the  N.C.  Commission  on  Health  Services. 

Trevathan  received  his  undergraduate  degree  from 
the  University  of  North  Carolina-Chapel  Hill  and  his 
M.D.  from  the  University  of  Colorado. 

* * * 

Dr.  Judith  M.  Thomas  has  been  named  associate 
professor  of  surgery  and  microbiology.  Her  primary 
area  of  research  is  transplantation  immunology.  The 
results  of  her  research  have  been  widely  published  in 
professional  journals. 

Thomas  formerly  was  assistant  director  of  the 
Tissue  Typing  Laboratory  and  director  of  the  Anti- 
lymphocyte Globulin  Laboratory  at  the  Medical  Col- 
lege of  Virginia,  where  she  also  held  a faculty  ap- 
pointment in  surgery  and  microbiology. 

She  received  an  undergraduate  degree  from  Man- 
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hattanville  College,  Purchase,  N.Y.,  and  a M.S.  and 
Ph.D.  from  New  York  University.  She  completed  a 
fellowship  in  biology  at  New  York  University  and  was 
a post-doctoral  research  fellow  in  transplantation  at 
the  Medical  College  of  Virginia. 

Her  current  work  on  graft  rejection  is  supported  by 
two  grants  from  the  National  Institutes  of  Health. 

Dr.  John  C.  Moskop  has  been  appointed  assistant 
professor  of  pediatrics  and  humanities.  His  special 
areas  of  interest  include  the  philosophy  of  medicine, 
ethics  and  bioethics. 

Prior  to  joining  ECU,  Moskop  was  assistant  profes- 
sor of  humanities  at  the  University  of  Calgary, 
Canada. 

An  editorial  assistant  for  the  Encyclopedia  of 
Bioethics,  he  has  published  articles  on  the  ethical 
aspects  of  euthanasia  and  suicide.  He  has  developed 
seminars  for  medical  practitioners  sponsored  by  the 
National  Endowment  for  the  Humanities  and  served 
as  research  associate  at  Georgetown  University  and 
the  University  of  Texas  Medical  Branch  at  Galveston. 

Moskop  received  his  undergraduate  degree  from 
the  University  of  Notre  Dame  and  his  Ph.D.  from  the 
University  of  Texas  at  Austin. 

* * * 

A microbiologist  at  the  School  of  Medicine  is  using 
scorpion  venom  to  study  the  mechanism  responsible 
for  the  development  of  pancreatitis,  an  inflammation 
of  the  pancreas  that  causes  excruciating  abdominal 
pain  and  is  fatal  in  some  cases. 

Dr.  Paul  Fletcher,  a specialist  in  protein  chemistry, 
is  conducting  research  on  the  venom's  effects  on 
guinea  pigs  to  learn  more  about  how  it  affects  the 
release  of  digestive  enzymes  believed  to  cause  the 
disease.  The  three-year  project  is  funded  by  a 
$180,000  grant  from  the  National  Institutes  of  Health. 

Fletcher  says  the  type  of  venom  under  investigation 
is  known  to  cause  the  immediate  development  of  pan- 
creatitis. He  added  that  the  venom  is  found  only  in  a 
particular  species  of  scorpion  in  Trinidad,  Venezuela 
and  Brazil. 

The  project  is  a collaborative  effort  with  Dr.  Louri- 
val  Possani,  professor  of  biochemistry  at  the  Univer- 
sity of  Mexico.  Fletcherand  Possani  recently  returned 
from  a trip  to  Brazil  and  Trinidad  where  they  collected 
the  venom  needed  for  the  project. 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dr.C.  James  Walton  Jr.  of  Lenoir  has  been  installed 
as  the  33rd  president  of  the  Bowman  Gray  Medical 
Alumni  Association.  He  succeeds  Dr.  Robert  C.  Pope 
of  Wilson. 


The  installation  came  during  the  association’s  an- 
nual Alumni  Weekend. 

Dr.  Murphy  F.  Townsend  Jr.  of  Greensboro  was 
elected  president-elect  of  the  association  and  Miss 
Katherine  Davis,  assistant  to  the  director  of  the  Bow- 
man Gray/Baptist  Hospital  Medical  Center,  was  re- 
elected the  association’s  secretary. 

Elected  to  seats  on  the  association’s  Alumni  Coun- 
cil were  Dr.  James  E.  Best  Jr.  of  Greensboro;  Dr. 
Thomas  R.  Blackburn  of  Shelby;  Dr.  L.  R.  Doffer- 
myre  of  Dunn;  Dr.  Paul  L.  Horn  of  New  Albany, 
Miss.;  Dr.  William  B.  Owen  Jr.  of  Waynesville;  and 
Dr.  Earl  W.  Parker  of  Raleigh. 

Receiving  awards  as  Distinguished  Alumni  Lectur- 
ers were  Dr.  Donald  M.  Hayes,  professor  and  chair- 
man of  the  Department  of  Community  Medicine  at  the 
University  of  Texas  Health  Sciences  Center  at  Hous- 
ton; and  Dr.  Henry  S.  Miller,  professor  of  medicine 
(cardiology)  at  Bowman  Gray. 

A Distinguished  Service  Award  was  presented  to 
Dr.  Manson  Meads,  vice  president  of  health  affairs  for 
Wake  Forest  University  and  Director  of  the  Medical 
Center,  for  more  than  three  decades  of  service  to  the 
medical  center. 

A Special  Recognition  Award  was  presented  to  Dr. 
Pope. 

* * * 

The  Oncology  Research  Center  at  the  Bowman 

Gray  School  of  Medicine  was  the  focus  of  a five-part 
report  on  cancer,  presented  in  November  by  WXII 
Television,  the  NBC  affiliate  in  Winston-Salem. 

* * * 

A surgical  team  from  Bowman  Gray  was  in 

Leogane,  Haiti,  recently  at  the  invitation  of  the  North 
Carolina  Diocese  of  the  Episcopal  Church  and  the 
Diocese  of  Haiti. 

The  team  was  led  by  Dr.  Mike  McWhorter,  assis- 
tant professor  of  neurosurgery. 

Team  members,  including  residents  in  surgery,  a 
nurse  anesthetist  and  a surgical  nurse,  received  train- 
ing and  provided  health  care  at  the  Holy  Cross  Hos- 
pital in  Leogane.  The  team  completed  five  to  eight 
major  surgical  procedures  each  day  of  the  week-long 
trip. 

* * * 

Though  Debbie  Jernigan  does  not  hold  the  record 
for  the  most  number  of  joint  replacements  at  the 
Bowman  Gray/Baptist  Hospital  Medical  Center,  few 
patients  at  the  center  were  as  severely  disabled  as 
Debbie. 

And  because  of  the  six  replacements  she  has  re- 
ceived, the  most  recent  being  in  November,  she  now 
declares  that  “life  is  great.’’ 

Debbie,  who  lives  in  Goldsboro,  was  found  to  have 
juvenile  rheumatoid  arthritis  when  she  was  18.  She 
came  to  the  medical  center  at  age  21  for  her  first  joint 
replacement,  a hip  replacement. 

Now,  at  age  26,  both  hip  joints  have  been  replaced. 
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as  have  her  knee  joints  and  both  shoulder  joints.  Both 
of  her  ankles  have  been  fused  and  medical  center 
physicians  have  fused  the  joints  of  two  fingers  on  one 
hand  and  the  joints  of  three  fingers  on  the  other  hand. 

She  is  considered  a candidate  for  elbow  joint  re- 
placement by  her  orthopedic  surgeon. 

In  the  years  since  first  coming  to  the  medical  center, 
Debbie  has  moved  from  the  status  of  being  totally 
disabled  and  confined  to  either  a bed  or  wheelchair  to 
being  able  to  walk.  Now  she  can  entertain  thoughts  of 
living  some  semblance  of  a normal  life. 

* * * 

Dr.  Vardaman  M.  Buckalew  Jr.,  professor  of  medi- 
cine and  physiology  at  Bowman  Gray,  has  been  ap- 
pointed to  the  Medical  and  Community  Program 
Committee  of  the  North  Carolina  Heart  Association 
Inc. 

* * * 

Harriett  W.  Faulkner,  director  of  Bowman  Gray’s 
Office  of  Minority  Affairs,  has  received  a certificate 
from  the  North  Carolina  Conference  on  Black  Studies 
for  “outstanding  leadership,  service  and  dedication  in 
the  struggle  for  the  survival  and  liberation  of  black 
people.” 

* * * 

Kate  B.  Garner,  instructor  in  human  development, 
has  been  elected  to  a three-year  term  on  the  Board  of 
Directors  of  the  Human  Betterment  League  of  North 
Carolina. 

* * * 

Dr.  Clara  M.  Heise,  assistant  professor  of  radiol- 
ogy, has  been  appointed  to  the  editorial  advisory 
board  of  the  “Ligand  Review,”  a new  journal  on 
clinical  radioassay. 

* * * 

Dr.  Howard  D.  Homesley,  associate  professor  of 
obstetrics  and  gynecology,  has  been  elected  president 
of  the  Society  of  Memorial  Gynecologic  Oncologists 
for  the  1979-80  term. 


Dr.  Julian  F.  Keith,  professor  and  chairman  of  the 
Department  of  Family  and  Community  Medicine,  has 
been  elected  to  the  Board  of  Directors  of  Hospice  of 
Winston-Salem/Forsyth  County  Inc. 

* * * 

Dr.  Frederick  W.  Kremkau,  research  assistant 
professor  of  medicine,  has  been  elected  to  a three-year 
term  on  the  Board  of  Governors  of  the  American 
Institute  of  Ultrasound  in  Medicine  and  was  appointed 
chairman  of  the  institute's  Ethics  Committee.  He  also 
has  been  appointed  to  the  Editorial  Board  of  the  Jour- 
nal of  Clinical  Ultrasound. 

* * * 

Dr.  J.  M.  McWhorter,  assistant  professor  of 
neurosurgery,  has  been  appointed  chairman  of  the 
Subcommittee  on  Education  Allied  Health  of  the  Joint 
Committee  on  Education  of  the  American  Association 
of  Neurological  Surgeons  and  the  Congress  of 
Neurological  Surgeons. 

* * * 

Dr.  Robert  A.  Turner  Jr.,  associate  professor  of 
medicine,  has  been  appointed  to  the  new  North  Caro- 
lina Arthritis  Program  Committee  of  the  North  Caro- 
lina Department  of  Human  Resources. 

* * * 

Dr.  John  R.  Ureda,  instructor  in  community  medi- 
cine, has  received  the  1979  Beryl  J.  Roberts  Memorial 
Award  for  Research  in  Health  Education  for  his  paper 
on  “The  Effect  of  Enhanced  Commitment  on  Motiva- 
tion and  Weight  Loss  in  a Weight  Control  Program.” 

* * * 

Dr.  Richard  L.  Witcofski,  professor  of  radiology, 
has  been  appointed  a member  of  the  Biological  Effects 
Committee  of  the  American  Association  of  Physicists 
in  Medicine. 
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The  Carter  Administration’s  two-and-a-half  year 
effort  to  thwart  hospital  spending  growth  has  been 
rejected  by  the  House  of  Representatives.  The  vote 
against  the  Administration  and  for  a substitute  bill 
without  hospital  cost  controls  was  234  to  166,  a rather 
shattering  defeat. 

The  outcome  was  a striking  success  for  health  pro- 
vider groups  that  waged  a vigorous  campaign  against 
the  institution  of  federal  controls  to  limit  hospital  ex- 
penditures. Leading  the  campaign  were  the  American 
Medical  Association,  the  American  Hospital  Associ- 
ation and  the  Federation  of  American  Hospitals,  the 
principal  groups  that  form  the  Voluntary  Effort  (VE) 
to  restrain  hospital  spending. 

Congress  was  assured  by  the  VE  leaders  after  the 
vote  that  the  VE  program  would  continue  unabated. 
“We  renew  our  pledge  to  the  American  people  and 
President  Carter  to  fight  inflation  with  every  resource 
at  our  command,”  said  James  H.  Sammons,  M.D., 
AMA  Executive  Vice  President. 

Dr.  Sammons  applauded  Congress  “for  its  support 
of  the  demonstrated  ability  of  the  private  sector  to 
control  hospital  costs  voluntarily.  We  assure  Con- 
gress that  its  confidence  in  the  private  sector  has  not 
been  misplaced,”  Dr.  Sammons  said. 

“We  are  very  grateful  for  this  rejection  of  rationing 
and  regulation,”  said  Michael  Bromberg,  Executive 
Director  of  the  FAH.  “But  the  issue  will  not  go  away. 
We  must  make  the  VE  continue  to  work.” 

Alex  McMahon,  President  of  the  American  Hospi- 
tal Association,  said  the  House  action  represented  an 
endorsement  of  the  Voluntary  Effort.  The  Adminis- 
tration bill  would  have  “adversely  influenced  patient 
care  and  created  a costly  addition  to  the  federal 
bureaucracy,”  said  McMahon. 

President  Carter  indicated  through  press  secretary 
Jody  Powell  that  the  issue  is  still  around.  There  was 
White  House  talk  of  reviving  the  measure  in  the  Sen- 
ate. However,  the  68-vote  margin  of  defeat  in  the 
House  was  far  too  large  to  raise  any  serious  Adminis- 
tration hope  of  moving  a control  bill  through  the  pres- 
ent session  of  Congress. 

The  bill  approved  by  the  House,  tagged  as  the 
Gephardt  Amendment  after  Rep.  Richard  Gephardt 
(D-Mo.),  establishes  a Commission  on  Hospital  Costs 
to  report  to  the  President  on  success  of  the  Voluntary 
Effort,  on  further  measures  that  might  be  needed  to 
restrain  costs,  and  on  long-range  strategies  on  the 
supply  of  and  demand  for  health  care  services.  It  also 


provides  for  federal  support  of  voluntary  state  hospi- 
tal cost  control  programs,  and  the  encouragement  of 
philanthropic  support  for  hospitals. 

The  defeated  measure  would  have  imposed  federal 
expenditure  controls  if  the  VE  failed  to  keep  hospital 
expenditures  increases  below  1 1 .6%  a year.  More 
than  half  the  nation's  hospitals,  including  all  rural 
hospitals,  would  have  been  exempt.  Wage  increases 
for  non-supervisory  workers  would  have  been  taken 
from  the  cost  equation.  So  many  exceptions  were 
made  in  efforts  to  win  votes  that  the  measure  was 
viewed  by  many  lawmakers  as  a farce. 

The  defeat  for  President  Carter  illustrates  one  of  his 
major  problems  — - getting  Congress  to  approve  his 
legislative  program.  He  had  made  the  hospital  bill  the 
bellwether  of  his  anti-inflation  program  and  had  in- 
sisted that  its  passage  was  an  absolute  necessity  be- 
fore serious  consideration  could  be  given  to  national 
health  insurance. 

Carter  and  ex-Health,  Education  and  Welfare  Sec- 
retary Joseph  Califano  had  berated  hospitals  for  more 
than  two  years,  accusing  them  of  being  “fat  and  ineffi- 
cient” and  of  conducting  an  intense  lobbying  cam- 
paign against  the  public  interest. 

The  House  vote  was  preceded  by  several  hours  of 
keen  debate.  After  the  Gephardt  Amendment  won  the 
day,  the  House  was  faced  with  the  question  of  ap- 
proving the  amendment  or  nothing.  The  final  vote  on 
passage  was  321  to  75. 

House  Democratic  leaders  seemed  baffled  by  the 
Administration’s  strategy  on  the  measure.  They  had 
warned  the  President  and  his  aides  that  their  nose 
counts  showed  that  the  Administration’s  bill  for 
standby  federal  controls  didn’t  have  the  requisite  sup- 
port in  the  House.  Despite  their  warnings,  the  Presi- 
dent sent  word  to  schedule  a vote,  apparently  choos- 
ing to  believe  more  optimistic  predictions  from  his 
legislative  aides. 

The  House  Rules  Committee  had  delayed  the  vote 
fora  week  after  opponents  of  the  bill  on  the  committee 
showed  surprising  strength  by  refusing  to  accept  the 
desires  of  Administration  forces  for  a parliamentary 
procedure  that  might  have  picked  up  additional  votes. 

Unable  to  secure  a ruling  that  would  have  made  a 
vote  on  the  Gephardt  Amendment  contingent  on  a 
vote  to  recommit,  thus  making  the  bill’s  opponents 
vulnerable  to  political  charges  they  were  against  doing 
anything  about  the  hospital  cost  situation.  Rules 
Committee  Chairman  Richard  Bolling  (D-Mo)  reluc- 
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tantly  acceded  to  President  Carter’s  wishes  and  sent 
the  bill  to  the  floor.  The  “Rule”  granted  a separate 
vote  on  the  Gephardt  Amendment. 

House  Speaker  Thomas  O'Neill  (D-Mass.),  an  Ad- 
ministration supporter,  told  reporters  before  the  vote 
that  the  Administration  would  lose  by  an  “over- 
whelming” margin.  (He  later  spoke  in  favor  of  the 
measure.)  Rules  Chairman  Bolling  made  it  explicit  at 
the  Rules  Committee  hearing  that  he  was  clearing  the 
bill  only  at  the  behest  of  the  Administration. 

The  chief  thrust  of  opponents  during  debate  was 
that  the  Administration  measure  threatened  to  impose 
more  red  tape  on  hospitals  so  that  higher  regulatory 
costs,  (a  proponent  of  the  bill  calculated  the  cost  of  the 
program  at  $25  million)  could  hardly  be  avoided. 

Scores  of  lawmakers  attacked  the  Administration 
plan.  Many  had  opposed  the  plan  in  House  Ways  and 
Means  and  House  Commerce  Health  subcommittees. 
Rep.  Gephardt  emphasized  that  the  main  point  of  his 
bill  was  “to  keep  us  on  the  voluntary  path  rather  than 
going  down  the  mandatory  path.”  Hospital  costs  for 
the  first  seven  months  of  this  year  have  risen  less  than 
the  general  rate  of  inflation,  he  noted. 

Another  outspoken  foe  of  the  Administration  bill. 
Rep.  Phil  Gramm  (D-Tex.),  noted  that  30  state  offi- 
cials are  regulating  30  hospitals  in  Connecticut.  If  that 
ratio  is  applied  to  the  nation,  there  would  be  25,000 
federal  bureaucrats  controlling  hospital  expenditures, 
he  said. 

Rep.  David  Satterfield  (D-Va)  repeated  one  of  the 
principal  concerns  of  the  medical  and  health  profes- 
sions— that  the  Administration  plan  was  “a  decisive 
step  toward  a federalized  health  care  delivery  sys- 
tem.” 

Enactment  would  push  the  American  system  in  the 
direction  of  the  British  system  in  which  “the  lack  of 
access  to  needed  care  has  now  become  so  acute  that  a 
major  British  union  recently  insisted  upon  supple- 
mentary private  health  insurance  for  its  members,”  he 
told  the  House. 

Rep.  James  Broyhill  (R-N.C.)  said  that  even  if  the 
optimistic  predictions  of  savings  under  the  Adminis- 
tration's controls  were  correct,  the  impact  on  overall 
inflation  through  the  Consumer  Index  would  be  only 
one-tenth  of  one  percent  in  1981 . The  Voluntary  Effort 
is  working,  the  Congressman  declared.  He  said  that 
the  success  of  the  North  Carolina  Voluntary  Effort 
plan  “demonstrated  that  this  serious  problem  can  be 
addressed  without  government  intervention.” 

Rep.  Robert  Michel  (R-Ill.)  said  that  if  the  cost 
control  bill  were  implemented  there  soon  would  be 
news  stories  about  patients  who  could  not  get  proper 
treatment  or  who  were  denied  entrance  to  hospitals. 
“There  is  risk  in  this  bill  and  the  risk  could  be  deadly,” 
he  warned  the  House. 

“I  believe  that  this  bill  (Administration)  has  more  to 
do  with  politics  than  with  regulation,”  said  Rep.  Bill 
Alexander  (D-Ark.).  “I  believe  that  it  would  add  to 
inflation  through  another  layer  of  bureaucracy.” 

Rep.  Willis  Gradison  (R-Ohio)  said  the  Administra- 
tion plan  penalized  efficient  hospitals  and  promoted 


“survival  of  the  fattest.”  If  the  plan  had  been  in  effect 
in  the  past  much  of  the  life-saving  technology  and 
services  of  hospitals  would  have  been  stilled,  he  said. 

Rep.  Henry  Waxman  (D-Cal.),  Chairman  of  the 
Commerce  Health  subcommittee,  was  a leader  in  the 
battle  for  the  Administration  bill.  He  told  the  House 
that  the  moderation  in  hospital  costs  was  a result  of 
the  threat  of  price  controls.  There  is  no  assurance  the 
Voluntary  Effort  will  be  able  to  continue  its  success, 
he  said.  The  Carter  plan  “is  our  chance  to  say  to  the 
American  people  we  are  willing  to  act  to  hold  down  the 
skyrocketing  health  care  costs  facing  you,”  he  said. 
* * * 

The  AMA  has  filed  an  appeal  of  the  Federal  Trade 
Commission's  ruling  of  October  12,  1979,  that  the 
AMA  Principles  of  Medical  Ethics  unlawfully  re- 
stricts physician  advertising. 

The  AMA's  petition  to  the  U.S.  Court  of  Appeals 
for  the  Second  Circuit,  in  New  York  City,  contends 
that  the  order  unlawfully  interferes  with  the  rights  of 
medical  societies,  prohibiting  them  from  disciplining 
members  for  overcharging  patients,  for  example.  The 
order  would,  furthermore,  unduly  restrict  the  ability 
of  the  AMA  and  other  medical  societies  to  curb  false 
and  deceptive  promotional  practices  by  physicians. 

The  AMA's  appeal  contends  that  the  final  order 
went  beyond  the  jurisdiction  of  the  FTC  and  ignored 
the  Association’s  efforts  to  “comply  with  evolving 
legal  and  social  standards,”  concerning  advertising  by 
physicians. 

The  FTC  in  its  order  did  concede  that  the  AMA  has 
a “unique  and  valuable”  role  to  play  in  curbing  false 
and  misleading  advertising. 

The  October  12  decision,  which  was  made  public 
October  24,  revised  an  administrative  law  judge’s 
November,  1978,  ruling  that  would  have  barred  the 
AMA  from  any  regulation  of  advertising  for  two  years 
and  that  would  have  required  FTC  approval  for  sub- 
sequent guidelines. 

* * * 

Blue  Cross-Blue  Shield  challenged  a Federal  Trade 
Commission  staff  study  contending  that  physician  in- 
fluence over  Blue  Shield  plans  is  “associated  with 
significantly  higher  fees.” 

Blues  President  Walter  McNerney  said  the  FTC 
Bureau  of  Economics’  methodology  and  results  “are 
not  supportable”  and  are  “directly  contrary”  to  the 
results  of  a Blue  Shield  analysis.  “Even  if  the  staff  s 
attempt  to  extrapolate  its  findings  rested  on  otherwise 
acceptable  methodology,  its  failure  to  take  account  of 
essential  characteristics  of  the  reimbursement  system 
which  it  analyzed  caused  the  staff  to  over-state  the 
possible  effects  of  physician  influence  on  Blue  Shield 
plans  and  total  health  care  costs,”  said  McNerney. 

The  FTC  report  said  “our  results  . . . indicate  that 
reimbursement  rates  are  16%  higher  where  a local 
medical  society  or  other  organized  group  of  physi- 
cians selects  hoard  members.  Furthermore,  if  physi- 
cians, regardless  of  the  method  of  their  selection. 
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comprise  50%  or  more  of  a Blue  Shield  board,  reim- 
bursement rates  are,  on  average,  10%  higher.” 

The  Report,  prepared  by  FTC  economists  David 
Kass  and  Paul  Pautler,  contains  a disclaimer  that  it 
“has  not  been  reviewed  by,  nor  does  it  necessarily 
reflect  the  views  of  the  Commission  or  any  of  its 
members.” 

Last  May,  FTC  Bureau  of  Competition  staff  called 
for  an  open  rule-making  proceeding  to  prohibit  physi- 
cian organizations  from  participating  in  the  control  of 
Blue  Shield  Plans  and  to  limit  for  five  years  individual 
physician  participation  to  no  more  than  25%  of  a 
plan’s  governing  body. 

* * * 

State-by-state  variations  in  Medicaid  coverage  have 
prompted  the  Administration  to  assign  high  priority  to 
upgrading  Medicaid  and  to  move  toward  making  ben- 
efits and  eligibility  uniform  across  the  nation.  Despite 
the  estimated  $20  billion  plus  cost  of  Medicaid  during 
the  past  fiscal  year,  serious  gaps  remain  in  financing 
health  care  services  for  the  poor.  One  result  has  been 
that  hospitals  and  physicians  are  providing  more  than 
$1  billion  a year  in  charity  care. 

The  Administration,  whose  Medicaid  reforms  are 
embodied  in  its  National  Health  Plan  (NHI),  has  in- 
sisted that  the  Medicaid  problem  be  recognized  by  the 
Senate  Finance  Committee  during  its  mark-up  of  a 
Catastrophic  National  Health  Insurance  bill.  Re- 
sponding to  the  plea,  the  Committee  has  tentatively 
approved  provisions  insuring  that  the  proposed  $3,500 
“deductible”  for  out-of-pocket  health  care  expenses 
be  lowered  depending  upon  income. 

Between  25%  and  35%  of  the  population  with  in- 
comes below  the  poverty  line  — some  nine  million 
people  — don't  qualify  for  Medicaid.  In  some  states 
more  than  70%  of  the  poor  are  not  covered.  The  dif- 
fering welfare  programs  in  the  states  and  the  need  for 
Medicaid  to  mesh  with  these  had  posed  a giant 
headache.  Federal  matching  Medicaid  funds  are  only 
furnished  for  coverage  of  people  who  fit  specific  wel- 
fare categories.  There  are  large  loopholes.  For  ex- 
ample, single  adults  and  childless  couples  who  are 
poor  cannot  receive  Medicaid  unless  they  are  disabled 
or  are  more  than  65  years  old. 

Income  cutoffs  for  Medicaid  eligibility  vary  greatly, 
from  less  than  $2,400  for  a family  of  four  in  some 
southern  states  to  $4,800  or  above  in  some  northern 
tier  states. 

A significant  problem  is  the  discouragement  to  pro- 
viders stemming  from  the  Medicaid  payment  rates 
which  average  20%  to  25%  lower  than  Medicare’s 
rate,  a bargain-basement  rate,  itself. 

* * * 

The  House  had  defeated  legislation  to  extend  cov- 
erage of  the  National  Labor  Relations  Act  to  include 
interns  and  residents.  The  medical  profession  was 
split  over  the  question  of  whether  residents  should 
have  the  right  to  form  labor  unions  under  federal  law. 
Opposing  the  measure  was  the  Association  of  Ameri- 


can Medical  Colleges  because  of  the  possible  impact 
on  hospitals  affiliated  with  medical  schools. 

Aprincipal  supporter  of  the  proposal  was  the  AMA, 
whose  House  of  Delegates  took  the  position  that  “the 
fact  interns  and  residents  are  . . . learning  . . . new 
skills  does  not  detract  from  their  legal  right  to  organize 
and  engage  in  collective  bargaining.  . . .” 

* * * 

Rep.  A1  Ullman  (D-Ore.),  Chairman  of  the  Ways 
and  Means  Committee,  has  introduced  in  legislative 
form  a new  tax  proposal  for  private  health  insurance. 
Ullman  is  the  first  lawmaker  to  propose  tightening  tax 
breaks  for  private  health  insurance  in  order  to  encour- 
age purchase  of  cheaper  insurance,  to  spur  Health 
Maintenance  Organizations  (HMOs),  and  to  make 
health  providers  and  consumers  in  general  more 
cost-conscious.  In  a House  speech,  Ullman  said  his 
bill  would  bring  in  $3  billion  more  in  federal  tax  rev- 
enues in  1984.  The  Ullman  Plan  is  expected  to  be  the 
subject  of  Ways  and  Means  hearings  next  year. 

Ullman  said  his  proposal  would  restructure  the 
financing  of  the  health  care  industry.  “It  encourages 
competition  within  the  health  industry  to  offer  more 
economic  policies,”  he  said.  “It  would  check  and 
stabilize  the  rising  proportion  of  the  GNP  spent  on 
health.  By  modest  estimates,  the  proposal  will  reduce 
health  care  spending  by  more  than  $3  billion  in  1984.” 

By  concentrating  on  the  health  coverage  package 
offered  consumers,  Ullman  said  his  bill  would  force 
“the  consumer,  the  doctor,  the  hospital,  and  the  in- 
surance company  to  consider  the  wide  range  of  health 
benefits  and  their  prices  — and  then  decide  exactly 
how  much  health  protection  a worker  wants  for  his 
dollar.” 

Ullman’s  legislation  would  limit  the  tax-free  portion 
of  the  employer  contribution  to  $120-a-month  for  a 
family,  and  somewhat  less  for  individuals.  Such  a 
limit,  he  said,  will  encourage  employees  to  look  for 
better  buys,  to  get  more  for  their  $120-a-month,  and  to 
examine  their  programs  more  carefully. 

Businesses  would  be  required  to  offer  a low-cost 
health  plan  with  consumer  cost-sharing  or  a HMO 
plan,  in  addition  to  the  traditional  full-benefit  policy. 

:fc  sjc  s{c 

Rep.  Daniel  Flood  (D-Pa),  long-time  head  of  the 
House  Appropriations  Subcommittee  on  Health  an- 
nounced he  will  leave  Congress  Jan.  31  because  of  his 
health.  The  76-year-old  Congressman  is  facing  a fed- 
eral retrial  on  bribery  charges.  Flood  has  contended 
the  wrong-doing  was  carried  out  by  an  aide,  already 
convicted,  and  that  he  is  innocent.  Flood  was  an  in- 
fluential lawmaker  in  the  health  field,  guiding  the  bil- 
lions of  dollars  for  health  programs  for  many  years.  He 
assumed  the  chairmanship  of  the  key  subcommittee  at 
atime  when  the  sharp  escalation  by  Congress  of  health 
appropriations  was  coming  to  a close.  In  general,  he 
voted  for  more  funds  for  the  Federal  Health  Budget 
than  the  Administration  requested,  but  less  than  the 
Senate  wanted. 
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Rep.  Tim  Lee  Carter  (R-NY),  an  expert  on  health 
legislation,  announced  he  will  retire  after  the  present 
session,  his  sixth  in  Congress.  The  physician- 
lawmaker  is  ranking  minority  member  on  the  House 
Commerce  Subcommittee  on  Health. 

Carter  for  many  years  teamed  with  former  Sub- 
committee Chairman  Paul  Rogers  (D-Fla.)  in  steering 
vital  health  measures  through  Congress.  A staunch 
ally  of  the  AM  A on  most  of  its  positions.  Carter  was 


successful  in  modifying  many  bills  before  Congress 
and  in  blocking  others.  At  the  same  time,  he  favored 
much  important  health  legislation  and  worked  for 
bipartisan  support. 

Shortly  after  announcing  his  retirement,  the  69- 
year-old  physician  spoke  on  the  House  floor  against 
the  Administration's  Hospital  Cost  Containment  Bill, 
declaring  it  would  force  many  hospitals  into  bank- 
aiptcy. 
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WILLIAM  THOMAS  RABY,  M.D. 

Dr.  William  Thomas  Raby  was  born  August  31, 
1917,  in  Tarboro.  He  attended  the  Citadel  in  Charles- 
ton, South  Carolina,  graduating  in  1938.  He  started  his 
medical  education  at  the  University  of  North  Carolina 
and  transferred  to  the  University  of  Maryland  where 
he  was  awarded  his  M.D.  degree  in  1942.  During 
World  War  II  he  served  in  the  Medical  Corps  and 
spent  some  time  in  France  as  an  active  combat  battal- 
ion surgeon.  After  the  war  he  returned  to  the  Univer- 
sity of  Maryland  Hospital  where  he  completed  his 
training  in  1949.  Dr.  Raby  moved  to  Charlotte  in  Au- 
gust, 1949,  and  started  his  practice  of  internal  medi- 
cine. Since  1949  he  had  been  a member  of  the  staffs  at 
Presbyterian,  Mercy  and  Charlotte  Memorial  Hospi- 
tals. At  Presbyterian  and  Mercy  he  served  a term  as 
chairman  of  the  Department  of  Internal  Medicine  and 
at  Presbyterian  he  served  as  chief  of  staff  for  one  year. 

Dr.  Raby  maintained  an  active  interest  in  organized 
medicine.  He  was  a member  of  the  AMA  and  the 
North  Carolina  Medical  Society  for  several  years, 
president  of  the  Mecklenburg  County  Medical  Society 
from  1969-1970,  and  president  of  the  North  Carolina 
Society  of  Internal  Medicine.  Dr.  Raby  was  also  very 
active  in  the  American  Society  of  Internal  Medicine, 
serving  as  a member  of  the  President’s  Council,  the 
Insurance  Council  and  Peer  Review  Council. 

In  1976,  as  there  developed  a crisis  in  medical  liabil- 
ity insurance  for  the  physicians  of  North  Carolina,  the 
Medical  Liability  Insurance  Company  of  North  Caro- 
lina was  organized.  From  its  inception.  Dr.  Raby 
served  as  a director  and  remained  so  until  his  death. 
He  served  as  chairman  and  member  of  the  Rating  and 
Underwriting  Committee.  He  gave  many  long  and 
often  exhausting  hours  to  this  organization. 

Whatever  Dr.  Raby  did,  he  always  gave  his  most. 
He  vigorously  pursued  the  hobbies  of  hunting  and 
fishing  and  strongly  believed  that  whatever  was  killed 
should  be  used  for  food.  He  was  an  avid  reader  and 
often  spoke  of  himself  as  a “readoholic”. 

Dr.  Raby  was  concerned  about  the  welfare  of  all  of 
his  patients,  to  whom  he  gave  many  hours  of  extra 
time.  He  was  a skillful  practioner  of  the  science  of 
medicine  but  never  neglected  the  art  of  medicine, 
especially  at  those  points  where  the  methods  of  sci- 
ence had  been  exhausted.  His  patients  were  his 
friends  and  they  realized  they  could  depend  upon  him. 
In  addition,  he  was  respected  by  his  colleagues  and 
associates  and  his  sound  honest  advice  was  often 


sought.  There  was  never  any  doubt  as  to  where  he 
stood  and  he  never  shirked  from  voicing  a minority 
opinion  whenever  he  thought  it  necessary. 

Dr.  Raby’s  guiding  interests  in  life  were  the  practice 
of  medicine,  his  church  and  his  family.  He  was  an 
active  member  of  the  Myers  Park  Baptist  Church  and 
served  actively  on  the  Board  of  Deacons.  He  was  a 
loving  and  devoted  husband  and  father  to  his  wife 
Elizabeth,  and  his  three  children,  William,  Jr., 
Elizabeth  and  James.  His  passing  has  left  a void  in  the 
lives  of  his  many  friends,  patients  and  colleagues. 

MECKLENBURG  COUNTY 
MEDICAL  SOCIETY 


RALPH  C.  REID,  M.D. 

Long  before  the  environs  of  Charlotte  infringed 
upon  the  boundaries  of  Pineville,  Dr.  Ralph  C.  Reid 
opened  his  office  there  and  fulfilled  a large  medical 
void  in  that  community.  To  qualify  for  that  large  re- 
sponsibility, he  had  prepared  himself  well.  He  was  a 
graduate  of  the  University  of  North  Carolina,  had 
taught  school,  had  graduated  from  Columbia  Univer- 
sity Medical  School,  and  had  served  as  an  intern  at 
Bellevue  and  City  Hospital  of  New  York  and  as  a 
resident  at  Charlotte  Memorial  Hospital. 

His  practice  was  large  and  successful,  and  yet, 
during  his  busy  years,  he  found  time  to  be  a Mason  and 
Shriner,  to  belong  to  the  Lions  Club,  to  be  a ruling 
elder  in  his  church,  a president  of  the  South  Mecklen- 
burg P.T.A.,  a board  member  of  a bank  and  to  rear  a 
large  family. 

And  now,  Ralph  Reid  is  in  his  grave.  After  a busy 
and  rewarding  life  he  sleeps  well. 

MECKLENBURG  COUNTY 
MEDICAL  SOCIETY 


EWEN  KENNETH  McLEAN,  M.D. 

Dr.  Ewen  Kenneth  McLean  was  born  May  24,  1892, 
in  Isle  of  Skye,  Invernessshire,  Scotland,  the  son  of 
Reverend  John  MacLean  (a  Presbyterian  minister) 
and  Barbara  Arnot  Cruickshanks  MacLean.  He  was 
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educated  at  the  Daniel  Stewart  Private  School  in  Edin- 
burgh, Scotland,  before  emigrating  to  the  United 
States  at  age  17.  After  arriving  in  the  United  States  he 
farmed  for  several  years  and  then  entered  pre-medical 
school  at  the  University  of  North  Carolina.  He  gradu- 
ated from  the  University  of  Texas  School  of  Medicine 
in  1919  and  completed  his  internship  at  John  Sealy 
Hospital,  Galveston,  Texas.  He  completed  his  resi- 
dency at  Willard  Parker  Hospital,  New  York  City,  in 
1921,  and  Children’s  Hospital,  Washington,  in  1922, 
and  then  practiced  medicine  in  Thomasville,  Georgia, 
from  1922-1925,  where  in  1924  he  married  the  former 
Carmen  Evans. 

After  moving  to  Charlotte  and  opening  his  practice, 
he  helped  start  the  outpatient  clinic  at  Memorial  Hos- 
pital and  was  one  of  the  first  pediatricians  on  the  staff. 
He  was  one  of  the  founders  of  the  North  Carolina 
Pediatric  Society  and  a former  treasurer  of  that  or- 
ganization. He  was  one  of  the  founders  and  a past 
president  of  the  Charlotte  Pediatric  Society;  a vice- 
president  of  the  Mecklenburg  County  Medical  Soci- 
ety; a member  of  the  North  Carolina  Medical  Society 
and  its  “The  Fifty  Year  Club,”  and  the  American 
Medical  Association.  While  in  active  practice  he  was 
on  the  staff  of  Presbyterian  Hospital  and  Mercy  Hos- 
pital and  was  president  of  the  Mercy  Hospital  staff. 

Dr.  McLean  was  a member  of  Nu  Sigma  Nu  Frater- 
nity, a member  and  former  officer  of  the  Robert  Burns 


Society,  a former  member  of  the  Charlotte  Rotary 
Club  and  a member  of  the  Saint  Andrews  Society.  He 
was  a member  and  former  deacon  of  Myers  Park  Pres- 
byterian Church  and  a Veteran  of  World  War  I. 

Dr.  McLean  was  not  only  a good  doctor;  he  was  a 
friend  and  counselor;  he  was  patient  and  understand- 
ing; he  was  everything  that  a good  doctor  should  be. 
His  patients  were  not  numbers  — they  were  people. 
After  examining  a patient  he  would  sit  down  and  talk 
with  the  parents  about  their  children  and  explain  what 
was  wrong.  Dr.  McLean  represented  strength,  corn- 
foil  and  security  to  many  hundreds  of  parents.  He  had 
a voracious  appetite  for  reading  and  since  he  didn't 
require  a lot  of  sleep,  he  could  read  very  late  and  get  up 
alert  and  eager  to  go  to  work. 

In  1969  his  partners,  Drs.  Malcolm  McLean,  his 
son,  and  John  C.  Council,  Jr.,  honoring  his  many 
years  of  treating  children,  named  the  group  McLean 
Pediatric  Clinic.  In  1972  Dr.  Fred  Culpepper  joined 
the  practice.  Dr.  McLean  continued  in  practice  until 
1975  when  his  health  required  him  to  limit  his  ac- 
tivities. He  retired  from  practice  after  53  years.  He 
died  May  21 , 1979. 

He  is  survived  by  his  wife.  Carmen;  his  son,  Mal- 
colm; a daughter,  Mrs.  Rose  Lockhart  of  Charlotte; 
and  a sister,  Mrs.  Barbara  Williamson  of  Charlotte. 
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CARDIOLOGIST  — INTERNIST  31,  ABIM  certified  University 
trained  in  Invasive  and  Noninvasive  Cardiology,  seeks  solo  or  as- 
sociateship,  available  July,  1980.  Contact  George  B.  Ghanem, 
M.D.,  39030  Pinebrook,  Sterling  Heights,  MI  48078,  Phone:  (313) 
979-2848. 

FMG  Board  Eligible  Pediatrician  seeks  practice  opportunity  July 
1980.  University  trained.  Group  solo  institution  government  con- 
sidered. Write:  37  Judson  Street  #10B,  Edison,  New  Jersey  08817. 

EXCELLENT  OPPORTUNITY  IN  PRIVATE  PRACTICE  for  pri- 
mary care  MDs  in  beautiful  Danville,  Virginia:  annual  guaranteed 
income  of  $40,000;  office  space  available;  other  aspects  of  position 
negotiable.  Contact  Hunter  Grumbles,  Administrator,  The  Memo- 
rial Hospital,  Danville,  Virginia  (804)  799-3700. 

INTERNIST  needed  to  assume  busy  solo  practice  in  Professional 
Building  in  Winston-Salem,  N.C.,  because  of  recent  death.  Will  sell 
or  lease.  All  furniture  and  equipment  in  excellent  condition;  780 
square  feet.  Contact  Mrs.  Del  Bland,  113  Professional  Building, 
2240  Cloverdale  Avenue,  Winston-Salem,  N.C.  27103,  Phone: 
(919)  772-3469  or  768-7882. 

EMERGENCY  MEDICINE  OPPORTUNITIES  — Emergency 
physician  needed  to  provide  emergency  coverage  during  evening 
rotations  at  this  modern  facility  located  in  the  northeastern  portion 
of  North  Carolina.  Excellent  compensation  and  professional  liabil- 
ity insurance  provided.  For  details  send  credentials  in  complete 
confidence  to  Mr.  Joseph  Woddail,  970  Executive  Parkway,  St. 
Louis,  Missouri  63141,  or  call  toll-free  1-800-325-3982. 

NEW  FEDERALLY-SUBSIDIZED  rural  group  practice  in  beautiful 
Chatham,  Virginia  seeks  2 full-time  board-eligible  or  broad-certi- 
fied primary  care  MDs  for  July,  1980.  Approved  NHSC  site  but 
non-NHSC  candidates  eligible;  service  area  20,000;  on-site  practice 
administrator;  18  miles  from  urban  center  of 60, 000  (Danville,  Va.) 
with  459  bed  hospital;  excellent  salary  plus  fringe;  excellent  pros- 
pects for  traditional  private  practice  at  end  of  3 year  grant  period; 
mountains/lakes  close  by;  Call  Memorial  Hospital,  Danville,  Va. 
(804)  799-4441. 

THE  NORTH  CAROLINA  ACADEMY  of  Physician’s  Assistants  has 
established  an  Employment  Committee.  The  purpose  of  this  com- 
mittee is  to  assist  physicians  who  are  interested  in  hiring  physician’s 
assistants,  as  well  as  to  assist  the  P.  A.  in  their  search  for  satisfac- 


tory employment.  Any  physician  or  group  of  physicians  may  utilize 
the  services  of  this  committee  by  contacting  Ed  Manning,  P.A., 
Chairman,  Employment  Committee,  P.O.  Box  86,  Broughton 
Hospital,  Morganton,  N.C.  28655.  Home  telephone:  (704)  433-4914 
(alter  5:00  p.m.);  work  telephone  (704)  433-2514  (8:00  a. m. -5:00 
p.m.) 

BE  THE  DOCTOR  YOU  WANT  TO  BE  — in  the  Navy.  The  Navy 
Medical  Corps  currently  has  openings  in  the  U.S.  and  abroad  for 
physicians  in  many  specialties.  You  may  choose  to  accept  your 
commission  as  a naval  officer  only  when  satisfied  with  your  initial 
assignment.  Starting  salary  is  comparable  to  a $140,000  practice. 
Regular  working  hours  and  30  days  paid  vacation  annually  allows 
you  time  to  eqjjoy  family,  friends,  and  hobbies.  The  quality  of  your 
life  is  important!  Contact  Lt.  Joe  Bryan,  Navy  Physician  Programs, 
Navy  Recruiting  District,  1001  Navaho  Drive,  Raleigh,  N.C.  27609 
or  Call  toll  free  — 1-800-662-7568 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  OR  INTER- 
NIST to  work  for  expanding  established  multi-specialty  group;  118 
JCAH  hospital,  delightful  small  historic  town  on  Albemarle  Sound. 
Salary  & %.  Life,  health,  disability,  malpractice  insurance,  etc.  All 
available.  Send  resume  to:  David  Wright,  M.D.,  Chowan  Medical 
Center,  Edenton,  N.C.  27932  Tel:  (919)  482-2116. 

EMERGENCY  PHYSICIANS,  FULLTIME  AND  LOCUM  TENENS 
(two  weeks  to  six  months):  Malpractice  provided.  Immediate  op- 
portunities in  modern  facilities  in  good  locations.  All  inquiries 
confidential.  Contact:  Coastal  Emergency  Physicians,  P.O.  Box 
8703,  Durham,  N.C.  27707.  Telephone:  (919)  489-6521. 

NORTH  CAROLINA  — Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
beaches.  Starting  from  $55,000  to  $60,000  guaranteed.  Unlimited 
growth  — excellent  benefit  package.  Call  or  write  about  this  ex- 
cellent opportunity:  Community  Physicians,  Inc.  113  Landmark 
Square,  Virginia  Beach,  Virginia  23452  (804)  486-0844. 

VIRGINIA  — Unique  opportunity,  Emergency  Medicine.  Modern 
service.  Immediate  or  delayed  openings  for  career-oriented  physi- 
cians, unlimited  potential.  Guaranteed  income  of  $55,000  to 
$60,000  plus  excellent  benefits.  For  additional  information  contact: 
Community  Physicians,  Inc.,  113  Landmark  Square,  Virginia 
Beach,  Virginia  23452  (804)  486-0844. 
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Winchester  Surgical  Supply  Company 
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Winchester-Ritch  Surgical  Company 
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Now,  two  dosage  forms 


Nolfoir 

fenoprofen  calcium 


300-mg*  Pulvules  and  600-mg.  Tablets 


^poiSTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

♦Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


1980  Annual  Sessions 
May  1-4 — Pinehurst 


proven  antianxiet'i 


Highly  specific  calming  action 
virtually  free  of  unwanted 


fulfilled  in  a wide  variety  of  patients 
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The  published  record  on  Librium  is 
m enormous.  So  large,  in  fact,  it  had  to 
be  put  into  a computer  data  bank  and 
retrieval  system.  It’s  a record  that 
shows  Librium  is  highly  effective  in  re* 
!|  Heving  anxiety;  that  Librium  is  seldom 
associated  with  serious  side  effects; 
|v  that  Librium  rarely  interferes  with 
% mental  acuity  at  proper  doses;  that 
*g|  Librium  is  used  concomitantly  with 
il  primary  medications.  However,  as 
||  with  all  CNS  agents,  patients  should 


be  warned  against  hazardous 
activities  requiring  complete 
alertness,  and  about 
possible  combined  effects 
with  alcohol. 


Librium  e 


chlordiazepoxide  HCI/Roche 


Librium 

chlordiazepaxide  HQ. V Roche 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states.  Efficacy  beyond  four 
months  not  established  by  systematic  clinical  studies  Periodic 
reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abilities 
required  for  tasks  such  as  driving  or  operating  machinery  may 
be  impaired,  as  may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect.  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution 
in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage:  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy:  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated  Not  recommended  in  children  under  six 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazmes.  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion Paradoxical  reactions  {e  g excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion: suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants:  causal  relationship  has  not  been  established 
clinically 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  oc- 
cur, especially  in  the  elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported  Also  encountered  are  iso- 
lated instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities. nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction:  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment. blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests  advisable  dur- 
ing protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  ef- 
fects. Oral-Adults  Mild  and  moderate  anxiety  and  tension,  5 or 
10  mg  t.i.d.  or  q.I.d severe  states.  20  or  25  mg  t.i.d.  or  q id 
Geriatric  patients . 5 mg  b i d.  to  q.I.d.  (See  Precautions.) 
Supplied:  Librium*  (chlordiazepoxide  HCI)  Capsules , 5 mg,  10 
mg  and  25  mg — bottles  of  100  and  500,  Tel-E-Dose!  packages 
of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10:  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10  Libritabs*  (chlordiazepoxide) 
Tablets.  5 mg,  10  mg  and  25  mg — bottles  of  100  and  500  With 
respect  to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable 
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Don’t  miss  this  outstanding  opportunity 
to  update  yourself  on  the  latest  de- 
velopments in  the  delivery  of  health  care 
services  in  rural  areas.  Physicians  can 
earn  up  to  15  hours  of  continuing  medi- 
cal education  credit  by  choosing  from 
over  30  workshops.  CME  courses,  and 
general  sessions. 

Write  today  for  complete  information. 
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From  time  to  time  individuals  may  experience  extreme 
problems  in  living.  When  this  happens  it  may  be  necessary  to 
seek  help  from  experienced  members  of  the  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
Ihe  source  of  their  distress  and  help  them  find  resolutions  to 
their  problems. 

A fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic,  Mandala  moved  to  its  new  quarters  on  a 16-acre 
suburban  site  in  November,  1976.  Founded  in  April,  1972,  the 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  FHospital  and  clinic  programs  are  available 
for  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual, child,  couples,  group  and  family  therapies,  pastoral 
counseling,  sexual  and  living  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


Bruce  W.  Rau,  M.D. 
Medical  Director 

Medical  Staff 

Roger  L.  McCauley,  M.D. 
Director,  Out-Patient  Services 
Hans  Lowenbach,  M.D. 
Senior  Consulting  Psychiatrist 
Larry  T.  Burch,  M.D. 

Staff  Psychiatrist 
Glenn  N.  Burgess,  M.D. 

Active  Staff 
Edward  Weaver,  M.D. 
Active  Staff 

For  information,  please  contact 
Richard  V.  Woodard,  Administrator 
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Towards  Wholeness 


What  would 
Thomas  Edison’s 
physician  have 
prescribed  for  a 
headache? 

(and  would  insurance 
have  covered  it?) 


In  1879,  Thomas  Edison  had  worked  for 
over  a year  and  conducted  hundreds  of 
experiments  to  find  the  right  substance  to 
use  as  the  heart  for  his  new  idea:  the 
incandescent  electric  light. 

Finally,  Edison  discovered  that  a carbon 
filament  in  a vacuum  produced  a good  deal  of 
light  when  an  electric  current  passed  through 
it.  He  introduced  the  electric  light  bulb  to  the 
world  a short  time  later. 

Inventing  the  light  bulb  was  no  easy  task. 

If  Edison  suffered  headaches  working  on  his 
bright  idea,  he  would  have  had  to  wait 
another  14  years  before  he  could  have  taken 
acetylsalicylic  acid  for  relief. 

You  see,  it  wasn’t  until  1893  that 
Hermann  Dreser  introduced  aspirin  to 
medical  science. 

Back  then,  the  expense  for  medication, 
prescribed  or  otherwise,  came  out  of  the 
sufferer’s  pocket.  And  the  only  insurance 
available  — accident  coverage  — did  not 
cover  illness. 

Today,  as  a member  of  the  North  Carolina 
Medical  Society,  you  can  get  protection 
like  Disability  Income  for  younger 
doctors.  It  provides  you  a regular  monthly 
benefit  when  sickness  or  injury  keeps  you 
from  your  practice.  And  you  can  use  your 
benefits  any  way  you  wish  — to  buy 
groceries,  make  house  payments  or  provide 
for  your  children’s  education. 


With  Mutual  of  Omaha’s  Disability  Income 
Protection,  a disabling  sickness  or  accident 
no  longer  (as  in  Edison’s  day)  means  total 
financial  dependence  on  family  and  friends. 

If  you’re  under  the  age  of  55  and  are  active 
full  time  in  your  practice,  simply  fill  out  the 
coupon  below  and  return  it  today.  A Mutual 
of  Omaha  service  representative  will  provide 
personal,  courteous  service  in  furnishing  full 
details  of  coverage.  Of  course,  there’s 
no  obligation. 


Underwritten  by 


Miituol|TN 

g'tJinaho.xL/ 

Ppoplp  ifou  con  count  on... 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  OMAHA.  NEBRASKA 


Mutual  of  Omaha  Insurance  Company 
Dodge  at  33rd  Street 
Omaha,  Nebraska  68131 

Please  provide  me  complete  information 
on  the  Disability  Income  Protection  Plan 
available  to  members  of  the  North  Carolina 
Medical  Society  who  are  under  age  55. 


Name 


Address 

City  

State  


Zip 


Officers 

1979-1980 

NORTH  CAROLINA  MEDICAL 
SOCIETY 


President J.  B.  Warren,  M.D. 

P.O.  Box  1465,  New  Bern  28560 

President-Elect M.  Frank  Sohmer,  Jr.,  M.D. 

2240  Cloverdale  Ave.,  Ste.  88,  Winston-Salem  27103 

First  Vice-President  Kenneth  E.  Cosgrove,  M.D. 

510  Seventh  Ave.,  W.,  Hendersonville  28379 

Second  Vice-President Edwin  H.  Martinat,  M.D. 

3333  Silas  Creek  Parkway,  Winston-Salem  27103 

Secretary  Jack  Hughes,  M.D. 

923  Broad  Street,  Durham  27705  (1982) 

Speaker Henry  J.  Carr,  Jr.,  M.D. 

603  Beamon  St.,  Clinton  28328 

Vice-Speaker T.  Reginald  Harris,  M.D. 

808  Schenck  St.,  Shelby  28150 

Past-President D.  E.  Ward,  Jr..  M.D. 

2604  N.  Elm  St.,  Lumberton  28358 

Executive  Director William  N.  Hilliard 

222  N.  Person  St.,  Raleigh  27611 


Councilors  and  Vice-Councilors — 1979-1980 

First  District  Edward  B.  Eadie,  Jr.,  M.D. 

1 142  N.  Road  St.,  Elizabeth  City  27909  (1980) 
Vice-Councilor William  A.  Hoggard,  Jr.,  M.D. 

1 142  N.  Road  St.,  Elizabeth  City  27909  ( 1980) 

Second  District  Charles  P.  Nicholson,  Jr.,  M.D. 

3108  Arendell  St..  Morehead  City  28557  (1982) 

Vice-Councilor Alfred  L.  Ferguson,  M.D. 

Doctors  Park,  Bldg.  #6,  Stantonsburg  Rd.,  Greenville  27834(1982) 
Third  District R.  Bertram  Williams,  Jr.,  M.D. 

1414  Medical  Center  Dr.,  Wilmington  28401  (1982) 
Vice-Councilor Charles  L.  Garrett,  Jr.,  M.D. 

P.O.  Box  1358,  Jacksonville  28540  (1982) 

Fourth  District Robert  H.  Shackelford,  M.D. 

P.O.  Box  649.  Mount  Olive  28365  (1980) 
Vice-Councilor  Lawrence  M.  Cutchin,  Jr.,  M.D. 

P.O.  Box  40,  Tarboro  27886  ( 1980) 

Fifth  District Bruce  B.  Blackmon,  M.D. 

P.O.  Box  8,  Buies  Creek  27506  (1981) 
Vice-Councilor Giles  L.  Cloninger,  Jr.,  M.D. 

115  Main  St.,  Hamlet  28345  (1981) 

Sixth  District W.  Beverly  Tucker,  M.D. 

Ruin  Creek  Rd.,  Henderson  27536  (1980) 
Vice-Councilor  C.  Glenn  Pickard,  Jr.,  M.D. 

N.C.  Memorial  Hospital,  Chapel  Hill  27514  (1980) 

Seventh  District  J.  Dewey  Dorsett,  Jr.,  M.D. 

1851  E.  Third  St.,  Charlotte  28204  (1981) 
Vice-Councilor James  B.  Greenwood,  Jr.,  M.D. 

4101  Central  Ave.,  Charlotte  28205  (1981) 

Eighth  District Shahane  R.  Taylor.  Jr.,  M.D. 

348  N.  Elm  St.,  Greensboro  27401  (1982) 
Vice-Councilor Ira  Gordon  Early,  M.D. 

2240  Cloverdale  Ave.,  Ste.  192,  Winston-Salem  27103  (1982) 
Ninth  District Jack  C.  Evans,  M.D. 

244  Fairview  Dr.,  Lexington  27292  (1982) 


Vice-Councilor  Benjamin  W.  Goodman,  M.D 

24  Second  Ave.,  N.E.,  Hickory  28601  (1982) 

Tenth  District  Charles  T.  McCullough,  Jr..  M.D. 

Bone  & Joint  Clin.,  Doctors  Dr..  Asheville  28801  (1981) 

Vice-Councilor  W.  Otis  Duck,  M.D, 

Drawer  F,  Mars  Hill  28754  (1981) 


Section  Chairmen — 1979-1980 

Anesthesiology Henry  M.  Escue,  M.D. 

P.O.  Box  2444,  High  Point  27261 

Dermatology  Gloria  Graham,  M.D. 

702  Broad  Street,  Wilson,  N.C.  27893 

Emergency  Medicine Earl  Schwartz,  M.D. 

3465  Dixiana  Lane,  Pfafftown  27040 

Family  Practice Richard  V.  Liles,  Jr.,  M.D. 

320  Yadkin  Street,  Albemarle  28001 

Internal  Medicine  Joseph  D.  Russell,  M.D. 

Carolina  Clinic,  Inc.,  Wilson  27893 

Neurological  Surgery  Walter  S.  Lockhart,  Jr.,  M.D. 

1830  Hillandale  Road,  Durham  27705 

Neurology  & Psychiatry William  M.  Fowlkes,  Jr.,  M.D. 

1209  Glendale  Drive,  Raleigh,  N.C.  27612 

Nuclear  Medicine Edward  J.  Easton,  M.D. 

P.O.  Box  2554,  Charlotte  28234 

Obstetrics  & Gynecology  Edward  Sutton,  M.D. 

1616  Memorial  Drive,  Burlington  27215 

Ophthalmology David  B.  Sloan,  Jr.,  M.D. 

1915  Glen  Meade  Rd.,  Wilmington  28401 

Orthopaedics John  A.  Powers,  M.D. 

120  Providence  Road,  Charlotte  28207 

Pathology Joseph  B.  Dudley,  M.D. 

3333  Silas  Creek  Parkway,  Winston-Salem  27103 

Pediatrics David  R.  Williams,  M.D. 

Southgate  Shopping  Center,  Thomasville  27360 
Plastic  <&  Reconstructive  Surgery  . . . Julius  A.  Howell,  M.D. 
Bowman  Gray,  Winston-Salem  27103 

Public  Health  <&  Education  Ruth  B.  Burroughs,  M.D. 

2024  Quail  Ridge  Rd.,  Raleigh  27609 

Radiology Edward  V.  Staab,  M.D. 

Department  of  Radiology,  UNC,  Chapel  Hill  27514 

Surgery A.  J.  Dickerson,  M.D. 

1600  N.  Main  St.,  Waynesville  28786 

Urology  Grover  W.  White,  M.D. 

631  Cox  Road,  Gastonia  28052 


Delegates  to  the  American  Medical  Association 

James  E.  Davis,  M.D.,  2609  N.  Duke  St.,  Ste.  402,  Durham  27704 
— 2-year  term  (January  1,  1979-December  31,  1980) 

John  Gl asson,  M.D.,  2609 N.  Duke  St.,  Ste.  301,  Durham  27704  — 
2-year  term  (January  1,  1979-December  31,  1980) 

David  G.  Welton,  M.D.,  3535  Randolph  Rd.,  101-W,  Charlotte 
28211  — 2-year  term  (January  I,  1 980- December  3 1 , 1981) 
Frank  R.  Reynolds,  M.D.,  1613  Dock  St.,  Wilmington  28401  — 
2-year  term  (January  1.  1979-December  3 1 , 1980) 

Louis  deS.  Shaffner,  M.D.,  Bowman  Gray,  Winston-Salem 
27103  — 2-year  term  (January  1,  1980-December  3 1 , 1981) 
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North  Carolina  Medical  Society 


Endorsed  & Approved  for  eligible  members  since  1939 


Official  Disability  Income  Plan 


What 

it  means 
to  you... 

our  40th  year 

of  Professionals  Serving  Professionals 

t means  the  “HALLMARK  OR  RELIABILITY” the  peace  of  mind  in  knowing  that  there  would  be  adequate 

icome  to  insure  your  lifestyle  should  you  be  disabled  to  practice  your  profession. 

Ve,  at  CRUMPTON  COMPANY,  specialize  in  the  professional  Disability  field  and  pay  all  claims  personally  (Last 
ear  alone,  over  one  million  dollars  to  disabled  physicians  in  North  Carolina).  The  record  is  well  known.  Let  us  know 
iow  we  may  assist  you  by  calling  or  writing  to  us  for  information. 


J.  L.  iff  J.  SLADE  CRUMPTON 

INCORPORATED 

PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 

Academy  Center  • 3001  Academy  Road  • P.O.  Box  8500  • Durham.  N.C.  27707  • (919)  493-2441 
APPROVED  INSURERS  TO:  N.C.  Medical  • N.C.  Dental  • N.C.  Bar  Groups  • N.C.  Engineers  • N.C.  AIA  • N.C.  CPA's 


2. 

3. 


4. 

5. 


IT'S  HIGHLY 
RECOMMENDED... 

AND  FOR  GOOD  REASONS 


V®5 a>ca\e 


00^S\0^  : 


1 . provides  broad-spectrum,  overlapping  antibacterial  effectiveness  aqainst 
common  susceptible  pathogens,  including  staph  and  strep 

helps  prevent  topical  infections,  and  treats  those  that  have  alreadv 
started  y 

it  s good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses;  and  it’s  painless 
and  cosmetically  pleasing 

contains  three  antibiotics  that  are  rarely  used  systemically 

you  can  recommend  it  in  any  of  the  three  convenient  packaqe 
sizes:  1 oz  tube,  Vi  oz  tube,  or  the  versatile,  sinqle-use 
foil  packet 


NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


Each  gram  contains  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets 


WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin.  The 
manifestation  of  sensitization  to  neomycin  is  usuallya  low 
grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a failure  to  heal  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served. These  symptoms  regress  quickly  on  withdrawing 
the  medication.  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible  |j 
organisms,  including  fungi  Appropriate  measures  should  '( 
be  taken  if  this  occurs 


ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section) 


imqi  Yemeni  ii lerearier  *c-^ 

PRECAUTIONS:  As  with  other  antibacterial  preparations.  § 


Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML 
.^DR4q,  , 

Burroughs  Wellcome  Co. 

Research  Triangle  Park 
/ North  Carolina  27709 


PRESIDENT'S  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


FEBRUARY  1980 


’oday  in  eastern  North  Carolina  we  are  up  to  our  ankles  in  snow  and  up  to  our 
riutei  in  politics.  The  heat  generated  thereby  will  keep  us  warm  to  the  end  of 

’ebruary,  but  as  the  old  lady  up  home  once  said  . . . "It  seems  like  thar  ain’t 

10  end  to  February". 

;he  1980  Leadership  Conference  was  one  of  the  best  ever  held.  Credit  goes  to  Liz  Kanof, 
I.D.,  who  is  the  Chairman  of  the  Communications  Committee,  her  committee  and  Dan 
^inch  of  your  Medical  Society  staff.  The  many  physicians  who  were  there  were 
ireated  to  thoughtful  and  in— depth  talks  on  health  planning,  IrA  s,  cost  contain- 
ment , impaired  physicians,  and  many  other  aspects  of  medicine.  Former  Governor 
?ob  Scott  and  present  Governor  Jim  Hunt  gave  speeches  outlining  their  concerns 
for  North  Carolina  in  the  health  field.  Both  proposed  the  lifting  of  the  10% 

’tax"  on  physicians'  Medicaid  payments  in  hopes  that  more  physicians  would  treat 

ledicaid  patients.  They  both  expressed  concern  that  the  cost  of  the  Medicaid 

program  is  being  increased  by  patient  utilization  of  hospital  emergency  outpatient 
facilities  rather  than  physicians’  offices.  This  is  also  a concern  of  many 
Legislators  and  physicians.  The  hope  is  to  achieve  better  acceptance  of  tnese 
patients  in  physicians'  offices.  It  is  also  important  that  some  educational  campaign 
3e  put  on  to  educate  the  Medicaid  clients  in  the  proper  use  of  medical  facilities. 

This  should  be  put  on  by  the  state  in  cooperation  with  local  physicians  using  TV  spots 
or  appearances  on  local  talk  shows. 

four  Executive  Council  met  on  Sunday  following  the  Leadership  Conference.  All  but 
one  of  the  voting  members  were  present.  The  good  news  was  heard  early  in  the  day 
when  Tilghman  Herring,  M.D.,  announced  that  a dues  increase  would  not  be  needed 
for  the  next  year;  however,  it  is  an  eventual  inevitability  because  oi  the  inflation 
and  concomitant  increase  in  the  cost  of  running  your  Medical  Society. 

The  report  of  the  ad  hoc  Committee  on  Affiliate  Membership  of  Allied  Health 
Personnel  was  received.  The  report  of  the  committee  did  not  j_avor  affiliate 
membership  but  did  suggest  that  interested  allied  health  people  be  allowed  i_o 
attend  annual  meetings  for  purposes  of  education. 

Our  very  capable  Chairman  of  the  Legislation  Committee,  John  Dees,  M.D.,  gave  a 
full  report  on  the  approaching  legislative  session.  John  is  promoting  a !_rip  to 
Washington  by  the  members  of  his  committee  and  your  state  officers  to  meet  with 
and  talk  to  the  North  Carolina  Congressional  Delegation.  This  will  be  on 
February  27th  and  will  be  reported  in  the  next  Newsletter. 

The  biggest  chunk  of  time  for  the  Council  was  discussion  of  the  future  function 
of  the  Committee  on  Blue  Shield  and  the  Insurance  industry  Committee.  Our  legal 
counsel  has  recommended  that  the  activities  of  these  two  committees  not  include 
fee  review.  The  reason  given  was  that  the  FTC  could  perceive  such  activity 
of  these  committees  as  a form  of  fee  setting  even  in  unique  and  complex  cases 
that  are  considered  on  an  individual  basis.  After  a long  discussion,  the  following 
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motion  was  passed:  ’’THAT  THE  ACTIVITIES  OF  THE  BLUE  SHIELD  AND  INSURANCE  INDUSTRY 

COMMITTEES  BE  CONFINED  TO  CONSIDERATION  OF  POLICY  MATTERS  IN  WHICH  THE  SOCIETY  IS 
INTERESTED,  NOT  INCLUDING  FEES  FOR  PHYSICIANS*  SERVICES.  AND  FURTHER  THAT  THE 
ADMINISTRATIVE  CODE  IN  REFERENCE  TO  THESE  COMMITTEES  BE  REVISED  ACCORDINGLY— TO 
BE  EFFECTIVE  IMMEDIATELY.".  AMA  legal  counsel  is  wholeheartedly  in  agreement 
with  and  advocates  such  action  and  advises  a half  million  dollar  legal  defense 
fund  for  those  groups  who  continue  any  type  of  fee  review.  There  is  nothing 
to  prevent  the  insurance  companies,  who  have  previously  utilized  the  services 
of  these  committees,  from  retaining  individual  physicians  to  advise  the  company, 
but  Society  committees  can  no  longer  make  fee  determinations.  This  action  was 
taken  to  protect  your  Society.  These  two  committees  have  worked  long  and  hard 
for  the  Society  and  have  in  essence  been  a protector  of  the  public;  but  with  the 
*"  i C running  wild  in  its  harassment  of  medicine,  this  action  was  best.  Tonight 
President  Carter  said  that  any  bill  to  weaken  the  FTC  would  be  vetoed. 

Maybe  there  will  be  an  end  to  February  eventually  and  March  winds  will  blow  the 
winter  cobwebs  away.  The  Executive  Council  meets  on  April  13th  at  the  Headquarter 
Building  and  the  Annual  Meeting  starts  May  1st  in  Pinehurst.  We  want  1,000 
members  present.  You  will  get  a rest,  some  education,  good  food,  fellowship, 
recreation,  and  an  asterisk  by  your  name  in  the  annual  roster  of  physicians. 

What  a bargain! 

And  the  last  item  excerpted  from  the  most  recent  Legislative  Roundup  of  the  AMA, 
February  8,  1980,  LR  XXI-LR2 : 

A federal  court  has  handed  the  FTC  a major  setback  in  its  efforts  to 
regulate  the  advertising  and  sale  of  ophthalmic  goods  and  services. 

In  the  judicial  action  brought  by  AMA  and  others  against  the  FTC's 
ophthalmic  goods  rule,  the  court  ruled  in  favor  of  AMA  and  rejected  the 
FTC  rule.  The  agency's  rule  would  have  set  aside  state  laws  regulating 
the  advertising  of  ophthalmic  goods  and  services  and  would  have  pro- 
hibited professional  associations  from  setting  ethical  standards  on 
such  advertising. 

The  court  noted  recent  Supreme  Court  decisions  on  professional  adver- 
tising and  determined  that  no  need  for  the  FTC  rule  existed. 


Sincerely 


J.  B.  Warren,  M.D 
President 


fe'SsIf. 


Constipation 
acute  or  chronic 


Constipation  may  bo  caused  by  conditions  affecting 
fhe  filling  and  emptying  of  the  rectum. 


Inadequate  filling 


Interference  in  propulsive 
contractions 
Impairment  of  smooth 
muscle  contractility 

Obstruction  of  the  lumen 


Inadequate  emptying 

Interference  in  the  stimulation  of  the 
defecation  reflex 


An  additional 
complication 


Self  treatment — use  and  abuse  of 
laxatives 


Treatment  of  underlying  disorders  is  critical... 
Relief  of  constipation  is  essential 


Psyllium 

■ A natural  source  of  hydrophillic  colloids 

■ Strengthens  stimulus  to  defecote  J 
by  increasing  indigestible  residue  J 

■ Helps  produce  soft, 
hydrated,  well  formed 
stool 


Ferdiem: 


...distinctive! 


A unique  blend  of  natural  vegetable  derivatives 
For  comfortable  and  safe  relief  of  constipation 


/ 


- 


^erdiem 


for  comfortoW® 
relief  d 

consripoTion 


Senna 


250  grams  ( 8. 6oz.  )g  ranu|e> 


■ Produces  mild  peristaltic 
stimulation 

■ Helps  propel  bulk  through 
colon 


A unique 
granular 
formulation 

■ No  mixing  or  chewing 

■ Granules  ore  placed  in 
mouth  and  swallowed  with 
full  gloss  of  beverage 

■ Helps  break  cathartic 
habituation 

■ Helps  establish  normal 
defecatory  reflexes  ond 
regular  bowel  rhythm 


John  Moerz,  M.D. 

Medical  Director 
W.  H.  Rarer,  Inc. 

Fort  Washington,  PA  19034 

Dear  Dr.  Maerz: 

Yes,  I would  like  to  receive  o supply  of  Perdiem1 
starter  samples  for  my  patients. 


Dr.. 


Address . 


City_ 


Store  - 
Zip  — 


Specialty . 


SJ-312 


PSdiem 


Prescribing  Informorion 

ACTIONS:  Perdiem™,  wirh  irsgenrle  action,  does 
nor  produce  disagreeable  side  effects.  The  veg- 
erable  mucilages  of  Perdiem™  sofren  rhe  stool 
and  provide  pom-free  evacuation  of  rhe  bowel, 
Perdiem™  is  effective  os  on  aid  to  elimination  for 
rhe  hemorrhoid  or  fissure  porienr  prior  ro  and  fol- 
lowing surgery 

COMPOSITION:  Narurol  vegetable  derivatives:  A 
unique  blend  of  psyllium  and  senno  (Planrago 
Hydrocolloid  wirh  Cassia  Pod  Concentrate). 
INDICATION:  For  relief  of  consriporion. 

PATIENT  WARNING:  Should  nor  be  used  in  rhe 
presence  of  undiagnosed  abdominal  pain.  Fre- 
quenr  or  prolonged  use  withour  rhe  direction  of  o 
physician  is  nor  recommended.  Such  use  may 
lead  ro  laxative  dependence, 

DIRECTIONS  FOR  USE— ADULTS  Before  breakfast 
and  afrer  rhe  evening  meol,  one  to  rwo  rounded 
reaspoonfuls  of  Perdiem™  granules  should  be 
placed  in  the  mouth  and  swallowed  wirh  a full 
glass  of  worm  or  cold  beverage.  Perdiem™ 
granules  should  nor  be  chewed.  After  Perdiem™ 
takes  effect  (usually  after  24  hours,  bur  possibly 
nor  before  36-48  hours):  reduce  rhe  morning 
and  evening  doses  ro  one  rounded  reospoonful. 
Subsequent  doses  should  be  adjusted  after 
adequate  taxation  is  obtained 
IN  OBSTINATE  CASES:  Perdiem™  moy  be  taken 
more  frequently,  up  ro  two  rounded  reaspoonfuls 
every  six  hours. 

FOR  PATIENTS  HABITUATED  TO  STRONG  PURGA- 
TIVES: Two  rounded  reaspoonfuls  of  Perdiem™  in 
rhe  morning  and  evening  may  be  required 
along  wirh  half  rhe  usual  dose  of  rhe  purgative 
being  used  The  purgative  should  be  discon- 
tinued os  soon  os  possible  and  rhe  dosage  of 
Perdiem™  granules  reduced  when  ond  if  bowel 
rone  shows  lessened  laxarive  dependence 
FOR  COLOSTOMY  PATIENTS:  To  ensure  formed 
stools,  give  one  ro  rwo  rounded  reaspoonfuls  of 
Perdiem™  in  rhe  evening  with  worm  liquid. 
DURING  PREGNANCY:  Give  one  ro  rwo  rounded 
reaspoonfuls  each  evening 


FOR  CLINICAL  REGULATION:  For  panenrs  confined 
ro  bed,  for  rhose  of  inactive  habits,  ond  in  rhe 
presence  of  cardiovascular  disease  where  strain- 
ing must  be  avoided,  one  rounded  reospoonful 
of  Perdiem™  raken  once  or  rwice  doily  will  pro- 
vide regular  bowel  habits.  Take  wirh  a full  glass  of 
worer  or  beverage. 

FOR  CHILDREN:  From  oge  7 — 1 1 years,  give  one 
rounded  reospoonful  one  ro  two  rimes  doily. 

From  oge  12  ond  older,  give  adult  dosoge. 

NOTE:  It  is  extremely  important  rhor  Perdiem™ 
should  be  token  wirh  a plentiful  supply  of  liquid 
HOW  SUPPLIED  Granules:  100  gram  (3.5  oz.) 
and  250  gram  (8.8  oz.)  canisters. 
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Attn:  Marketing  Services 


NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 


Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $1 00  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month : benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  1 2 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 


OFFICIAL  CALL 
HOUSE  OF  DELEGATES 

pursuant  to  the  Bylaws,  Chapter  V,  Section  1: 

HOUSE  OF  DELEGATES 
Meetings  scheduled 

Notice  to:  Delegates,  Alternate  Delegates,  Officials  of 
the  North  Carolina  Medical  Society,  and  Presidents 
and  Secretaries  of  county  medical  societies. 

Sessions  of  the  HOUSE  OF  DELEGATES  will  convene  in  the 
Cardinal  Ballroom,  Pinehurst  Hotel,  Pinehurst,  North  Caro- 
lina, at  the  following  times: 

Thursday,  May  1,  1980—10:00  a. m.— Opening  Session 
Saturday,  May  3,  1980—3:00  p.m.— Second  Session 

A member  of  the  CREDENTIALS  COMMITTEE  will  be  present  at  the 
Desk  in  the  Hotel  Lobby,  Thursday,  May  1,  1980,  from  8:30  a.m.  to 
12:30  p.m.  to  certify  Delegates.  Delegates  are  urged  to  bring  their 
Credential  Cards  for  presentation  at  the  Registration  Desk,  Delegate 
Badges  must  be  worn  to  be  seated  in  the  HOUSE  OF  DELEGATES. 


REFERENCE  COMMITTEE 
HEARINGS 


Reference  Committee  hearings  are  scheduled  to  begin  Thursday,  May  1,  1980,  at  2:00 


J.  B.  Warren,  M.D.,  President 
Henry  J.  Carr,  Jr.,  M.D.,  Speaker 
Jack  Hughes,  M.D.,  Secretary 
William  N.  Hilliard,  Executive  Director 


Charlotte  Treatment  Center 

“OPERATED  BY  PEOPLE  WHO  CARE”-IN  CHARLOTTE,  NORTH  CAROLINA 


At  the  Charlotte  Treatment 
Center  we  believe  that  those  who 
suffer  from  the  treatable  disease 
of  alcoholism,  and  their  families, 
are  entitled  to  the  same  treatment 
and  loving  care  as  those  suffering 
from  any  other  disease. 

We  offer  a full  range  of 
alcoholism  medical  and  counseling 
services,  including  a full  time 
Physician,  a Psychiatrist 
Consultant,  a professional  staff  of 
Registered  Nurses,  a Pharmacist 
and  a professional  counseling 
staff,  most  of  whom  have 
established  excellent  track  records 
in  recovery  themselves.  We  also 
provide  diagnostic  facilities  within 
the  hospital  to  provide  for  on  the 
spot  testing,  quick  results,  and  a 
prompt  diagnosis.  We  provide 
individual  and  group  counseling 
for  the  alcoholic  and  the  family, 
and  a structured  program  of 
aftercare  which  seeks  to  insure 


longterm,  stable  recovery  through 
intensive  involvement  in  Alcoholics 
Anonymous  and  Al-Anon  Family 
Groups. 

The  Center  is  a private, 
non-profit  corporation  dedicated  to 
providing  effective  treatment  at  a 
reasonable  cost — treatment  which 
will  restore  the  sick  alcoholic,  and 
the  family  of  the  alcoholic,  to 
sober,  happy  and  rewarding  lives. 


Jamie  Carraway 
Executive  Director 


Rex  R.  Taggart,  M.D. 
Medical  Director 


CHARLOTTE  TREATMENT  CENTER,  P.O.  BOX  240197,  1715  SHARON  ROAD  WEST,  CHARLOTTE,  N.C.  28224 

FOR  INFORMATION  CALL  (704)  554-0285 


PRACTICE  MANAGEMENT  PRIMER 
HOW  TO  GET  YOUR  DAY  IN  COURT 

DO  accept  patients  that  are  critical  of  your  peers  and  have  ‘‘doctor  shopped”  all  over  town. 

DON’T  participate  in  CME  as  this  may  reduce  future  allegations  of  misdiagnosis,  inappro- 
priate drug  regime,  outdated  information  and  surgical  procedures. 

DO  be  critical  of  another  doctor  or  his  management.  That  you  were  not  “there”  and  have 
incomplete  information  is  unimportant. 

DON’T  involve  the  patient.  Remain  aloof  and  adopt  the  master  and  servant  atmosphere. 
Then  when  a possible  complication  or  bad  result  occurs,  it’s  all  your  fault. 

DO  obliterate  or  cunningly  change  record  errors  rather  than  circle  the  erroneous  entry  and 
correct  it  in  the  margin,  dated  and  initialed. 

DON’T  keep  detailed,  neat  and  orderly  records  as  this  will  indicate  your  carelessness  and 
disorganization.  Also,  don’t  record  broken  appointments  or  the  patient’s  failure  to  follow 
your  instructions. 

DO  all  you  can  to  avoid  patient  and  family  when  there  is  an  untoward  event.  An  attitude  of 
genuine  concern  with  appropriate  explanations  will  only  renew  their  confidence  and  lead 
them  to  believe  you  are  aggressively  managing  the  situation. 

DON  T seek  a consultation  when  appropriate.  This  could  benefit  the  patient  or  support 
your  position. 

DO  persist  with  high  pressure  billing  practices  that  could  inflame  a patient,  for  without  first 
reviewing  the  chart  or  making  a sincere  effort  to  determine  the  reason  for  the  delinquency, 
there  may  be  a genuine  issue. 

DON  T be  cognizant  of  your  office  staff.  Their  unconcerned  curtness,  inappropriate  ap- 
pointment scheduling  and  lack  of  empathy  can  cause  a patient  to  seek  redress  — aqainst 
you. 

Adhering  to  the  above  may  enable  you  to: 

Be  served  with  a Summons  and  Complaint. 

Have  your  name  brought  to  the  attention  of  the  news  media. 

Take  time  off  from  your  practice. 

Spend  some  sleepless  nights. 

Meet  new  friends  (lawyers,  court  reporters,  peer  experts,  etc.). 

Pay  higher  insurance  rates. 


MEDICAL  LIABILITY  MUTUAL  INSURANCE  CO. 

BOX  27285,  RALEIGH,  N.C.  27611 
(919)828-9334 


. more 
than  just  spectrum 


Efficacy 
proven  in  the 
treatment  of 
bronchitis, 
pneumonia, 
upper  respiratory 
tract  infections 
and  otitis  media 
with  fewer 
side  effects. 


*Due  to  susceptible  organisms 

(See  important  information  on  last  page.) 


New  CVCL4PEN 


(cyclacillin) 


Tablets/ 

Suspension 


efficacy  with  fewer  sidi 
ampicillin  confirmed  in 

studies  of  2,581 


Rapid,  virtually  complete 
absorption  from  Gl  tract 

Rapid  onset  of  action— 
mean  peak  serum  levels 
within  30  minutes 

Exceptionally  high  peak 
blood  levels— 3 times 
greater  than  ampicillin 
(clinical  efficacy  may  not 
always  correlate  with 
blood  levels) 

Rapidly  excreted 
unchanged  in  the  urine— 
V/2  times  faster  than 
ampicillin 


MEAN  BLOOD  LEVELS  IN  MCG/ML  AFTER 


Time  (Hrs  After  Administration) 


— - 

High  cure  rate  with  CYCLAPEN® 

Causative 

Organism 

Bronchitis/Pneumonia  ^ 

No.  c 
Patiere 

S.  pneumoniae 

100 

73 

95 

Chronic  Bronchitis^  (acute  exacerbation) 

H.  influenzae 

92 



12 

1 

Though  clinical  improvement  has  been  shown,  bacterio- 
logic  cures  cannot  be  expected  in  all  patients  with 
chronic  respiratory  disease  due  to  H influenzae 

Streptococcal  Sore  Throat^ 

Group  A beta- 

hemolytic 

Streptococcus 

100 

44 

86 

r~  ■ 

i 

% Clinical  Response 
% Bacterial  Eradication 

more  than  just  spectrun 
in  bronchitis,  pneumonii 
and  upper  respiratory 
tract  infections! 

includes  all  patients  treated.  2,415  evaluated  for  safety;  r 
1,819  evaluated  for  efficacy. 

^Due  to  susceptible  organisms. 

Copyright  © 1979,  Wyeth  Laboratories.  All  rights  reserved. 


fleets  than 

ouble-blind 

ntients* 


jr  side  effects  with  CYCLAPEN®  in 
le-blind  studies  to  date1 2 


_____ — — 

al  number  of  drug-related  side  effects  in  all  patients 

LAPEN® 

128  of  1,286  (10%)  of  patients 

ipicillin 

202  of  1,129  (18%)  of  patients 

Difference  statistically  significant  (P  <0.001) 


more  than 
just  spectrum 
in  otitis  media 

Clinical  efficacy  of  CYCLAPEN®  in  otitis  media1 


Causative 

Organism 


!.APEN®  (cyclacillin) 

ifive  for  bronchitis,  pneumonia, 

ijpper  respiratory  tract  infectionst 

: cellent  clinical  results  in  bronchitis, 
reumonia  and  upper  respiratory  tract 
rections 

•gnificantly  lower  incidence  of  diarrhea 
: d skin  rash 


5.  pneumoniae 


H influenzae 


96 


95 




88 


85 


No.  of 
Patients 


82 


96 


1 1%  Clinical  Response 

I |%  Bacterial  Eradication 


: JA,  Hegarty  CP,  Deitch  MW,  Walker  BR: 
:>le-blind  clinical  trials  of  oral  cyclacillin 
vampicillin,  Antimicrob  Ag  Chemother 
ip-58,  (Jan.)  1979. 

(i  on  file,  Wyeth  Laboratories. 


th  Laboratories 

Philadelphia,  Pa.  19101 
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more  than 
just  spectrum 

CYCLAPEN 

(cyclacillin) 


Tablets/ 

Suspension 


important  information  on  next  page) 


New  from  Wyeth  Laboratories 

CVCL4PEN 

(cyclacillin)  ssl.  \r  I 

more  than  just  spectrum  in  bronchitis,  1 
pneumonia,  upper  respiratory  tract 
infections  and  otitis  media* 


a 


AS* 


■ Rapid,  virtually  complete 
absorption  from  Gl  tract 

■ Rapid  onset  of 
action— mean  peak  serum 
levels  within  30  minutes 


How  Supplied 

CYCLAPEN®  (cyclacillin) 
tablets: 

250  mg  scored  tablets 
500  mg  scored  tablets 


CYCLAPEN®  (cyclacillin)  fo 
oral  suspension 
125  mg  per  5 ml: 

100  ml  and  200  ml  bottles 
250  mg  per  5 ml: 

100  ml  and  200  ml  bottles 


■ Exceptionally  high  peak 
blood  levels— 3 times 
greater  than  ampicillin 
(clinical  efficacy  may  not 
always  correlate  with 
blood  levels) 

■ Rapidly  excreted 
unchanged  in  the  urine- 
V/2  times  faster  than 
ampicillin 

■ Significantly  fewer 
episodes  of  diarrhea  and 
skin  rash  than  reported 
with  ampicillin  in  studies 
to  date 

■ Excellent  clinical  response 
and  outstanding  bacterial 
eradication  documented 
in  double-blind  studies 
involving  2,581  patients 

■ New  CYCLAPEN® 
Suspension— 
great-tasting  raspberry 
punch  flavor 

Due  to  susceptible  organisms. 


Indications 

Cyclapen®  (cyclacillinl  has  less  in  intro  activity  than  other  drugs  in  the 
ampicillin  class  ol  antibiotics  and  its  use  should  be  confined  to  the  indications 
listed  below 

Cyclapen®  is  indicated  lot  the  treatment  ol  the  following  infections 
RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic  streptococci 
Bronchitis  and  pneumonia  caused  by  S pneumoniae  (formerly  D pneu- 
moniae) 

Otitis  Media  caused  by  S.  pneumoniae  (formerly  0.  pneumoniae I and  H 
influenzae 

Acute  exacerbation  ol  chronic  bronchitis  caused  by  H mttuemae' 
'Though  clinical  improvement  has  been  shown,  bacteriologic  cures  can- 
not be  expected  in  all  patients  with  chronic  respiratory  disease  due  to  W 
mllueniae 


SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused  by  Group  A 
beta-hemolytic  streptococci  and  staphylococci,  non-penicillinase  producers 
URINARY  TRACT  INFECTIONS  caused  by  E coll  and  P mirabilis  (This  drug 
should  not  be  used  in  any  infections  caused  by  E coli  and  P mirabilis  other 
than  urinary  tract  infections.) 

NOTE  Cultures  and  susceptibility  tests  should  be  performed  initially  and 
during  treatment  to  monitor  the  effectiveness  ol  therapy  and  the  susceptibility 
of  bacteria.  Therapy  may  be  instituted  prior  to  the  results  of  sensitivity  testing 

Contraindications 

The  use  of  this  drug  is  contraindicated  in  individuals  with  a history  of  an 
allergic  reaction  to  penicillins. 


ndi  mugs 

CYCLACILLIN  SHOULD  ONLY  BE  PRESCRIBED  FOR  THE  INDICATIONS  LISTED  I 
THIS  INSERT 

CYCLACILLIN  HAS  LESS  IN  VITRO  ACTIVITY  THAN  OTHER  DRUGS  OF  THE  AMPI 
CILLIN  CLASS  ANTIBIOTICS  HOWEVER.  CLINICAL  TRIALS  HAVE  DEMONSTRATE 
THAT  IT  IS  EFFICACIOUS  FOR  THE  RECOMMENDED  INDICATIONS 
SERIOUS  AND  OCCASIONAL  FATAL  HYPERSENSITIVITY  (ANAPHYLACTOID)  REAC 
TIONS  HAVE  BEEN  REPORTED  IN  PATIENTS  RECEIVING  PENICILLIN 
ALTHOUGH  ANAPHYLAXIS  IS  MORE  FREQUENT  FOLLOWING  PARENTERAL  AOMIN 
ISTRATION.  IT  HAS  OCCURRED  IN  PATIENTS  ON  ORAL  PENICILLINS  THESE  REAC 
TIONS  ARE  MORE  APT  TO  OCCUR  IN  INDIVIDUALS  WITH  A HISTORY  0 
SENSITIVITY  TO  MULTIPLE  ALLERGENS  THERE  ARE  REPORTS  OF  PATIENTS  WIT 
A HISTORY  OF  PENICILLIN  HYPERSENSITIVITY  REACTIONS  WHO  EXPERIENCE' 
SEVERE  HYPERSENSITIVITY  REACTIONS  WHEN  TREATED  WITH  A CEPHALOSPOR 
IN.  BEFORE  THERAPY  WITH  A PENICILLIN,  CAREFUL  INQUIRY  SHOULD  BE  MAD 
ABOUT  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  PENICILLINS  CEPHALO 
SPORINS,  AND  OTHER  ALLERGENS  IF  AN  ALLERGIC  REACTION  OCCURS  TH 
DRUG  SHOULD  BE  DISCONTINUED  AND  APPROPRIATE  THERAPY  SHOULD  B 
INITIATED  SERIOUS  ANAPHYLACTOID  REACTIONS  REQUIRE  IMMEDIATE  EMER 
GENCY  TREATMENT  WITH  EPINEPHRINE  OXYGEN,  INTRAVENOUS  STEROIDS  AIR 
WAY  MANAGEMENT,  INCLUDING  INTUBATION  SHOULD  ALSO  BE  ADMINISTEREI 
AS  INDICATED 


Precautions 

Prolonged  use  of  antibiotics  may  promote  the  overgrowth  of  nonsusceptible 
organisms.  If  superinfection  occurs  during  therapy,  appropriate  measures 
should  be  taken 


PREGNANCY  Pregnancy  Category  B.  Reproduction  studies  have  been  performed 
in  mice  and  rats  at  doses  up  to  ten  times  the  human  dose  and  have  revealed  no 
evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  cyclacillin  There  are 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  Because 
animal  reproduction  studies  are  not  always  predictive  of  human  response  this 
drug  should  be  used  during  pregnancy  only  if  clearly  needed 
NURSING  MOTHERS  It  is  not  known  whether  this  drug  is  excreted  in  human 
milk  Because  many  drugs  are  excreted  in  human  milk,  caution  should  be 
exercised  when  cyclacillin  is  administered  to  a nursing  woman 
Adverse  Reactions 

The  oral  administration  of  cyclacillin  is  generally  well  tolerated 

As  with  other  penicillins,  untoward  reactions  of  the  sensitivity  phenomena  are 

likely  to  occur,  particularly  in  individuals  who  have  previously  demonstrated 


hypersensitivity  to  penicillins  or  in  those  with  a history  of  allergy,  asll 
lever,  or  urticaria 

The  following  adverse  reactions  have  been  reported  with  the  use  ol  cyu| 
diarrhea  (in  approximately  1 out  ol  20  patients  treated),  nausea  and  it 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in  60)  f 
instances  of  headache,  dizziness,  abdominal  pain,  vaginitis,  and  urtica « 
been  reported  (See  WARNINGS) 

Other  less  frequent  adverse  reactions  which  may  occur  and  that  ha « 
reported  during  therapy  with  other  penicillins  are  anemia,  thrombocy  r 
thrombocytopenic  purpura,  leukopenia  neutropenia  and  eosmophilia « 
reactions  are  usually  reversible  on  discontinuation  of  therapy 


As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been  re  i 
Dosage  and  Administration 


INFECTION' 

ADULTS 

CHILDREN 
Dosage  should  not 
in  a dose  higher  It  1 
lor  adults 

Respiratory  Tract 

Tonsillitis  & 

250  mg  q.i.d  in  equally 

body  weight  <20 

Pharyngitis** 

spaced  doses 

lbs)  125  mg  q 
equally  spaced  do 
body  weight  >20  1 
lbs)  250  mg  q 
equally  spaced  do 

Bronchitis  and 
Pneumonia 

Mild  or  Moderate 

250  mg  q.i  d in  equally 

50  mg/kg, 'day  q 

Infections 

spaced  doses 

equally  spaced  do: 

Chronic  Infections 

500  mg  q.i  d in  equally 
spaced  doses 

100  mg  kg'day  q 
equally  spaced  do: 

Otitis  Media 

250  mg  to  500  mg  q.i  d 
in  equally  spaced  doses 
depending  on  severity 

50  to  100  mg.'kg 
equally  spaced  do:l 
pending  on  sevenl 

Skin  & Skin 

250  mg  to  500  mg  q.i.d 

50  to  100  mg/kg, 

Structures 

in  equally  spaced  doses 
depending  on  severity 

equally  spaced  dov: 
pending  on  severit  y 

Urinary  Tract 

500  mg  q.i.d  in  equally 
spaced  doses 

100  mg/kg/day  in 
spaced  doses 

"As  with  antibiotic  therapy  generally,  treatment  should  be  continuerf 
minimum  of  48  to  72  hours  after  the  patient  becomes  asymptomatic  i 
evidence  ol  bacterial  eradication  has  been  obtained 
"In  infections  caused  by  Group  A beta-hemolytic  streptococci,  a minirt 
10  days  of  treatment  is  recommended  to  guard  against  the  risk  of  rhe 
lever  or  glomerulonephritis 

In  the  treatment  of  chronic  urinary  tract  inlection,  frequent  bacteriolog1, 
clinical  appraisal  is  necessary  during  therapy  and  may  be  required  ior 
months  afterwards 

Persistent  infection  may  require  treatment  tor  several  weeks 
Cyclacillin  is  not  indicated  in  children  under  2 months  ol  age 
Patients  with  Renal  Failure 

Based  on  a dosage  of  500  mg  q r d the  following  adjustment  in  r 
interval  is  recommended 

Patients  with  a creatinine  clearance  of  >50  ml'mm  need  n 
age  interval  adjustment 

Patients  with  a creatinine  clearance  of  30-50  ml/mm  should  recei 
doses  every  12  hours 

Patients  with  a creatinine  clearance  of  between  15-30  ml/min  : 
receive  full  doses  every  18  hours 

Patients  with  a creatinine  clearance  ol  between  10-15  ml/mm  i 
receive  full  doses  every  24  hours 
In  patients  with  a creatinine  clearance  ol  <10  ml  mi 
serum  creatinine  values  of  2 10  mg  % serum  cyclacillin  levels  are  n 
mended  to  determine  both  subsequent  dosage  and  frequency 
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Highland  Hospital  Revisited 

Evelyn  Parker  Ivey-Davis,  M.D. 


I SHOULD  like  you  to  go  back 
with  me  in  time  to  1933  and  look 
at  Highland  Hospital  as  I first  saw  it 
in  June  of  that  year.  My  sister,  a 
psychiatric  nurse  at  Highland, 
whom  I was  visiting,  drove  me  out 
Montford  Avenue.  She  pointed  to  a 
big  four-story  building  on  the  left 
and  explained  that  that  was  Hill 
House,  the  residence  for  the  nurses, 
and  that  was  Barr  Cottage,  a doc- 
tor’s house.  As  we  turned  on  to  Zil- 
licoa,  we  noted  Corner  Cottage,  the 
home  of  other  staff.  Next  to  it  was  a 
brown  shingled  bungalow  which 
was  Homewood,  where  Dr.  and 
Mrs.  Carroll  lived.  Tucked  slightly 
to  the  back  was  a small  garage- 
looking building,  also  in  dark  brown 
shingles,  which  was  then  Mrs.  Car- 
roll’s  music  studio.  We  passed  the 
Rumbough  House,  which  did  not 
then  belong  to  the  hospital,  and  saw 
ahead  the  Georgian  colonial  four- 
story  building  to  the  left  with  its 
portico,  steps  and  six  sparkling 
white  columns.  This  building. 
Highland  Hall,  was  the  administra- 
tion building  and  contained  the 
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nicer  rooms  for  patients  as  well  as 
being  the  center  of  education  for  the 
nurses’  training  school.  But  as  we 
approached,  we  could  see  other 
parts  of  the  grounds.  Straight  ahead 
and  to  the  left  of  Highland  Hall  were 
tennis  courts,  behind  which  was  the 
large  wooden  Central  Building  with 
a gracious  full-length  front  porch. 
To  the  right  one  could  see  wooded 
areas  and,  upon  looking  closely, 
comfortably  dressed  individuals  in 
low-heeled  shoes  walking  with  a 
student  nurse  in  blue  uniform  with 
starched  white  apron  and  bib  and 
perhaps  a probation  nurse  in  blue 
uniform  with  a starched  apron  and 
black  stockings.  If  we  looked 
further  to  the  right,  to  the  area  upon 
which  this  building  now  stands,  we 
could  see  the  top  of  the  hill  with  its 
peg  board.  A patient  and  staff  mem- 
ber were  charging  wearily  to  the  top 
of  the  hill  to  plug  in  a peg  indicating 
the  number  of  hills  climbed. 
Another  more  sprightly  individual 
had  run  to  the  top  of  the  hill  and  was 
making  some  mark  on  the  ground  to 
indicate  the  number  of  hills  run. 

Then  our  attention  was  directed 
to  the  left  again  where  we  saw  a 
group  of  three  people  walking  from 
Highland  Hall  to  Central  Building. 
On  one  side  of  the  central  figure  is  a 
nurse  in  a starched  white  uniform 
with  a high  collar  and  a little  or- 


gandy cap.  The  cap  was  a distinc- 
tive one.  It  reminded  me  of  an 
upside  down  bathtub,  with  a black 
ribbon  around  its  straight  edge  be- 
fore the  little  lacy  ruffles  lay  flat  on 
the  top  of  the  head.  To  the  left  of  the 
central  figure  was  an  attendant  in  a 
white,  short-sleeved  jacket.  The 
central  figure  was  a tall  man, 
straight  as  a ramrod,  with  a balding 
head  fringed  with  white  hair, 
frameless  glasses  and  starched 
white  suit,  the  jacket  of  which  gave 
the  appearance  of  modified  military 
dress  jacket  or  a navy  officer’s  dress 
white  without  the  brass  buttons. 
This  was  Dr.  Carroll.  Rarely  was  he 
called  anything  but  “Doctor,” 
whether  in  awe  or  in  affection. 

Those  who  came  to  know  Dr. 
Carroll  recognized  he  was  bright, 
always  a student,  always  searching 
for  the  truth.  Behind  his  austere 
facade,  he  was  warm  and  showed 
genuine  interest  and  concern  for 
people.  Let  us  take  a look  at  the 
background  of  this  man  and  of  the 
hospital,  to  better  understand 
whence  Highland  Hospital  came. 

WHENCE  HIGHLAND  HOSPITAL 
STARTED 

Robert  Sproul  Carroll  was  bom 
February  18,  1869,  in  Cooperstown, 
Pennsylvania,  a descendant  of 
Charles  Carroll,  one  of  the  signers 
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of  the  Declaration  of  Independence, 
and  a son  of  a minister  and  his  wife, 
a rare  and  wise  woman.  He  was  one 
of  four  hoys.  The  family  had  moved 
regularly  until  it  finally  settled  in 
Cleveland,  Ohio,  where  Dr.  Carroll 
attended  public  school.  Even  as  he 
excelled  in  his  studies,  he  showed 
expertise  and  genuine  interest  in 
baseball  and  exercise.  He  was 
musical,  sang  in  the  church  quartet 
and  Bach  Choir  and  other  vocal 
groups.  While  in  school,  he  worked 
in  his  brother's  pharmacy  and  sub- 
sequently became  a registered 
pharmacist  at  the  age  of  18.  He  had 
his  own  pharmacy  on  the  outskirts 
of  Cleveland.  There  he  began  to  ob- 
serve the  physicians  and  their  pa- 
tients and  the  inter-relationships.  It 
was  here  he  began  to  associate  nu- 
trition and  personal  habits,  includ- 
ing exercise,  with  the  length  of  life. 
He  left  the  practice  of  pharmacy  to 
enter  medical  school,  an  interest  he 
had  had  since  the  age  of  9.  After 
graduating  with  honors  in  1893  from 
the  Marian  Simms  Medical  College, 
now  the  University  of  St.  Louis,  he 
went  to  Calvert,  Texas,  where  he 
had  a general  practice  in  medicine 
and  surgery  for  five  years.  Already 
he  had  become  increasingly  aware 
of  the  need  for  his  patients  to  re- 
ceive psychiatric  help  and  so,  after 
two  years,  he  took  a year’s  leave  of 
absence  in  search  of  additional 
training.  He  received  this  training  in 
1895  at  Rush  Medical  College  (Uni- 
versity of  Chicago),  at  Polyclinic  in 
New  York,  and  at  Battlecreek 
where  he  went  to  study  their  meth- 
ods of  treatment,  especially  hydro- 
therapy. In  those  days  there  was  lit- 
tle specialty  training  for  psychiatry; 
he  had  to  search  out  what  he  could 
from  every  resource. 

He  went  back  to  his  general  prac- 
tice for  three  more  years,  then  left  it 
to  work  in  a small  private  psychiat- 
ric hospital  in  Marysville,  Ohio.  He 
could  not  accept  the  then  prevalent 
practice  in  mental  hospitals  of  using 
powerful  medications  to  smother 
the  patient's  abnormal  conduct.1 
Dr.  Marie  Baldwin  has  reminded  us 
that  one  day  he  overheard  a patient 
who  had  just  helped  unload  a coal 
wagon  say  that  he  felt  better  and 
believed  that  if  he  worked  like  that 
more  often  he  would  soon  be  well.2 


This  strengthened  Dr.  Carroll’s  own 
growing  conviction  in  the  curative 
value  of  physical  work  for  mental 
disorders.  He  decided  to  open  his 
own  hospital. 

Now  in  the  course  of  this  search 
for  a location.  Dr.  Carroll  came  to 
Asheville.  He  was  impressed  with 
the  freshness  of  the  air,  the  pres- 
ence of  oxygen,  even  as  we  today 
are  impressed  with  it.  He  selected 
Asheville  because  of  its  climate  in 
which  patients  were  assured  of  “330 
outdoor  days”  in  which  they  could 
exercise  outdoors,  thereby  aug- 
menting the  oxygen  supply  to  “their 
sick  brains.” 

He  found  a 20-room  building  on 
Haywood  Street,  which  he  was  able 
to  rent.  With  a $5,000  loan  on  his 
insurance  policy,  he  founded  Dr. 
Carroll’s  Sanitarium,  75  years  ago 
today.  This  building  contained  a 
hydrotherapy  department  and 
housing  for  staff  and  patients.  The 
property  was  opposite  the  old  Bat- 
tery Park  Hotel.  It  was  that  hill 
going  up  to  the  hotel  that  his  pa- 
tients used  to  climb  for  their  daily 
exercise.  Parenthetically,  Dr.  Car- 
roll  recognized  how  monotonous 
for  the  patient  and  how  silly  and 
foolish  appearing  to  others  it  must 
be  to  see  a patient  do  a thousand  feet 
or  more  of  hill  climbing  a day,  day- 
after-day  and  month-after-month. 
But  he  felt  this  was  a small  price  to 
pay  for  the  condensed  exercise  and 
for  the  resulting  vitality.3  But  since 
he  was  genuinely  kind  and  sensi- 
tive, this  may  have  been  one  of  the 
motivating  factors,  in  addition  to  his 
need  for  more  space,  that  prompted 
him  to  purchase  in  1906  the  80  acres 
of  wooded  hills  on  Zillicoa  Street. 
Here  one  could  climb  hills  in  pri- 
vacy. Subsequently,  the  sanatarium 
was  renamed  Highland  Hospital. 

Now  that  I have  tried  to  show  you 
whence  Highland  Hospital  came,  I 
shall  outline  for  you  the  principles 
of  Dr.  Carroll’s  treatment,  put  them 
in  perspective  of  psychiatric  under- 
standing at  that  period  and  of  what 
was  going  on  in  the  rest  of  the  world. 

I 'll  try  to  show  you  some  of  the  cor- 
relation with  the  current  programs 
at  Highland  Hospital  and  Duke  and 
take  a brief  look  into  the  future. 
We'll  talk  about  where  we  have 


been,  then  where  we  are  and  where 
we  are  going. 

WHERE  WE  HAVE  BEEN 

Let  us  review  the  aim  of  the  hos- 
pital and  Dr.  Carroll’s  beliefs  and 
principles.  The  aim  of  the  hospital 
was  to  help  individuals  achieve 
“brain  health.”  This  was  to  be  ac- 
complished through  a balanced  diet 
with  exercise  of  physical  work  or 
play,  the  rebuilding  of  will  and  con- 
structive habits,  psychotherapy, 
family  therapy  and  adjunctive 
treatments.  In  Dr.  Carroll’s  words, 
“Man  is  mentally,  morally  and 
physically  so  attuned  that  when  dis- 
ordered, his  perfect  restoration  de- 
mands intelligent  readjustment  of 
each  element.”4 

He  believed  that  the  physical 
damage  of  nervousness  was  due  to 
self-intoxication,  to  the  years  of 
lack  of  balance  between  food  and 
exercise.  He  believed  particularly 
that  the  primary  offender  was  red 
meat  which,  when  fed  to  the  seden- 
tary business  or  professional  man  or 
woman,  became  a drug,  decayed  in 
the  intestinal  tract  and  produced 
toxins,  which  then  penetrated  blood 
brain  barriers,  entered  the  brain 
cells  and  caused  mental  distur- 
bance. He  strove  to  correct  this  by 
carefully  regulated  diets,  varied  ac- 
cording to  the  amount  of  exercise  an 
individual  took.  He  believed  that 
starches  and  the  fat  in  cream  were 
metabolized  most  easily  for  energy. 
The  principal  proteins  used  in  the 
diet  at  the  hospital  were  fowl,  fish, 
eggs  and  dairy  products.  He  had 
also  been  critical  of  the  abundant 
use  of  sweets  and  allowed  a small 
amount  of  sweets  only  at  the  end  of 
the  meal.3 

I recall  the  occasions  when  I was 
a guest  for  dinner  at  Homewood. 
After  a beautifully  served  formal 
meal,  complete  with  finger  bowls, 
William,  the  butler,  would  serve 
small  individual  plates  to  us  with 
just  a bit  of  sweet:  a nut  and  two 
mints  or  perhaps  a stuffed  date  or 
two. 

Let  us  not  leave  the  subject  of 
diets  without  remembering  that  pa- 
tients gardened  as  exercise.  From 
the  time  the  hospital  was  first  estab- 
lished, Dr.  Carroll  believed  in  the 
nutritional  and  enriching  value  of 
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fresh  vegetables  on  the  trays  and 
table.  This  practice  preceded  the 
discovery  of  vitamins.  It  was  not 
until  1911  that  Funk  had  obtained 
from  rice  polishings  a crystalline 
product  which  cured  beriberi  in 
rats.  This  he  called  “vitamine.”5 
Discoveries  of  other  vitamins  fol- 
lowed rapidly. 

Dr.  Carroll  believed  that  a reason 
one  person  of  a family  might  be- 
come mentally  ill  while  other  mem- 
bers with  approximately  the  same 
heredity  and  environment  remain 
stable  was  related  to  that  person's 
having  a defective  blood  brain  bar- 
rier. He  followed  the  scientific  de- 
velopments, hypotheses  and  work 
of  others  carefully.  He  had  formed  a 
close  personal  and  professional  re- 
lationship with  Dr.  Adolph  Meyer  at 
Johns  Hopkins,  then  dean  of  Amer- 
ican psychiatry.  Dr.  Meyer  sent  pa- 
tients to  Highland  Hospital  and  fre- 
quently came  to  consult  even  as  Dr. 
Carroll  went  to  Johns  Hopkins  to 
share  with  him.  They  were  both  im- 
pressed with  the  observation  that 
the  severely  mentally  ill  frequently 
showed  improvement  during  infec- 
tious processes,  especially  those 
associated  with  a systemic  high 
white  blood  cell  count.  Some  be- 
lieved that  this  increased  white 
blood  cell  count  was  associated 
with  a fresh  regenerative  impulse. 
Dr.  Carroll  conjectured  that  an  in- 
jured blood  brain  barrier  might 
interfere  with  normal  chemotaxis 
and  that  schizophrenia,  or  dementia 
praecox,  as  it  was  then  called,  might 
prove  a food  chemical  deprivation 
rather  than  a toxic  destructive  pro- 
cess. He  conceived  the  idea  that  if 
he  could  artificially  produce  an  in- 
creased white  blood  cell  count  in  the 
meninges  and  cerebrospinal  fluid, 
he  might  restore  the  choroid  per- 
meability thereby  improving  the 
nutrition  and  health  of  the  brain.  He 
thought  of  a plan,  that  of  artificially 
creating  an  aseptic  meningitis,  by 
use  of  a sterile  foreign  protein. 

On  January  13,  1923,  he  gave  the 
first  of  a series  of  horse  serum  in- 
jections into  the  spinal  column  by 
means  of  lumbar  puncture,  a his- 
toric innovative  approach.  The  re- 
sult was  dramatic  improvement  in 
each  of  the  five  patients  who  re- 
ceived two  to  five  of  such  treat- 


ments. In  some  cases,  remission 
occurred,  lasting  for  over  two 
years.6  His  techniques,  laboratory 
findings  and  the  clinical  course  of 
the  patients  were  watched  closely 
by  other  psychiatrists. 

This  induction  of  aseptic  menin- 
gitis in  the  severely  mentally  ill  had 
at  first  been  regarded  with  skepti- 
cism. But  as  its  therapeutic  value 
proved  unquestionably  better  than 
any  other  form  of  treatment  it  was 
used  in  other  parts  of  the  country 
and  abroad. 

A review  of  the  literature  re- 
vealed that  the  “Carroll  Treat- 
ment” was  given  to  over  100  pa- 
tients at  the  Philadelphia  Hospitals 
for  Mental  Diseases,7,8  to  50  pa- 
tients at  the  Trenton  State  Hospi- 
tal,9 to  patients  in  Italy10  and  in 
Canada.11  The  literature  reports  a 
great  deal  of  correspondence  with 
other  hospitals,  suggesting  that 
they,  too,  were  giving  the  treat- 
ment,8 but  no  other  documentation 
was  found  in  the  literature.  The  lit- 
erature did  refer  to  the  need  and 
plan  for  more  research  to  determine 
why  this  method  of  treatment  pro- 
duced results,  the  like  of  which  are 
not  obtained  by  any  other  method.8 

This  startling  and  drastic  but  suc- 
cessful treatment  was  given  in  an 
era  when  the  theoretical  causes  of 
mental  illness  had  encompassed 
superstition,  religion,  hormonal  im- 
balance, gastrointestinal  intoxica- 
tion, psychogenesis,  infectious  tox- 
icity, etc.  Psychoanalysis  was  in  its 
early  stages.  Beginning  around  the 
turn  of  the  century  psychiatrists  and 
other  physicians  began  to  do  re- 
search as  did  the  specialists  in 
Europe.  They  were  looking  for 
causes  of  mental  illness  and  for 
more  effective  treatments. 

In  1930,  Manfred  Sake!,  in 
Vienna,  discovered  the  insulin 
treatment.  In  1934,  Dr.  Burke  Suitt 
started  giving  insulin  treatments  at 
Highland  Hospital,  one  of  the  first 
in  this  country  to  do  so.  Later,  met- 
rozol,  as  discovered  by  Meduna  of 
Budapest,  and  electroshock,  as  dis- 
covered by  Cerletti  of  Rome  were 
given  at  Highland  Hospital  also. 

Now,  let  us  consider  some  other 
principles:  Dr.  Carroll  was  a hu- 
manist. He  believed  in  treating 
those  who  were  financially  unable 


to  pay  even  a small  part  of  the  cost 
of  treatment.  One-seventh  of  the 
hospital’s  activities  during  its  first 
40  years  had  been  gratuitous.  In 
addition,  a number  of  proteges  con- 
sidered the  hospital  their  home. 
During  its  first  year,  a completely 
prostrated  victim  of  polio,  a nine- 
month-old  helpless  child  brought  in 
on  a pillow  by  his  parents,  became 
the  hospital's  ward.  For  12  years, 
daily  massage  and  hydrotherapy 
were  given  to  the  end  that  this  boy 
graduated  from  Asheville  High 
School  with  a gold  medal  for  perfect 
attendance  for  a period  of  four 
years.12  He  later  married,  fathered 
two  children,  one  of  whom  is  still 
living  in  Asheville  and  holds  a re- 
spected position.  Another  child,  an 
orphan,  was  adopted  to  be  the  com- 
panion of  the  first.  He  did  well,  mar- 
ried, held  an  excellent  position  as  an 
electrical  engineer  in  Chicago  be- 
fore retiring  to  Florida. 

There  were  three  who  worked  at 
the  hospital  who  became  interested 
in  medicine  while  there  and  went  on 
into  psychiatry.  The  first  of  these 
was  Dr.  Suitt  who  was  the  resident 
psychiatrist  at  Highland  in  the  mid- 
30s,  then  went  to  Johns  Hopkins 
and  returned  to  work  at  Duke  and 
Highland  for  years  before  going  to 
work  in  a hospital  in  Kentucky 
where  he  died  of  cancer.  The  sec- 
ond was  Charman  Carroll,  adopted 
daughter  of  Dr.  and  Mrs.  Carroll, 
who  graduated  from  the  nurses’ 
training  school  at  Highland,  then 
went  to  college  and  medical  school 
specializing  in  psychiatry,  working 
thereafter  at  Duke  and  at  Highland 
and  becoming  the  third  medical  di- 
rector until  her  untimely  death  in 
1963. 

I am  privileged  to  be  the  third  to 
have  had  the  opportunity  to  work  at 
Highland  Hospital  where  I became 
interested  in  psychiatry  and  decided 
to  go  to  medical  school.  I was  very 
grateful  for  the  experience  of 
working  closely  with  the  nurses  and 
doctors  during  vacation  periods 
through  college  and  medical  school. 
I learned  a great  deal.  Will  you  im- 
agine with  me  for  a moment  how 
exciting  it  was  in  the  last  two  years 
of  college  and  the  two  pre-clinical 
years  of  medical  school  to  learn 
how  to  do  laboratory  work,  give 
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massages,  do  physical  examina- 
tions, to  he  taught  how  to  give 
insulin,  observe  the  patient,  deter- 
mine when  to  interrupt  the  treat- 
ment and  how  to  do  so,  and  interact 
with  the  patients!  It  was  a great  ex- 
perience, the  benefits  of  which  are 
still  with  me.  It  is  most  especially 
rewarding  to  be  here  today. 

As  you  have  already  surmised. 
Dr.  Carroll  believed  in  enriching  the 
total  person  and  provided  many 
cultural  opportunities.  Vespers 
were  held  each  Sunday.  Travel  talks 
and  travelogues  were  presented 
regularly.  He  believed  in  the  educa- 
tional value  of  travel  and  often  ar- 
ranged for  patients  and  the  staff  in 
whom  they  had  confidence  to  travel 
in  a group.  During  these  travels, 
language  courses  were  taught  and 
the  history  and  culture  of  the  coun- 
tries or  areas  to  be  visited  were 
studied.  It  was  an  intellectually 
stimulating  experience  as  well  as  a 
culturally  enriching  one. 

Mrs.  Carroll,  the  former  Grace 
Potter,  was  a renowned  concert 
pianist.  She  enjoyed  playing  for 
others  and  teaching  especially  tal- 
ented musicians  in  the  community. 
After  the  great  music  hall  in  the  en- 
larged Homewood  was  built,  she 
and  others  frequently  gave  concerts 
for  Highland  and  Asheville  resi- 
dents. 

There  was  also  joy  in  work  and  in 
play.  Dr.  Carroll  once  wrote  that 
“mastery  will  come  when  work  is 
no  longer  drudgery  but  has  taken  on 
the  spirit  of  play.’’3  Even  while  pa- 
tients chopped  wood,  spaded  the 
garden,  transplanted,  worked  on 
the  farm,  they  showed  a sense  of 
enjoyment  in  the  work.  Then  there 
were  the  twice-a-week  baseball 
games  between  the  Blue  and  the 
Gold  teams  for  everyone  to  antici- 
pate and  to  enjoy  playing  or  ob- 
serving. And  there  were  medicine 
and  volley  ball,  and  there  was  ten- 
nis. 

I remember  playing  tennis  with 
Zelda.  She  would  play,  sometimes 
with  very  good  form  and  at  other 
times  doing  a ballet  across  the  court 
ten  maintaining  her  precision, 
er  when  she  went  to  New 
be,  when  she  got 
first  trip  to 
^ur°P:  ed  to  talk  to 


me  about  her  talented  handsome 
husband,  Scott  Fitzgerald.  She  was 
a charming  companion,  always  in- 
terested in  others,  always  willing  to 
share  some  anecdote  about  her 
travels  and  the  people  she  had 
known.  Upon  my  return  on  vaca- 
tion from  college  and  medical 
school,  she  was  interested  to  know 
what  I had  learned  and  what  I was 
doing.  I suffered  with  the  world  and 
also  very  personally  on  that  morn- 
ing in  1948  when  we  heard  on  the 
radio  about  the  terrible  fire  in  the 
Central  Building  and  of  her  having 
been  lost  in  it.  We  shall  look  re- 
spectfully at  the  trees  planted  in 
memory  of  those  brave  nine  who 
died. 

And  then  there  were  other 
memories  of  the  pleasures.  Dancing 
classes  were  held  for  all  residents 
and  employees.  Masquerade  balls 
and  other  festive  activities  suitable 
to  special  holidays  were  enjoyed  by 
all.  At  that  time  the  hospital  owned 
a 400  acre  farm  on  Elk  Mountain. 
Many  patients  hiked  to  the  farm, 
some  of  them  going  overnight  and 
camping  in  the  woods.  I was  some- 
times privileged  to  participate  in  a 
hike,  to  share  in  the  cooking  in  the 
firm  house  for  all  of  us  hard  work- 
ers. We  delighted  in  being  able  to 
bake  apple  pies  using  the  apples 
gathered  on  the  farm.  But  most 
especially  we  enjoyed  eating  them. 
This  was,  as  you  can  imagine,  our 
only  chance  to  have  apple  pie  in 
view  of  strict  dietary  restrictions 
mentioned  previously. 

In  1939,  Dr.  Carroll  gave  the  hos- 
pital to  Duke  University  with  the 
understanding  that  Highland  Hos- 
pital would  continue  as  a clinical 
unit  preserving  its  principles  and 
with  the  hope  that  the  research  de- 
partment could  find  the  truth  and 
the  errors  in  theory  so  that  the 
“good  would  be  retained  and  possi- 
ble error  eliminated.” 

Then  the  war  came  and  there 
were  many  changes.  Duke’s  re- 
search as  well  as  clinical  staff  was 
depleted.  Dr.  Carroll  continued  as 
medical  director  longer  than  he  had 
agreed,  retiring  in  1946  at  the  age  of 
77. 

During  the  war  and  postwar  peri- 
ods there  were  many  developments 
in  the  treatment  of  the  mentally  ill. 


Dr.  Carroll  could  not  have  foreseen 
the  exciting  research.  Indeed  the 
blood  brain  barriers  continue  to  oc- 
cupy a prominent  place  in  the 
search  for  more  knowledge.  Their 
permeability  permits  phar- 
macological agents  to  gain  access  to 
the  brain  and  the  cerebrospinal 
fluid.  Fever  and  electroshock  are 
now  known  to  increase  the  permea- 
bility of  these  barriers,  even  as  Dr. 
Carroll  had  hypothesized.  But 
much  more  has  been  done.  Duke 
has  produced  outstanding  work  in  a 
number  of  fields  — Dr.  Keith 
Brodie  in  psychophysiology  of  the 
endocrine  systems  as  they  relate  to 
psychiatric  syndromes,  and  in 
biochemical  bases  of  illnesses, 
studying  blood  and  cerebrospinal 
fluid,  and  Dr.  Ewald  Busse,  an  out- 
standing authority  in  gerontology, 
to  mention  a few. 

WHERE  WE  ARE 

But  let  us  look  at  some  of  the  ben- 
efits of  the  Duke-Highland  Hospital 
team.  The  two  hospitals  together 
provide  intensive  treatment  for  both 
short-term  and  long-term  patients. 
They  provide  rich  educational  re- 
sources for  the  training  of  psychia- 
trists, nurses  and  other  profession- 
als. The  Duke  laboratories  have 
been  able  to  assay  the  blood  levels 
of  medications  on  Highland  patients 
so  that  the  doctors  can  prescribe 
with  greater  precision.  They  have 
been  able  to  attract  more  psychia- 
trists to  practice  in  Western  North 
Carolina. 

But  let  us  look  further  at  the  cur- 
rent program  of  Highland.  This 
beautiful  building,  the  Charman 
Carroll  Activities  Building,  con- 
tains spacious  quarters  for  a large 
variety  of  physical,  recreational, 
occupational  and  cultural  activities. 
It  is  staffed  by  specialists  in  the 
fields  of  occupational,  music,  art, 
horticulture,  photography  and  rec- 
reational therapies.  This  staff  pro- 
vides rich  opportunities  for  those 
patients  for  whom  such  activities 
are  part  of  a treatment  plan.  I under- 
stand that  in  lieu  of  climbing  hills, 
patients  may  now  have  the  adven- 
ture of  climbing  walls  especially 
constaicted  for  that  purpose. 

But  the  most  exciting  part  of  the 
program  is  that  of  the  treatment 
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team.  I had  the  privilege  recently  of 
visiting  the  hospital  in  my  official 
capacity  of  consultant  for  the  Na- 
tional Institute  of  Mental  Health.  In 
the  course  of  evaluating  the  pro- 
gram, I attended  rounds  and  team 
meetings.  The  patients  and  staff  as 
well  participated  in  the  rounds  with 
each  patient  having  ample  opportu- 
nity to  talk  and  interact  with  staff 
individually  or  collectively.  Here 
was  a dynamic  discussion  assessing 
the  progress  of  the  patient  and  ad- 
justing treatment  plans  as  neces- 
sary. This  was  truly  innovative 
treatment.  All  forms  of  therapy  are 
available  to  the  patients.  Especially 
significant  is  the  emphasis  on  family 
therapy  which  not  only  contributes 
to  the  progress  of  the  patient  but  is 
important  in  prevention  of  disorders 
in  other  members  of  the  family  and 
in  recurrence  for  the  patient. 

This  private  hospital  practices  a 
continuum  of  care  which  exceeds 
that  of  many  mental  health  centers 
which  were  presumably  designed 
for  that  purpose.  The  psychiatrist 
and  other  staff  see  the  patient  when 
treated  in  the  outpatient  depart- 
ment, admit  the  patient  when  nec- 
essary and  continue  to  treat  him  or 
her  through  hospital  residence,  and 
after  discharge  except  when  the  pa- 
tients return  to  their  own  psychia- 
trists. Those  patients  who  can  live 
at  home  may  return  to  the  day  hos- 
pital for  continued  therapy.  Some 
individuals  not  yet  ready  for  inde- 
pendent living  may  live  in  the  Half- 
way House  on  Montford  Avenue 
while  continuing  to  receive  help  and 
look  for  work.  This  is  particularly 
helpful  for  the  58  percent  of  the  res- 
idents from  other  states. 

Yet  with  all  these  programs  there 
is  a balance  with  clinical  investiga- 
tions and  research  and  writing.  A 
recent  study  by  Drs.  Darwin  Dorr 
and  Robert  Pozner,  examining  the 
census  patterns  of  the  hospital  from 
1967-1977,  isagood  beginning  and  if 
continued  should  provide  helpful 
facts.  The  winter  issue  of  Highland 


Highlights  contained  two  significant 
articles,  “Anorexia  Nervosa:  An 
Overview”  by  Dr.  Charles  Prokop 
and  “A  Short  Term  Cognitive  and 
Behavioral  Treatment  Approach  to 
Sexual  Desire  Phase  Dysfunction” 
by  Dr.  Hal  Gillespie  and  Ms.  Cheryl 
La  Pointe,  as  well  as  articles  about 
group  processes  facilitating 
creativity  and  spontaneity  and 
about  bridging  the  gap  between  the 
hospital  and  community. 

WHERE  ARE  WE  GOING? 

Now,  let  us  look  to  the  future: 

1.  Highland  Hospital  is  already 
advanced  in  emphasizing  the  medi- 
cal and  biologic  roots  of  psychiatry 
while  integrating  the  benefits  of 
psychologic  and  sociologic  under- 
standing. 1 believe  this  will  become 
more  refined  so  that  time  can  be 
saved  and  the  patient  will  benefit. 

2.  As  the  professional  staff  con- 
tinue to  refine  their  own  expertise  in 
administering  to  patients,  more  ef- 
fective methods  of  capitalizing  on 
the  genuine  interest  and  concern  of 
many  citizens  will  be  developed. 
The  citizens  can  be  taught  the  skills 
to  serve  individuals  as  a primary 
contact  person.  I saw  such  a pro- 
gram, called  the  “Personalized 
Care  Model,”  in  its  early  stages  in 
Connecticut13  recently.  The  poten- 
tial for  further  development  and 
service  is  great. 

3.  More  effective  use  of  halfway 
houses  and  other  specialized  resi- 
dences will  provide  security  while 
the  recovering  individual  continues 
to  receive  treatment  even  as  he  or 
she  expands  work  therapy  into 
meaningful  occupational  ex- 
perience. 

4.  Research  will  continue  to  result 
in  greater  understanding  of  causes 
of  mental  illness  and  improved 
treatment  and  methods  of  assaying 
the  effectiveness  of  such  treatment. 
It  has  recently  been  claimed  that 
manic-depressive  illness  can  be 
diagnosed  by  blood  findings.  If  this 


is  true,  what  potentials  there  are  for 
early  treatment  and  for  prevention 
of  much  suffering  and  disability. 

5.  Expansion  of  skills  in  family 
therapy  and  increased  focus  on 
family  therapy  may  also  be  ex- 
pected to  contribute  to  the  preven- 
tion of  needless  disability. 

I wish  to  congratulate  you.  Dr. 
(W.  G.)  Anlyan  and  the  great  in- 
stitution that  you  represent  for 
having  helped  this  pioneering  hos- 
pital to  grow  and  to  maintain  its  own 
personality  and  program. 

And  to  you.  Dr.  Jack  W.  Bonner. 
On  the  occasion  of  this  75th  an- 
niversary you  should  have  great  joy 
and  satisfaction  in  your  leadership 
of  the  excellent  staff  to  so  success- 
fully work  toward  the  goals  for 
which  this  hospital  was  founded. 

And  to  the  representatives  of 
Psychiatric  Institutes  of  America 
who  have  purchased  this  great  hos- 
pital: I am  confident  that  you  are  not 
unmindful  of  the  rich  and  outstand- 
ing heritage  and  history  of  high  level 
performance  and  service  of  the 
physicians  and  staff  of  Highland 
Hospital.  It  is  now  your  challenge  to 
maintain  the  high  level  of  en- 
thusiasm and  morale  of  staff  that 
has  made  this  possible. 
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A Couvade  Syndrome  Variant:  Case  Report 


Allan  A.  Maltbie,  M.D.,  Jesse  O.  Cavenar,  Jr.,  M.D., 
Gregory  J.  O’Shanick,  M.D.,  and  Michael  R.  Volow,  M.D. 


ABSTRACT  The  literature  per- 
taining to  pregnancy  fantasies  and 
the  effect  of  childbirth  on  men  is  re- 
viewed. The  case  of  a man  who  de- 
veloped severe  abdominal  pain  upon 
first  seeing  his  newborn  child  is  pre- 
sented. The  couvade  syndrome,  in 
which  the  father  experiences  symp- 
toms of  pregnancy  during  his  wife’s 
pregnancy  or  immediately  after  de- 
livery, is  discussed  and  the  complex 
psychodynamics  of  these  cases  con- 
sidered. The  authors  suggest  that  the 
onset  of  psychogenic  abdominal  pain 
in  a man  after  the  birth  of  a child 
represents  less  severe  psychopath- 
ology than  when  the  symptoms  ap- 
pear during  gestation. 

MUCH  attention  has  been  given 
in  the  medical  and  psychiatric 
literature,  as  well  as  in  the  popular 
press,  to  women's  responses  to 
pregnancy  and  motherhood.  There 
is  a striking  scarcity  of  references  to 
the  anxieties  and  psychological 
stresses  which  men  may  experience 
as  a result  of  becoming  fathers. 
Freud  early  considered  psychologi- 
cal implications  when  he  described 
pregnancy  fantasies  in  men  in  the 
report  of  Little  Hans1  and  again  in 
the  Wolfman  case  history. - 
Zilboorg,3  in  1931,  described  de- 
pressive reactions  related  to  par- 
enthood. He  focused  on  the  rivalry 
that  may  be  produced  between  par- 
ent and  child  on  an  infantile  level 
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and  on  the  unconscious  incest  fan- 
tasy that  may  exist  when  a man  fa- 
thers a child  with  a woman  who  in 
many  respects  represents  a mother 
figure.  Zilboorg  saw  postpartum 
disorders  in  men  as  a defense 
against  successful  identification 
with  their  own  fathers.  It  appears 
that  Zilboorg's  focus  was  on  the 
oedipal  rivalry  with  the  father  and 
the  dependency  needs  that  may  be 
disturbed  by  the  birth  of  a child. 

Mack-Brunswick4  referred  to 
pregnancy  fantasies  in  men  in  her 
discussion  of  the  Wolfman  case. 
Jacobson5  published  a detailed  arti- 
cle on  the  wish  for  a child  in  boys; 
her  main  emphasis  was  on  preoedi- 
pal  material. 

Freeman5  wrote  in  1951  about 
men  who  reacted  negatively  upon 
hearing  of  the  wife's  pregnancy.  He 
believed  that  unconscious  envy  of 
the  reproductive  capability  of  the 
female  was  the  basis  for  such  reac- 
tions. 

Jarvis7  stressed  that  childbirth 
always  has  a psychological  effect  on 
the  father,  whose  “mental  equilib- 
rium must  undergo  a shift  to  a new 
psychological  balance  of  forces 
which  involves  the  psychic  meaning 
of  the  child."  He  presented  four 
cases  in  which  the  fathers  became 
disturbed  during  the  wife's  preg- 
nancy or  after  the  birth  of  the  child. 
These  disturbances  ranged  from 
symptomatic  neuroses  to  overtly 
psychotic  episodes.  Jarvis  did  not 
identify  a particular  dynamic;  he 
believed  the  pregnancy  could  be 
understood  only  in  the  total  context 
of  the  father's  premorbid  personal- 
ity. 


Wainwright8  presented  10  cases 
of  men  who  required  hospitalization 
after  they  became  fathers.  He 
stressed  that  each  of  his  patients 
believed  that  the  emotional  upset 
was  due  to  factors  other  than  the 
birth  of  a child  and  that  the  real  sig- 
nificance of  the  birth  became  appar- 
ent only  after  several  weeks  in 
psychotherapy.  He  described  cases 
in  which  the  increased  responsibil- 
ity of  parenthood  triggered  latent 
homosexual  conflicts  and  others 
that  illustrated  the  dynamics  out- 
lined by  Zilboorg,  namely,  a fear  of 
identification  with  the  father.  In 
other  instances  a marked  depen- 
dency on  the  wife  was  the  most  sig- 
nificant factor  leading  to  hospitali- 
zation. 

Cavenar  and  Butts9  described 
four  cases  in  which  men  developed 
emotional  illnesses  related  to  their 
wives’  pregnancies.  In  all  of  the 
cases,  the  patients  had  experienced 
sibling  rivalry  at  a critical  time  in 
their  lives.  This  factor  in  these  pa- 
tients seemed  to  be  more  important 
dynamically  in  determining  feelings 
about  fatherhood  than  such  issues 
as  envy  of  the  wife’s  childbearing 
capacity,  neurotic  conflict  with  the 
oedipal  father,  or  dependence  on 
the  wife.  Only  one  patient  required 
inpatient  care  for  a severe  obses- 
sional neurosis;  the  others  experi- 
enced relief  of  symptoms  with  in- 
sight or  insight  and  pharmaco- 
therapy. 

Cavenar  and  Weddington10  de- 
scribed three  men  each  of  whom 
experienced  severe  abdominal  pain 
while  their  wives  were  pregnant. 
Thorough  physical  and  radiograph- 
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ic  evaluation  failed  to  disclose  any 
cause  for  the  pain,  which  remitted 
when  the  wives  delivered.  With  the 
cessation  of  the  abdominal  pain, 
one  patient  developed  a schizo- 
affective disorder  of  the  depressed 
type,  another  severe  anxiety,  and 
the  third  a marked  depression.  The 
abdominal  pain  in  each  man  ap- 
peared to  represent  an  unconscious 
pregnancy  fantasy  serving  to  reun- 
ite man  and  mother  and  gratify  the 
wish  to  return  to  the  womb.  Since 
this  represented  a major 
psychological  regression  to  a primi- 
tive oral  dependent  identification 
with  the  fetus  which  his  wife  was 
carrying,  the  presence  of  abdominal 
pain  in  a man  during  his  wife’s  preg- 
nancy may  be  a poor  prognostic 
sign. 

Cavenar  et  al11  also  described  a 
patient  who  experienced  a paranoid 
schizophrenic  episode  upon  be- 
coming a father.  The  patient’s  re- 
lationship with  his  own  father  had 
been  poor;  upon  becoming  a father 
himself,  and  thus  like  his  own  fa- 
ther, the  patient  entered  a delu- 
sional state  in  which  another  man, 
not  he,  had  fathered  his  child.  With 
this  distortion  of  reality,  he  essen- 
tially abdicated  fatherhood.  It  was 
stressed  that  a singular  dynamic 
issue  is  seldom  sufficient  to  cause 
severe  psychopathology  in  a man 
who  has  become  a father  and  that 
one  must  understand  many  complex 
interactions  of  the  man’s  total  per- 
sonality to  grasp  the  significance  of 
the  problem. 

The  purpose  of  this  communica- 
tion is  to  report  another  case  of  ab- 
dominal pain  in  a male  patient;  of 
interest  is  the  fact  that  the  pain 
began  after  the  child  was  born,  not 
during  the  wife’s  gestation. 

CASE  REPORT 

A 26-year-old  married  govern- 
ment employee  was  transferred  to  a 
university  medical  center  for  evalu- 
ation of  abdominal  pain  for  which 
no  cause  could  be  found.  He  had 
served  as  an  infantryman  in  Viet- 
nam and  had  since  been  tense  and 
anxious  and  had  experienced  inter- 
mittent episodes  of  mild  stomach 
discomfort  with  occasional  diarrhea 
and  constipation.  Four  weeks  be- 
fore transfer  he  had  sharp,  constant. 


squeezing,  incapacitating  pain  in 
the  lower  abdomen  with  radiation  to 
the  low  back  and  sacral  area.  During 
a stay  at  a community  hospital, 
upper  gastrointestinal  radiography, 
intravenous  pyelogram,  and  cho- 
lecystogram  had  been  unrevealing. 
Endoscopy  showed  a possible 
duodenal  ulcer;  treatment  with  an- 
tacids and  cimetidine  provided  no 
relief. 

At  the  medical  center,  physical 
examination  disclosed  an  extremely 
anxious,  thin,  man  who  held  his  ab- 
domen dramatically.  The  abdomen 
was  diffusely  tender,  moreso  in  the 
right  lower  quadrant  and  midline 
suprapubic  area.  The  remainder  of 
the  examination  was  within  normal 
limits.  Extensive  workup  which  in- 
cluded serum  amylase  determina- 
tion, urine  porphyrin  screen,  hemo- 
globin electrophoresis,  and  ab- 
dominal computerized  tomogram 
were  within  normal  limits.  Because 
all  studies  were  negative,  and  be- 
cause a functional  illness  was  sus- 
pected, psychiatric  consultation 
was  requested.  Psychiatric  evalua- 
tion found  him  not  psychotic  and 
having  no  biological  signs  of  severe 
depression.  A more  detailed  history 
disclosed  that  his  pain  and  vomiting 
had  started  four  weeks  earlier, 
shortly  after  seeing  his  newborn 
child  for  the  first  time  in  the  hospi- 
tal; this  was  his  first  child,  and  his 
wife  had  been  delivered  by  Caesar- 
ean section.  After  the  initial  episode 
of  pain  and  vomiting,  he  had  no  dif- 
ficulty until  he  brought  his  wife  and 
child  home;  he  then  had  pain  in  the 
lower  abdomen  and  back,  nausea, 
vomiting,  and  diarrhea  and  was 
hospitalized. 

He  was  an  only  child  who  was 
close  to  his  mother  and  felt  he  had 
been  “pampered”  by  her  as  he  grew 
up.  His  relationship  with  his  father 
had  been  more  distant.  A Minnesota 
Multiphasic  Personality  Inventory 
administered  after  admission  re- 
vealed marked  dependency  needs, 
severe  anxiety,  and  a hypochondri- 
cal  response  to  stress. 

The  patient  entered  regular  psy- 
chotherapy sessions  and  was  given 
amitryptyline  at  bedtime.  He  was 
discharged  after  12  days  in  the  hos- 
pital and  continues  in  outpatient 
psychotherapy.  He  has  returned  to 


work,  and  his  abdominal  pain  is  les- 
sening as  his  conflicts  resolve. 

DISCUSSION 

The  couvade  syndrome,  in  which 
the  father  experiences  symptoms  of 
pregnancy  during  his  wife’s  gesta- 
tion or  after  delivery,  has  long  been 
observed  clinically.  Hunter  and 
Macalpine12  note  that  in  1627  Fran- 
cis Bacon  stated;  “There  is  an 
opinion  abroad  (whether  idle  or  no  I 
cannot  say)  that  loving  and  kinde 
husbands  have  a sense  of  their 
wives  breading  childe  by  some  ac- 
cident in  their  owne  body.”  Freud13 
felt  that  the  couvade  served  “to 
contradict  that  doubt  about  pater- 
nity which  is  never  quite  to  be  over- 
come after  the  birth  of  the  child.” 
Reik14  stated  that  psychodynami- 
cally  couvade  involved  an  identifi- 
cation with  the  pregnant  woman, 
which  represented  an  attempt  to  re- 
solve the  ambivalence  toward  the 
woman,  while  others15,16  have 
commented  on  the  desires  of  males 
to  have  babies. 

We  believe  that  the  dynamics  of 
the  couvade,  particularly  abdomi- 
nal pain,  are  more  complex.  We 
have  suggested10  that  when  a man 
experiences  abdominal  pain  during 
his  wife’s  gestation,  he  is  respond- 
ing to  an  unconscious  wish  for  preg- 
nancy and  that  the  pain  represents 
not  only  an  identification  with  the 
pregnant  woman  but,  more  impor- 
tantly, with  the  fetus:  a wish  to  es- 
tablish a mother-child  reunion  is 
present  in  the  man. 

Our  patient  with  post-partum 
pain  is  psychologically  more  stable 
than  the  men  who  experience  ab- 
dominal pain  during  the  pregnancy. 
His  denial  of  the  pregnancy  pro- 
tected him  from  conflict  until  he  was 
confronted  with  reality:  the  baby. 
Denial  then  failed  and  pain  and 
vomiting  resulted.  However,  denial 
was  re-established  until  the  baby 
came  home;  then  his  defenses  failed 
totally  and  he  experienced  unremit- 
ting symptoms. 

His  symptoms  represented  a 
marked  psychological  regression. 
He  unconsciously  viewed  his  wife, 
in  part,  as  his  mother;  it  was  as  if  his 
mother  had  another  child  and  he 
was  to  lose  his  favored  position  with 
her.  More  important  than  sibling 
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rivalry,  however,  was  the  severe 
narcissistic  injury  at  losing  the  fa- 
vored position,  an  injury  which  led 
to  further  regression  and  anxiety. 
The  rage  at  his  wife  for  causing  the 
injury  was  handled  via  identifica- 
tion with  her;  he  attempted  to  ex- 
perience the  pain  she  had  felt  after 
surgery. 

We  suggest  that  the  onset  of 
psychogenic  abdominal  pain  in  men 
lifter  the  birth  of  a child  is  of  a lesser 
magnitude  and  involves  different 
dynamics  with  a more  favorable 
prognosis  than  in  those  men  who 


experience  abdominal  pain  during 
pregnancy.  We  believe  that  the 
dynamics  of  the  couvade  syndrome 
are  complex  and  cannot  be  ex- 
plained by  any  one  dynamic  formu- 
lation such  as  the  man’s  wish  to 
have  a child,  identification  with  the 
female,  or  an  attempt  to  establish 
paternity. 
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That  Plurisies  are  only  on  the  left  side,  is  a popular  Tenent  not  only  absurd  but  dangerous,  from  the 
misapprehension  hereof,  men  omitting  the  opportunity  of  remedies,  which  otherwise  they  would  not 
neglect;  chiefly  occasioned  by  the  Ignorance  of  Anatomy  and  the  extent  of  the  part  affected;  which  in  an 
exquisite  Pleurisie  is  determined  to  be  the  skin  or  membrane  which  investeth  the  Ribs,  for  so  it  is  defined, 
Inflammatio  membrane  costas  succingentis;  An  Inflammation,  either  simple,  consisting  only  of  an  hot 
and  sanguineous  affluxion;  or  else  denominable  from  other  humours,  according  to  the  predominancy  of 
melancholy,  flegm,  or  choler.  The  membrane  thus  inflamed,  is  properly  called  Pleura;  from  whence  the 
disease  hath  its  name;  and  this  investeth  not  only  one  side,  but  overspreadeth  the  cavity  of  the  chest,  and 
afifordeth  a common  coat  unto  the  parts  contained  therein. 

Now  therefore  the  Pleura  being  common  unto  both  sides,  it  is  not  reasonable  to  confine  the  inflamma- 
tion unto  one,  nor  strictly  to  determine  it  is  alwaies  in  the  side;  but  sometimes  before  and  behind,  that  is, 
inclining  to  the  Spine  or  Breast-bone;  for  thither  this  Coat  extendeth;  and  therefore  with  equal  propriety 
we  may  affirm,  that  ulcers  of  the  lungs,  or  Apostems  of  the  brain  do  happen  only  in  the  left  side;  or  that 
Ruptures  are  confinable  unto  one  side,  whereas  the  Peritoneum  or  Rim  of  the  Belly  may  be  broke,  or  its 
perforations  relaxed  in  either.  — Sir  Thomas  Browne,  Pseudodoxia  Epidemica. 
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Iatrogenic  Illness  in  a Community 
Mental  Health  Center 


ABSTRACT  The  literature  de- 
scribing the  decreasing  involvement 
of  psychiatrists  in  Community  Men- 
tal Health  Centers  (CMHCs)  is  re- 
viewed. Several  cases  are  presented 
to  illustrate  the  effect  on  patients 
when  the  psychiatrist  who  had  been 
treating  them  for  many  years  is  ter- 
minated because  of  budgetary  re- 
strictions. It  is  suggested  that  coun- 
tertransference considerations,  or 
the  physician’s  feelings  about  the  pa- 
tient, are  further  reasons,  not  previ- 
ously reported,  why  psychiatrists 
choose  not  to  become  involved  with 
CMHCs. 

IN  the  past  several  years,  a num- 
ber of  papers  have  discussed  the 
reluctance  of  psychiatrists  to  get  in- 
volved with  the  community  mental 
health  center  (CMHC)  movement. 
Winslow1  noted  the  decreasing  role 
of  psychiatrists  in  CMHCs  over  a 
five-year  period  during  which  the 
number  of  patients  at  the  centers 
increased  by  more  than  50%,  and  he 
listed  several  reasons  why  psychia- 
trists find  CMHC  involvement  less 
than  inviting.  Kosbab2  said  that 
psychiatrists  are  leaving  CMHCs 
because  mental  health  adminis- 
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trators,  most  of  whom  are  non- 
physicians, believe  that  nonphysi- 
cian mental  health  personnel  can  do 
therapy  equally  well,  or  better,  than 
psychiatrists  for  less  money.  He 
noted  that  the  fallacy  of  such  think- 
ing can  be  demonstrated  by  study- 
ing the  importance  of  proper  diag- 
nosis, medical  assessment,  and 
psychiatric  expertise  on  the  final 
outcome  of  those  patients  seen  in 
the  CMHC  setting.  Fink  and 
Weinstein3  noted  that  “the  climate 
appears  to  be  a repetition  of  the 
situation  that  developed  in  the  state 
hospital  system  earlier  in  this  cen- 
tury, when  the  quality  of  patient 
care  deteriorated,  and  professional 
involvement  was  reduced  or  elimi- 
nated.” They  also  note  that  admin- 
istrators of  mental  health  centers 
see  psychiatrists  as  expensive,  re- 
strict the  number  hired,  and  hire  in- 
stead people  with  less  or  different 
training  who  are  not  so  expensive. 
They  state  that  the  quality  of  care  in 
CMHCs  is  rarely  studied  and  sug- 
gest that,  as  a result,  that  quality 
will  deteriorate,  the  individual  pa- 
tient will  lose  and  the  nature  of  the 
CMHC  will  change.  In  our  review  of 
the  literature,  this  is  the  only  refer- 
ence which  addresses  the  issue  of 
quality  of  care  or  mentions  the  indi- 
vidual patient. 

The  purpose  of  this  communica- 
tion is  to  report  the  effect  on  indi- 
vidual patients  when  the  psychiatric 
consultant  who  had  been  treating 
them  at  a CMHC  for  over  eight 


years  was  terminated  because  of 
budgetary  restrictions.  The  cases 
reported  are  only  representative  of 
those  which  came  to  our  attention; 
more  than  likely,  other  cases  with 
equally  negative  impact  have  not,  as 
yet,  been  reported  to  us.  The  fol- 
lowing cases  are  illustrative. 

CASE  ONE 

Ms.  A.,  43  years  old,  was  well 
until  her  late  teens  when  her  father 
deserted  the  family  to  become  an 
evangelist.  At  that  time,  she  ex- 
perienced a schizophrenic  decom- 
pensation requiring  a lengthy  hos- 
pitalization; there  were  several 
other  brief  hospitalizations  in  sub- 
sequent years  for  schizophrenia. 
When  the  CMHC  in  her  community 
was  established,  she  was  seen  on  a 
monthly  basis  for  medication  evalu- 
ation and  supportive  psycho- 
therapy. She  was  maintained  on  an- 
tipsychotic drugs  and  came  for 
each  scheduled  appointment  for 
eight  years.  During  that  period,  she 
functioned  at  a reasonable  level  and 
hospitalization  was  not  necessary;  a 
good  therapeutic  alliance  and 
working  relationship  were  estab- 
lished. When  the  psychiatrist  in- 
formed Ms.  A.  that  he  would  not  be 
returning  to  the  clinic,  she  was  visi- 
bly shaken.  She  subsequently 
stopped  her  medication  and  rapidly 
became  overtly  psychotic;  com- 
mitment and  hospitalization  be- 
came necessary.  She  had  the  delu- 
sion that  a religious  experience  had 
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united  her  with  God,  and  therefore 
medication  was  not  necessary. 
Dynamically,  this  delusion  served 
both  to  reunite  her  with  her  father 
who  had  deserted  her  to  pursue  reli- 
gious activities  and  to  prevent  the 
loss  of  the  psychiatrist. 

CASE  TWO 

Mr.  B.,  32,  had  a severe  schizo- 
phrenic illness  requiring  lengthy 
hospitalization  in  his  early  20s.  He 
began  going  to  the  CMHC  in  his 
community  when  it  opened  and  was 
maintained  on  antipsychotic  drugs 
and  supportive  psychotherapy.  He 
had  a close  relationship  with  his 
grandfather  and  when  he  died  the 
patient  became  overtly  psychotic 
and  required  a brief  hospitalization. 
Except  for  this  episode,  he  func- 
tioned well  for  eight  years  and  was 
gainfully  employed.  It  was  clear 
that  he  felt  close  to  the  psychiatrist; 
when  told  that  the  psychiatrist 
would  be  leaving,  he  cried  openly. 
The  following  week,  he  became 
overtly  psychotic;  his  mother 
brought  him  to  the  center  for  evalu- 
ation and  informed  the  psychiatrist, 
quite  correctly,  that  the  psychosis 
was  due  to  the  fact  that  he  was 
leaving  the  patient.  The  mother 
suggested  that  the  situation  was,  to 
the  patient,  as  if  he  were  losing 
another  grandfather. 

CASE  THREE 

Ms.  C.,  42,  had  a schizophrenic 
episode  in  her  early  20s  which  re- 
quired lengthy  hospitalization.  She 
was  followed  in  outpatient  psy- 
chiatric treatment  at  a university 
medical  center  then  referred  to  the 
CMHC  when  it  opened.  The  treat- 
ment consisted  of  monthly  visits  for 
medication  refills  and  supportive 
psychotherapy.  She  did  well  for 
seven  years.  When  she  read  in  the 
local  newspaper  that  changes  were 
proposed  at  the  CMHC  and  sus- 
pected that  her  psychiatrist  would 
not  be  retained,  she  became  psy- 
chotic with  delusions.  As  she  began 
to  recover,  the  psychiatrist’s  de- 
e was  discussed  openly  with 
Dn  the  next  visit,  she  an- 


nounced that  she  had  gone  to  the 
city  where  the  psychiatrist  lived, 
had  obtained  the  street  address  of 
his  home  from  the  telephone  direc- 
tory and  had  driven  by  to  look  at  his 
home.  This  act  seemed  to  establish 
object  constancy  for  her,  permitting 
her  to  know  where  the  psychiatrist 
would  be  when  he  was  no  longer 
available  to  her  at  the  center.  Her 
delusions  improved  markedly  after 
this. 


CASE  FOUR 

Ms.  D.,  37,  had  experienced  a 
schizophrenic  episode  in  her  early 
20s  when  her  father  died  and  had 
been  hospitalized  at  a university 
hospital  for  a long  time.  She  sub- 
sequently became  a patient  at  the 
CMHC  and  did  well  with  supportive 
psychotherapy  and  antipsychotic 
medication  over  an  eight-year 
period.  When  informed  that  her 
psychiatrist  would  be  leaving  the 
CMHC,  she  showed  no  emotional 
reaction.  But  two  months  after  the 
psychiatrist  had  left,  she  went  to  the 
hospital  where  he  was  employed 
and  waited  in  the  lobby  for  hours;  as 
the  psychiatrist  left  the  hospital  that 
evening,  she  established  eye  con- 
tact with  him  and  rushed  out  before 
verbal  exchange  occurred.  It 
seemed  she  needed  to  affirm,  on 
some  level,  that  the  psychiatrist  was 
not  dead,  like  her  father.  This  was 
apparently  all  she  needed  or 
wanted. 


DISCUSSION 

We  feel  that  these  cases  demon- 
strate several  points  and  raise  mul- 
tiple questions.  First,  we  believe 
that  the  quality  of  care  in  CMHCs 
needs  to  be  studied,  with  particular 
attention  to  individual  cases, 
through  Professional  Services  Re- 
view Organizations  or  other  ap- 
propriate agencies.  Second,  we 
suggest  that  the  cases  presented 
here  demonstrate  that  the  psychia- 
trist-patient relationship  consists  of 
much  more  than  the  writing  of  pre- 
scriptions for  antipsychotic  medi- 
cations — that  the  psychiatrist  may 


be  an  important  object-relationship 
to  the  chronically  ill  patient  even 
when  the  contact  is  limited  to  a brief 
visit  each  month  at  a CMHC.  Third, 
we  believe  that  the  exacerbations  of 
illness  experienced  by  these  pa- 
tients might  be  viewed  as  an  admin- 
istrative iatrogenic  illness.  While  it 
is  true  that  these  patients  were 
chronically  ill  and  might  in  the  fu- 
ture get  worse,  it  appeared  that  the 
current  turmoil  described  was  a di- 
rect result  of  the  psychiatrist’s  ter- 
mination. All  too  often,  the  person 
or  persons  who  make  administra- 
tive decisions  have  no  understand- 
ing of  the  impact  of  those  decisions 
on  the  patient.  Finally,  the  ethical 
and  countertransference  considera- 
tions for  the  psychiatrist  are  con- 
siderable. The  psychiatrist  may  feel 
that  he  is  deserting  a patient  for 
whom  he  is  an  important  object  and 
this  may  precipitate  internal  conflict 
in  the  psychiatrist.  One  can  only 
speculate  as  to  the  total  dollar  costs 
as  a result  of  patients  becoming  ill 
and  requiring  rehospitalization.  The 
costs  in  human  misery,  suffering, 
and  psychosis  cannot  be  measured. 

Weddington  and  Cavenar4  have 
noted  that  termination  initiated  by 
the  therapist  may  provoke  intense 
countertransference  feelings  of 
guilt,  shame,  sadness  and  other 
equally  distressing  effects.  We  sug- 
gest that  such  countertransference 
considerations  may  be  another  rea- 
son, in  addition  to  those  already 
noted  in  the  literature,  why  psy- 
chiatrists are  hesitant  to  become  in- 
volved with  CMHCs.  Many  centers 
have  histories  of  unstable  funding 
and  frequent  personnel  changes; 
psychiatrists  may  realize  that  such 
changes  can  cause  internal  conflict 
over  ethical  and  countertransfer- 
ence issues  and  choose  not  to  be- 
come involved. 
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A BLUSH  IS  A FLUSH  IS  A BLUSH 

Blushing  is  the  color  of  virtue 

Matthew  Henry 

To  nuptial  bower, 

/ led  her  blushing  like  the  morn 

John  Milton 

The  spirit  of  wine 

Sang  in  my  glass  and  I listened 

With  love  to  his  odorous  music. 

His  flushing  and  magnificent  song 

William  Ernest  Henley 

Dictionaries  tell  us  that  a blush  is  a flush  and  a flush 
a blush  but  poets  who  know  have  taught  us  the  differ- 
ence. Blush  is  youthful,  natural,  innocent  and  usually 
but  not  always  feminine.  There  is  admittedly  a tinge  of 
sensuality  about  a blush,  a touch  of  shame  redeemed 
by  expectations  of  happiness,  the  fulfillment  of 
romantic  promise.  A blush  is  spiritually  delicate,  even 
redemptive,  yet  with  a hint  of  glee  or  mischief  but  a 
flush  is  something  else:  a fiery  hue,  reflecting  some- 
thing disordered,  emotionally  or  physically,  and 
worldly.  We  don’t  think  of  blushes  as  blotchy  or  ugly 
but  rather  as  spontaneous  assertions,  remembering 
that  beautiful  ladies  once  used  belladonna  to  heighten 
their  attractiveness:  dilated  pupils  for  wonder  and 
rosy  cheeks  for  warmth  and  comfort.  Flushing  on  the 
otherhand  suggests  rage,  dissipation  and  disease,  that 
the  flusher  has  been  caught  in  the  act. 

But  flushing  has  passed  from  the  artist  to  the  scien- 
tist who  has  cast  a hard  and  analytical  stare  and 
stripped  away  the  veil  of  romance.  It  probably  began 
with  the  carcinoid  flush,  that  purple  so  distressing  to 
the  sufferer  and  striking  to  the  onlooker,  and  careful 
study  has  clarified  the  problem  considerably.  While 
such  flushing  is  usually  spontaneous,  it  can  be  pro- 
voked by  eating,  epinephrine,  alcohol,  calcium  and 
pentagastrin,  much  less  pentagastrin  being  required 
for  its  stimulation  than  for  the  induction  of  gastric  acid 
secretion.1  Because  carcinoid  tumors  may  secrete 
histamine,  Oates  and  his  colleagues2  administered 
both  diphenhydramine  and  cimetidine  to  one  of  their 
patients  in  an  effort  to  suppress  the  activity  of  his- 
tamine Hi  and  H2  receptors.  Even  separately  the 
drugs  were  somewhat  effective  but  when  given  to- 
gether the  patient  was  virtually  freed  from  flushing. 
Indomethacin  was  ineffective  excluding  a major  role 
for  prostaglandin  and  leaving  histamine  as  the  most 
likely  culprit,  consistent  with  earlier  speculations  by 


Sir  Thomas  Lewis  about  cellular  mechanisms  respon- 
sible for  erythema,  itching  and  urticaria. 

Since  mast  cells  are  present  in  goodly  numbers  in 
skin,  lymphoid  tissues,  bone  marrow,  serous  mem- 
branes and  intestinal  and  respiratory  submucosa  and 
elaborate  heparin  and  histamine  on  degranulation, 
they  might  be  expected  then  to  mediate  some  forms  of 
pathological  flushing.  The  release  of  these  secretions 
results  in  increased  vascular  permeability,  induces 
smooth  muscle  spasm,  mucus  secretion,  itching  and 
eosinophil  and  neurophil  chemotaxis  and  provokes 
vasodilatation  with  clinical  findings  determined  by  the 
site  of  mast  cell  degranulation.3  When  mast  cells  are 
increased  in  number  as  in  systemic  mastocytosis, 
more  histamine  is  found  in  involved  than  in  unin- 
volved skin  and  histaminuria  has  been  observed.  Be- 
sides itch,  wheal  and  flush,  patients  with  mastocytosis 
have  diarrhea  and  abdominal  pain  and  exhibit  an  intol- 
erance to  alcohol  manifested  by  all  these  findings.  If 
disodium  cromoglycate  is  given,  symptoms  are  strik- 
ingly ameliorated  and  the  flush  and  abdominal  pain 
provoked  by  alcohol  are  effectively  suppressed.4 
Since  the  anti-allergic  action  of  the  drug  is  held  to  be  an 
inhibition  of  mast  cell  secretion  by  stabilizing  the  cell 
membrane,  the  case  against  histamine  is  considerably 
strengthened. 

Alcohol  has  been  reported  to  induce  abdominal  pain 
in  some  patients  with  lymphoma  suggesting  that  de- 
granulation of  submucosal  mast  cells  in  the  intestine 
or  in  the  increased  tissue  lymphocyte  population  oc- 
curs. Many  people  without  mastocytosis  or  lym- 
phoma flush  and  are  liable  to  diarrhea  if  they  drink  so 
that  listening  to  wine’s  “magnificent  song”  is  not  al- 
ways a rewarding  experience.  Presumably  mast  cells 
in  the  skin  of  the  face,  neck  and  upper  trunk  are  being 
degranulated.  Since  diphenhydramine  and  similar 
histamine-receptor  antagonists  are  sedative,  bourbon 
and  Benadryl®  are  dangerous  and  the  FDA  is  yet  to 
approve  a mast  cell  martini  — cimetidine  or  disodium 
cromoglycate  with  gin  or  vodka  — the  sensitive 
imbiber  must  suffer  or  abstain. 

Diabetics  who  seem  to  have  redder  faces  anyhow 
have  their  troubles  with  alcohol  particularly  if  they  use 
chlorpropamide.  Facial  flushing  starting  from  5 to  20 
minutes  after  ingestion  and  lasting  from  30  to  60  min- 
utes occurs  in  about  one-third  of  diabetics  using  the 
drug.  The  flush  does  not  follow  the  ingestion  of  con- 
geners but  does  if  absolute  alcohol  is  taken,  nor  is  it 
induced  when  other  oral  hypoglycemics  are  used.5 
The  phenomenon  appears  to  be  inherited  as  an  auto- 
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somal  dominant  trait.  Since  8 of  12  non-diabetic  chil- 
dren of  diabetic  parents  flushed  after  chlorpropamide, 
the  phenomenon  precedes  diabetes  mellitus6  and 
might  be  evaluated  as  a predictor  for  diabetes  mellitus. 

Menopausal  flushing,  probably  the  most  common 
variety  coming  to  the  attention  of  the  physician,  has 
recently  been  examined  by  Casper  and  his  associates7 
who  found  that  pulsatile  secretion  of  serum  luteinizing 
hormone  (LH)  preceded  55  such  flushes  in  six 
menopausal  women.  Follicle  stimulating  hormone 
(FSH)  increased  significantly  but  less  strikingly.  No 
change  was  observed  in  serum  concentrations  of  pro- 
lactin or  in  plasma  dopamine,  epinephrine  or 
norepinephrine.  The  authors  suggest  that  pulsatile 
secretion  of  LH  releasing  factor  (LRF)  might  be 
operative  because  flushing  is  experienced  by  women 
who  have  undergone  hypophysectomy  and  that  the 
response  may  be  mediated  through  estrogen-sensitive 
neurons  which  are  functioning  in  a state  of  estrogen 
deficiency. 

No  longer  then  can  the  blusher  or  flusher  be  ig- 
nored. No  longer  can  the  word  of  the  poet  Thomas 
Gray  offered  in  his  “Elegy  Written  in  a Country 
Churchyard”  be  accepted: 

Full  many  a gem  of  purest  ray  serene 
The  dark , unfathomed  caves  of  ocean  hare, 

Full  many  a flower  is  horn  to  blush  unseen 
And  waste  its  sweetness  in  the  desert  air. 

J.H.F. 
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WONDERS  WILL  NEVER  CEASE  DEPARTMENT 

The  Journal  was  unable  to  send  a correspondent  to 
the  Second  Annual  Summer  Institute:  Reducing 
Stress  in  Everyday  Life  at  Concord  Resort  Hotel, 
Kiamesha  Lake,  N.  Y.,  a spa  “renowned  for  luxurious 
facilities  for  recreation,  relaxation  and  entertain- 
ment.” We  could  not  even  inform  our  readers  that  it 
was  held  August  5-31,  1979,  and  that  it  was  co- 
sponsored by  William  E.  Simon  Associates,  Inc.,  and 
the  Training  Center  for  Rational  Behavior  Therapy 
and  Emotional  Self-Help  of  the  University  of  Ken- 
tucky Medical  Center.  We  publish  announcements 
only  of  meetings  held  in  North  Carolina  and  in  adjoin- 
ing states  and  in  Washington,  D.C.,  so  we  couldn't  let 
you  know. 

Since  you  may  be  interested  in  the  brief  report  about 
what  happened,  be  it  known  that  there  were  five  “ex- 
citing training  seminars”  which  were  especially  con- 
cerned that  “practical  techniques”  could  be  “put  to 
immediate  use.  Only  the  30-hour  workshop  on 
Romantic  Love  conducted  by  Nathaniel  Branden, 
Ph.D.,  was  not  approved  for  credit  hours  in  Category  I 
of  the  Physician's  Recognition  Award  of  the  American 
Medical  Association.  But  there  will  almost  certainly 
be  a third  annual  summer  institute. 

J.H.F. 
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NEW  MEMBERS 

of  the  State  Society 


Addington,  Dale  Theodore,  MD,  (ORS)  202  W.  27th  Street,  Lum- 
berton  28358 

Appier,  Mark  Lee  (STUDENT)  1902  Queen  Street,  Winston-Salem 
27103 

Arora,  Mohanlal  Virbhan,  MD,  (AN)  4106  Wild  Partridge  Rd., 
Charlotte  28211 

Barnhill,  Larry  Jarrett.  Jr.  MD  (CHP)  102  Guinevere  Lane,  Green- 
ville 27834 

Blum,  Jeffrey  Clark,  MD,  (RESIDENT)  6110  Scalybark  Road, 
Durham  27712 

Bogard,  Terrence  Dale,  MD,  (AN)  3431  Pennington  Lane, 
Winston-Salem  27106 

Brinkman,  Dennis  Michael,  MD,  (AN)  1203  GreenbriarCt.,  Wilson 
27893 

Brundage,  Donald  William,  MD,  Route  #2,  Box  515,  Asheville 
28805 

Cash,  David  Wayne  (STUDENT)  G-6  Berkshire  Manor,  Carrboro 
27510 

Chan,  Alfred  Hongleung,  MD,  (IM)  2301  Delaney  Avenue,  Wil- 
mington 28403 

Dillingham,  William  Stephen,  MD,  (P)  1900  Randolph  Rd.  #900, 
Charlotte  28207 

Domby,  William  Roger,  MD,  (IM)  131  McDowell  St.,  Asheville 
28801 

Eason,  George  William,  MD,  (R)  2701  Columbia  Avenue,  Wil- 
mington 28401 

Edwards,  Joel  Lynn,  MD,  (FP)  717  Hospital  St.,  Mocksville  27025 

Finestone,  Douglas  Howard,  MD,  (RESIDENT)  P.O.  Box  3215, 
Durham  27705 

Giles,  John  Henry,  MD,  (GS)  207  S.  Sterling  St.,  Morganton  28655 

Granger,  James  Archibald,  MD,  (P)  Robert  E.  Lee  Dr.,  Box  446, 
Flat  Rock  28731 

Greenwood,  Jeffrey  Dixon,  MD,  (RESIDENT)  106  Wicklow  Lane, 
Durham  27713 

Haithcock,  William  Dana,  Jr.,  MD,  (OBG)  503  Kelton  Circle,  Fay- 
etteville 28303 

Hempton,  Robert  Fairland,  MD,  (ORS)  6 Medical  Pavilion,  Green- 
ville 27834 

Heyer,  Robert  Allan,  MD,  (IM)  2711  Randolph  Road,  Ste.  100, 
Charlotte  28207 

Hoggard,  Jeffrey  Gordon  (STUDENT)  303  E.  Rosemary  St., 
Chapel  Hill  27514 

Holland,  John  A.,  MD,  P.O.  Box  67,  Gatesville  27938 

Jobson,  Vernon  Wakefield,  MD,  (GYN)  300  S.  Hawthorne  Road, 
Winston-Salem  27103 

Kapur,  Kamlesh  Madhedas,  MD,  (IM)  723  Edith  St.,  Burlington 
27215 

Kaufman,  Michael  David,  MD,  (N)  1900  Randolph  Road,  Ste.  1004, 
Charlotte  28207 

Kiehn,  Clifford  Laverne,  MD,  (PS)  411  Fairway  Dr.,  New  Bern 
28560 

Lankton,  James  William,  MD,  (AN)  2832  Wesleyan  Lane, 
Winston-Salem  27106 

Lee,  Joseph  III,  MD,  711  W.  Mountain  St.,  Kings  Mt.  28086 

Lester,  Robert  Hilton,  MD,  (OBG)  902  Cox  Road,  Ste.  F,  Gastonia 
28052 

Limber,  Gerald  Keck,  MD,  (PTH)  1867  Backcreek  Ct.,  Asheboro 
27203 

Lyles,  Mary  Fennell,  MD,  (IM)  2240  Sunderland  Rd.  Apt.  56-N, 
Winston-Salem  27103 

Mac,  Surendrapal  Singh,  MD  (ORS)  220  Yadkin  St.,  Albemarle 
28001 


Mathews,  Hurscheli  Frederick,  MD,  (FP)  102  Brown  Avenue, 
Hazelwood  28738 

McLaughlin,  Charles  Allan,  Jr.,  MD,  (PS)  212-B  W.  Wendover 
Ave.,  Greensboro  27401 

Menzel,  Richard  Eberhardt,  MD,  (AN)  5501  Hardison  Road, 
Charlotte  28207 

Merrill,  Richard  Hosmer,  MD,  (NEP)  204  Westwood  Dr.,  Green- 
ville 27834 

Mills,  Michael  Kenneth  (STUDENT)  236  Lockland  Ave., 
Winston-Salem  27103 

Mullis,  Donald  Lee,  MD,  (ORS)  1 1 1 Victoria  Road,  Asheville  28801 

Nolan,  Clyde,  Jr.,  MD,  (D)  1100  Olive  St.,  Greensboro  27401 

Pate,  Mr.  Marion  Butler,  III  (STUDENT)  125  Westview  Dr.,  NW, 
Winston-Salem  27104 

Patrick,  William  Ward,  MD,  (FP)  511  Jersey  Avenue,  Winston- 
Salem  27101 

Pearson,  Ann  Elizabeth  (STUDENT)  G-7  Village  Green,  Chapel 
Hill  27514 

Peterson,  Lloyd  John,  MD,  (U)  200  E.  Northwood  St.  Ste.  302, 
Greensboro  27401  „ 

Powell,  Rodney  Earl  (STUDENT)  1720  Academy  St.,  Winston- 
Salem  27103 

Reed,  James  Crof,  MD,  (R)  P.O.  Box  2065,  New  Bern  28560 

Robertson,  Joseph  Letcher,  Jr.,  MD,  (PTH)  101  Canal  Dr.,  Camden 
27921 

Sharpton,  Bennie  Reeves,  MD,  (GS)  1600N.  Main  St.,  Waynesville 
28786 

Shelton,  Raymond  Alan  (STUDENT)  3547  Mayfair  St.  Apt.  108, 
Durham  27707 

Smith,  Miles  Taylor,  Jr.  (STUDENT)  P.O.  Box  2542,  Chapel  Hill 
27514 

Stone,  Grady  Mitchell,  MD,  (IM)  1504  Trafalgar  Ct.,  High  Point 
27262 

Turner,  Robert  Coy,  MD,  ( IM ) 507  Plantation  Dr.,  New  Bern  28560 

Wallace,  Robert  Bruce,  MD,  (FP)  1 19-B  W.  Pennsylvania  Ave.  Box 
1410,  Bessemer  City  28016 

Wilson,  Richard  Date,  MD,  (FP)  Route  #2,  Box  84-A,  Apex  27503 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  AAFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion.” 

March  5-8 

Internal  Medicine  1980 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 
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March  5-8 

Acid  Base  Balance  Workshop 
Fee:  $150 
Credit:  18  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

March  12 

Practical  Office  Orthopedics  for  the  Family  Physician 
Fee:  $40 
Credit:  4 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

March  12 

“Family  Practice  Refresher  Course" 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 

Credit:  3 hours;  AM  A Category  I;  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education.  East  Carolina  University 
School  of  Medicine,  Greenville  27834 

March  14-15 

Physical  Illness  and  Marital  Health 
Place:  Williamsburg,  Virginia 
Fee:  $40 
Credit:  9 hours 

For  Information:  Emery  C.  Miller.  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

March  15-16 

Anesthesia:  1980  Selected  Topics 
Fee:  $75 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202- H,  Chapel  Hill  27514 


March  17-21 

5th  Annual  Family  Medicine  Program  (Review  Course) 

Fee:  $250 
Credit:  40  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Winston- 
Salem  27103 

March  19 

Update  on  Antihypertensives 
Place:  Lee  County  Hospital,  Sanford 
Fee:  $6 

Credit:  3'/2  hours 

For  Information:  R.  S.  Cline,  M.D.,  Director  of  Continuing  Medical 
Education,  Lee  County  Hospital,  106  Hillcrest  Drive,  Sanford 
27330 

March  20-21 

A Symposium  on  the  Regulation  of  Cell  Proliferation  — The  4th 
Annual  Symposium  of  the  Cancer  Research  Center 
Place:  Clinic  Auditorium 

Sponsor:  The  Cancer  Research  Center,  Endocrinology  Training 
Program,  Department  of  Pediatrics  and  Medicine,  and  Burroughs 
Wellcome  Company 
Fee:  None 
Credit:  10  hours 

For  Information:  Minn  Minkoff,  Cancer  Research  Center,  Box  30, 
MacNider  Building  202-H,  UNC  School  of  Medicine,  Chapel  Hill 
27514 

March  21-22 

The  Chemistry  and  Biology  of  Heparin 
Place:  Holiday  Inn,  Chapel  Hill 
Fee:  $150 
Credit:  17  hours 

For  Information:  Roger  L.  Lundblad,  Ph.  D,  UNC  School  of  Medi- 
cine, Chapel  Hill  27514 

March  26-27 

Involvement  of  the  Family  in  Patient  Care  Planning 
Place:  Sheraton  Inn,  Crabtree  Valley,  Raleigh 


HOLLY  HILL  HOSPITAL— A HOSPITAL 

COMMUNITY 


—A  Private  Psychiatric  Hospital  serving  adults 
and  adolescents 

—An  open  medical  staff  with  20  Psychiatrists 

—Short,  Intermediate  and  long-term  treatment 
programs  tailored  to  each  patient’s  needs 

— Psychiatric  Consultation  and  hospitalization 
on  a 24-hour  basis 


For  further  information,  please  contact: 

Mr.  Cliff  Christiansen,  Administrator 
Dr.  Nicholas  Stratas,  Medical  Director 
3019  Falstaff  Road 
Raleigh,  North  Carolina  27620 
(919)  755-1840 
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Fee:  $20 

For  Information:  Brenda  Allen,  Office  of  Continuing  Education, 
UNC-CH  School  of  Public  Flealth  251H,  Chapel  Hill  27514 

March  27-28 

Annual  Continuing  Medical  Education  Program  for  Physicians’ 
Assistants 

Place:  Bowman  Gray  School  of  Medicine 
Fee:  None 

For  information:  W.  Ward  Patrick,  M.D.,  Bowman  Gray  School  of 
Medicine,  Winston-Salem  27103 

March  28 

Childhood  Cancers  — Diseases  Treated  in  Partnership 
Place:  Burroughs  Wellcome,  Research  Triangle  Park 
Sponsor:  American  Cancer  Society 
Fee:  None 

For  information:  Lorraine  Williams,  Box  2985,  Duke  University 
Medical  Center,  Durham  27710 

March  29 

Medical  Alumni  Weekend  Scientific  Session 
For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

April  9 

“Current  Topics  in  Infectious  Diseases” 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 

Credit:  3 hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine  Greenville  27834 

April  11-12 

Frank  R.  Lock  OB/GYN  Symposium 
Fee:  $125 
Credit:  40  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

April  12 

Update  in  Ophthalmology 
Place:  Berryhill  Hall 
Fee:  $30 
Credit:  3 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

April  16 

Annual  Symposium  on  Diabetes 
Credit:  5 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

April  17 

9th  Annual  Symposium  — Renal  Disease 

For  Information:  William  B.  Hunt,  Jr.,  M.D.,  Symposium  Director, 
P.O.  Box  2157,  New  Bern  28560 

April  18 

2nd  Annual  Health  Law  Forum 
Place:  Pitt  County  Memorial  Hospital 
Credit:  5 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
P.O.  Box  7224,  Greenville  27834 

April  25-26 

Practical  Pediatrics 
Fee:  $35 
Credit:  9 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

April  25-26 

3rd  Carolina  Ocutome  Workshop 
Fee:  $300 
Credit:  13  hours 


For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

April  28-May  2 

Nuclear  Cardiology 
Fee:  $500 
Credit:  44  hours 

For  Information:  Robert  H.  Jones,  M.D.,  Duke  University  Medical 
Center,  Durham  27710 

April  29-30 

How  to  Attack  Pain 
Place:  McKimmon  Center,  Raleigh 
Fee:  $45 
Credit:  8 hours 

For  Information:  Rose  Mary  Jones,  North  Carolina  State  Univer- 
sity, Division  of  Continuing  Education,  P.O.  Box  5125,  Raleigh 
27650 

May  1-4 

126th  Annual  Session  of  the  North  Carolina  Medical  Society 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

May  5-9 

8th  Annual  Tutorial  Postgraduate  on  Abdominal  Imaging 
Sponsor:  Department  of  Radiology,  DUMC 
Fee:  $300 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology  — Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

May  5-9 

Radiology  of  the  Gastrointestinal  Tract 
Place:  Ramada  Inn,  Durham 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology-Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

May  7-8 

Breath  of  Spring,  ’80  — Respiratory  Care  Symposium 
Fee:  $35 
Credit:  9 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

May  16 

Pediatrics  Day 

Place:  Pitt  County  Memorial  Hospital 
Credit:  5 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
P.O.  Box  7224,  Greenville  27834 

May  16-17 

Intraocular  Lens  Workshop  — Number  Three 
Place:  Berryhill  Hall 
Fee:  $500;  limited  to  30  participants 
Credit:  16  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

May  21-23 

Raney  Visiting  Professorship  in  Orthopaedic  Surgery  Lectures 
For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

May  21-23 

31st  Scientific  Sessions  of  the  North  Carolina  Heart  Association 
Place:  Benton  Convention  Center,  Winston-Salem 
For  Information:  R.  R.  Robinson,  M.D.,  American  Heart  Associa- 
tion, North  Carolina  Affiliate,  1 Heart  Circle,  P.O.  Box  2636, 
Chapel  Hill  27514 

May  23-25 

9th  Annual  Pediatric  Pulmonary  Disease  Conference 
Fee:  $40 
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Credit:  12  hours 

For  Information:  Alexander  Spock,  M.D.,  P.O.  Box  2994,  Duke 
University  Medical  Center,  Durham  27710 

June  19-21 

Mountain  Top  Medical  Assembly 
Place:  Waynesville 

For  Information:  Clinton  L.  Border,  Jr.,  M.D.,  P.O.  Box  538, 
Waynesville  28786 

ITEMS  OF  SPECIAL  INTEREST 


Quinamm 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities. 


March  9-16 

Postgraduate  Course  in  Sports  Medicine 
Place:  Intercontinental  Hotel,  Maui,  Hawaii 
Credit:  25  hours 

Sponsors:  Center  for  Sports  Medicine  of  Northwestern  University 
Medical  School  and  North  Carolina  Department  of  Public  In- 
struction 

For  Information:  Marianne  Porter,  Center  for  Sports  Medicine, 
2-063,  303  E.  Chicago  Avenue,  Chicago,  Illinois  60611 

March  11-15 

Radiology  Postgraduate  Course 

Place:  Hyatt  Regency  Hotel,  Waikiki  Beach,  Hawaii 

Fee:  $275 

Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology-Box  3808, 
DUMC,  Durham  27710 


April  17-19 

American  Cancer  Society  National  Conference  Cancer  Prevention 
and  Detection 

Place:  Palmer  House,  Chicago 

Fee:  None 

Credit:  14!^  hours 

For  Information:  Nicholas  G.  Bottiglieri,  M.D.,  American  Cancer 
Society,  National  Conference  Cancer  Prevention  and  Detection, 
777  Third  Avenue,  New  York,  New  York  10017 

PROGRAMS  IN  CONTIGUOUS  STATES 
March  29-30 

Management  of  Patients  with  Terminal  Cancer 

Place:  Shoreham  Americana  Hotel,  Washington,  D.C. 

Fee:  $150 

Credit:  12  hours 

For  Information:  1980  Cancer  Symposium,  Lombardi  Cancer  Re- 
search Center,  3800  Reservoir  Road,  N.W.,  Washington,  D.C. 
20007 


April  10-13 

Newer  Concepts  in  Techniques  in  Radiology 
Place:  Holiday  Inn  1776,  Williamsburg,  Virginia 
Fee:  $175 
Credit:  14  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chape!  Hill  27514 


April  11-12 

33rd  Annual  Stoneburner  Lecture  Series  — Immunology  and  Im- 
mune Complexes 

Place:  Medical  College  of  Virginia 
Credit:  13  hours 

For  Information:  Kathy  E.  Johnson,  Department  of  Continuing 
Medical  Education,  Box  48,  MCV  Station,  Richmond,  Virginia 


April  25-27 

Emergency  Medicine  for  the  Primary  Care  Physician 
Place:  Williamsburg,  Virginia 
Credit:  13  hours 

bor  Information:  Ms.  Glenda  L.  Snow,  Continuing  Medical  Educa- 
tion, Box  48,  MCV  Station,  Richmond,  Virginia  23298 

April  27 

i invention,  Detection  and  Management  of  Complications  Follow- 
ing ''hdominal  Surgery 
Place  Marriott  Hotel,  Atlanta 

stem  Surgical  Congress 
v hour1  AM  A Category  I 

h eastern  Surgical  Congress,  315  Boule- 
■ anta,  Georgia  30312 
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CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  quinine 
sensitivity,  and  in  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency. 
Hemolysis  (with  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a G-6-PD 
deficiency  in  patients  taking  quinine. 

PRECAUTIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients.  Recovery  will  fol- 
low withdrawal  of  the  medication. 

Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  K-de- 
pendent  factors.  The  resulting  hypopro- 
thrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants. 
ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchomsm,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued. 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring.  When  necessary, 

1 additional  tablet  may  be  taken  following  the 
evening  meal 

Product  Information  as  of  September,  1977 
U S.  Patent  2,985,558 

Merrell 

MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U S A 

Licensor  of  Merrell" 
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April  28-30 

48th  Annual  Southeastern  Surgical  Congress  Assembly 
Place:  Marriott  Hotel,  Atlanta 
Credit:  28'/2  hours  AM  A Category  I 

For  Information:  The  Southeastern  Surgical  Congress,  315 
Boulevard,  N.E.,  Suite  500,  Atlanta.  Georgia  30312 

June  18-21 

4th  Annual  Virginia  Beach  Update  in  Neuroscience 
Place:  Sheraton  Beach  Inn,  Virginia  Beach 
Credit:  16.5  hours 

For  Information:  Kathy  E.  Johnson,  Department  of  Continuing 
Medical  Education,  Box  48,  MCV  Station,  Richmond,  Virginia 
23298 

July  22-26 

Contemporary  Clinical  Neurology 
Place:  Hilton  Head  Island,  South  Carolina 

Sponsor:  Department  of  Neurology,  Vanderbilt  University  School 
of  Medicine 
Credit:  16  hours 

For  Information:  Vanderbilt  Continuing  Medical  Education,  3200 
West  End,  Suite  306,  Nashville,  Tennessee  37212 

The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  “WHAT?  WHEN?  WHERE?”,  P.O.  Box 
27167,  Raleigh  2761 1 , by  the  10th  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A “Request  for  Listing”  form  is  available 
on  request. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


The  School  of  Medicine  and  Pitt  County  Memorial 
Hospital  held  a groundbreaking  ceremony  Dec.  4 for  a 
new  three-floor  bed  tower  that  will  add  144  beds  to  the 
developing  medical  center. 

The  $5.3  million  project,  which  also  includes  a 22- 
bed  addition  to  the  psychiatric  unit,  will  bring  the  total 
bed  count  at  PCMH  to  573.  The  project  is  funded  by 
the  university  with  appropriations  provided  by  the 
General  Assembly. 

Hospital  officials  attributed  the  need  for  additional 
beds  to  the  rapid  expansion  of  patient  care  services 
provided  at  the  medical  center.  In  the  affiliation 
agreement  between  the  hospital  and  medical  school, 
provisions  were  made  to  construct  an  additional  bed 
tower  to  meet  the  demands  of  an  increasing  patient 
load. 

Construction  started  in  mid-December.  The  bed 
tower  is  expected  to  be  completed  in  1982.  The  addi- 
tion to  the  psychiatric  unit  is  scheduled  to  open  in  18 
months. 

Meanwhile,  on  the  other  side  of  the  100-acre  health 
science  campus,  construction  is  completed  on  the 
medical  school’s  animal  care  facility  and  utility  plant. 
The  two  buildings  opened  in  December. 

* * * 

Dr.  James  G.  Jones,  chairman  of  the  Department  of 
Family  Practice,  has  been  named  to  the  Committee  on 
Geriatrics  for  the  American  Academy  of  Family 
Physicians. 


Dr.  Janice  Daugherty  Rawl,  a second-year  resident 
at  the  Eastern  Carolina  Family  Practice  Center,  has 
been  elected  president  of  the  North  Carolina  Associa- 
tion of  Family  Practice  Residents. 

Rawl  previously  served  as  secretary-treasurer  of 
the  group. 

* * * 

Dr.  Francis  T.  Thomas,  a general  and  thoracic  sur- 
geon, has  been  appointed  professor  of  surgery. 
Thomas  formerly  was  chief  of  thoracic  surgery  and 
heart  and  kidney  transplantation  surgery  at  McGuire 
Veteran’s  Administration  Hospital,  Richmond,  Va., 
and  associate  professor  of  surgery  at  the  Medical 
College  of  Virginia. 

A Fellow  of  the  American  College  of  Surgeons, 
Thomas  is  a founding  member  of  the  American  Soci- 
ety of  Transplant  Surgeons  and  has  served  on  a num- 
ber of  the  group’s  study  and  governing  committees. 
He  is  active  in  numerous  professional  organizations, 
including  the  American  Association  of  Tissue  Banks 
and  the  Association  of  Academic  Surgery. 

He  is  an  editorial  reviewer  for  two  leading  journals 
on  transplantation  surgery  and  serves  as  scientific 
consultant  to  the  National  Heart,  Lung  and  Blood 
Institute,  the  National  Institute  of  Allergy  and  Infec- 
tious Disease,  and  the  National  Institute  of  Health- 
Research  Center  Grants.  His  work  in  thoracic,  car- 
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diovascular  and  transplantation  surgery  has  been 
published  extensively. 

Thomas  received  his  undergraduate  and  M.D.  de- 
grees from  the  University  of  Minnesota.  He  com- 
pleted general  surgical  residency  at  New  York  Uni- 
versity Medical  Center-Bellevue  Hospital  and  was  a 
fellow  in  thoracic  surgery  at  Case  Western  Reserve 
University. 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dr.  Felda  Hightower,  professor  of  surgery  at  the 
Bowman  Gray  School  of  Medicine,  has  been  elected 
president  of  the  Southern  Surgical  Association  for 
1979-80. 

The  association  is  the  oldest  surgical  association  in 
the  world. 

The  election  came  during  the  association's  annual 
meeting.  Also  during  the  meeting.  Dr.  Timothy  C. 
Pennell,  associate  professor  of  surgery,  was  elected  a 
Fellow  of  the  association. 

Hightower,  who  joined  the  Bowman  Gray  faculty  in 
1940,  has  served  for  10  years  as  the  association’s 
treasurer  as  well  as  its  first  vice  president  and  editor  of 


“Transactions  of  the  Southern  Surgical  Association." 
He  has  been  a member  of  the  board  of  governors  of  the 
American  College  of  Surgeons,  representing  the  as- 
sociation. 

Hightower  is  a past  president  of  the  Southeastern 
Surgical  Congress,  the  Southern  Surgeons  Club,  the 
North  Carolina  Surgical  Association,  the  Forsyth 
County  Medical  Society  and  the  North  Carolina 
Chapter  of  the  American  College  of  Surgeons. 

* * * 

Nine  fulltime  and  21  part-time  faculty  members 
have  been  appointed  at  Bowman  Gray. 

The  new  fulltime  faculty  members  are  Dr.  Everett 
H.  Alsbrook  Jr.,  instructor  in  anesthesia  (intensive 
care  medicine);  Dr.  Claud  E.  Dunlap  III,  assistant 
professor  of  pharmacology;  Dr.  Jamil  A.  Fayez,  pro- 
fessor of  obstetrics  and  gynecology;  Dr.  Glenn  P. 
Gravlee,  assistant  professor  of  anesthesia;  Dr.  Elias 
G.  Theros,  professor  of  radiology;  Dr.  James  N. 
Thompson,  assistant  professor  of  surgery  (otolaryn- 
gology); Dr.  Beverly  A.  Weeks,  assistant  professor  of 
microbiology  and  immunology;  Dr.  Daniel  J.  Wilson, 
assistant  professor  of  medicine  (nephrology);  and  Dr. 
Ralph  D.  Woodruff,  assistant  professor  of  pathology. 

Receiving  appointments  to  the  part-time  faculty  as 
clinical  instructors  in  radiology  were  Dr.  Thomas  R. 
Blackburn,  Dr.  Edward  J.  Easton  Jr.,  Dr.  James  A. 
Fagan,  Dr.  Palmer  W.  Fant,  Dr.  Henry  T.  Gilbert,  Dr. 
Robert  L.  Green,  Dr.  William  F.  Harriss,  Dr.  James  T. 
Marr,  Dr.  Richard  B.  Merlo,  Dr.  J.  Hal  Owsley,  Dr. 


HOW  MUCH  OF  YOUR  TIME 
CAN  YOU  CALL  YOUR  OWN? 


Modern  medical  practice  has  become  a com- 
plex and  time-consuming  operation  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon- 
sibilities to  his  professional  duties 

If  you're  earning  more  but  enjoying  it  less;  if 
you've  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern,  well 
equipped  hospitals  and  clinics  with  competent  and 
well  trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max- 
imum time  for  patient  care  by  each  physician 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements  These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali- 
zation at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  durinq  treatment. 

For  complete  information  contact: 

AF  Health  Prof  essions  Recruiting, 

PO  Box  27566.  Raleigh,  NC  27611. 
919-755-4134.  Please  call  collect 
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Irving  E.  Shafer,  Dr.  Ernest  B.  Spangler  Jr.,  Dr.  John 

S.  Stevenson  and  Dr.  Kyle  A.  Young. 

Other  part-time  appointments  include  Dr.  Ramunas 
Bigelis,  associate  in  biochemistry;  Dr.  William  R. 
Brown  Jr.,  clinical  instructor  in  surgery  (neurosur- 
gery); Dr.  Joe  E.  Gaddy  Jr.,  clinical  instructor  in 
medicine  (cardiology);  Dr.  Wilbur  J.  Harley,  clinical 
associate  professor  (occupational  medicine)  in  the 
Department  of  Family  and  Community  Medicine;  Dr. 
Travis  H.  Jackson,  clinical  instructor  in  neurology; 
Dr.  Juan  J.  Santos,  clinical  associate  professor  of 
radiology;  and  Dr.  Robert  L.  Williams,  clinical  in- 
structor in  pediatrics. 

5fe  5*C 

Yana  S.  Banks,  a second-year  student  at  Bowman 
Gray,  has  received  the  community  service  award  from 
the  Cl  BA  Pharmaceutical  Co. 

The  award,  which  consists  of  books  from  CIBA's 
collection  of  medical  illustrations  by  Dr.  Frank  Net- 
ter,  recognizes  Ms.  Bank's  work  last  summer  with 
minority  and  disadvantaged  high  school  students  in 
Pembroke. 

Ms.  Banks  helped  to  prepare  the  students  for  health 
careers  by  teaching  study  skills  and  organizing  tours 
of  medical  schools. 

^ ^ ^ 

Wake  Forest  University  has  conferred  the  Master 
of  Science  degree  on  three  students  who  took  their 
graduate  training  at  Bowman  Gray. 

The  three  are  Michael  C.  Cerrone,  who  received  the 
M.S.  degree  in  microbiology  and  immunology;  David 

T.  Harris,  whose  degree  is  in  the  medical  sciences, 
with  a special  interest  in  otolaryngology;  and  Gwynn 
D.  Long,  whose  degree  is  in  biochemistry. 

With  the  awarding  of  the  three  degrees,  the  number 
of  people  who  have  received  either  the  M.S.  or  Ph.D. 
following  study  at  Bowman  Gray  has  risen  to  209. 

5fc 

A half-hour  documentary  on  cancer  care  at  the 
Bowman  Gray/Baptist  Hospital  Medical  Center  was 
aired  on  Christmas  Eve  by  the  NBC  affiliate  in 
Winston-Salem. 

The  program  gave  special  attention  to  the  care  given 
to  children  with  leukemia. 

^ ^ ^ 

Five  members  of  the  Bowman  Gray  faculty  have 
been  appointed  to  editorial  positions  with  national 
professional  publications. 

Dr.  Stephen  S.  Elliott,  instructor  in  psychiatry 
(family  development),  was  named  associate  editor  of 
“Family  Relations,”  a journal  of  family  and  child 
studies  published  by  the  National  Council  on  Family 
Relations. 

Dr.  Clara  M.  Heise,  assistant  professor  of  radiology 
(biochemistry),  was  appointed  to  the  editorial  advis- 
ory board  of  the  “Ligand  Review,”  a new  journal  on 
clinical  radioassay. 


Dr.  Frederick  W.  Kremkau,  research  assistant 
professor  of  medicine,  has  been  named  to  the  editorial 
board  of  the  “Journal  of  Clinical  Ultrasound.” 

Dr.  Lawrence  L.  Rudel,  associate  professor  of 
comparative  medicine,  was  appointed  to  the  editorial 
board  of  the  “Journal  of  Lipid  Research.” 

Dr.  James  F.  Toole,  professor  and  chairman  of  the 
Department  of  Neurology,  was  elected  to  the  editorial 
board  of  the  “Annals  of  Neurology.” 

* * * 

A new  manual,  “Cancer  Chemotherapy  Guide- 
lines,” has  been  published  by  the  Oncology  Research 
Center  at  Bowman  Gray. 

It  was  prepared  by  Mrs.  Cheri  Lane,  R.N.,  Dr. 
Hyman  B.  Muss,  associate  professor  of  medicine,  and 
other  members  of  the  Hematology/Oncology  Section. 
The  manual  is  intended  for  oncology  nurse  specialists. 

* * * 

Marjorie  G.  Anderson,  clinical  instructor  in  family 
and  community  medicine,  has  been  elected  to  serve  a 
two-year  term  as  chairman  of  the  Forum  on  Continu- 
ing Education  of  the  North  Carolina  Nurses  Associa- 
tion. 

* * * 

Dr.  Vardaman  M.  Buckalew  Jr.,  professor  of  medi- 
cine and  physiology,  has  been  appointed  to  the  execu- 
tive committee  of  the  American  Heart  Association’s 
Council  on  Kidney  Cardiovascular  Disease. 

* * * 

Margaret  Ann  Chatham,  instructor  in  family  and 
community  medicine,  has  been  elected  to  a two-year 
term  as  vice  president  of  the  North  Carolina  Nurses 
Association. 

* * * 

Dr.  Robert  A.  Diseker,  associate  professor  of  com- 
munity medicine,  has  been  elected  secretary  of  Fam- 
ily Services,  Inc.,  of  Winston-Salem. 

* * * 

Harriett  W.  Faulkner,  director  of  Bowman  Gray's 
Office  of  Minority  Affairs,  has  been  elected  vice 
chairman  of  the  Southern  Region  Group  on  Student 
Affairs,  the  minority  affairs  section  of  the  Association 
of  American  Medical  Colleges. 

jfc 

Kate  B.  Garner,  instructor  in  human  development, 
has  been  appointed  by  Governor  James  Hunt  as  co- 
chairman  of  the  Task  Force  on  North  Carolina 
Families,  a group  responsible  for  the  state’s  prepa- 
rations for  the  White  House  Conference  on  Families. 

Patricia  A.  Gibson,  instructor  in  pediatric  neurol- 
ogy, has  been  appointed  to  the  community  advisory 
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committee  for  the  Department  of  Social  Work  at  East 
Tennessee  State  University. 

* * * 

Dr.  Joseph  G.  Gordon,  associate  professor  of 
radiology,  has  been  elected  chairman  of  the  board  of 
trustees  of  St.  Augustine’s  College. 

sfs  rfc 

Dr.  Robert  N.  Headley,  professor  of  medicine,  has 
been  elected  to  the  board  of  directors  of  the  Piedmont 
Health  Systems  Agency  and  has  been  elected  trea- 
surer of  the  Forsyth  County  Medical  Society. 

* * * 

Dr.  Robert  I.  Kohut,  professor  of  surgery  (oto- 
laryngology), has  been  installed  as  president  of  the 
Society  of  University  Otolaryngologists  during  a 
meeting  of  the  Association  of  American  Medical  Col- 
leges. 

* * * 

Dr.  William  M.  McKinney,  professor  of  neurology, 
has  been  appointed  to  the  board  of  directors  and 
chairman  ot  the  Constitution  Committee  of  the  Soci- 
ety for  Computerized  Tomography  and  Neuro- 
Imaging. 

* * * 

Dr.  Lawrence  L.  Rudel,  associate  professor  of 


comparative  medicine,  has  been  accepted  as  a mem- 
ber of  the  Pathology  Research  Study  Committee  and  a 
representative  of  the  American  Heart  Association's 
Scientific  Council  on  Arteriosclerosis  for  a three-year 
term. 

* * * 

Celia  A.  Snavely,  instructor  in  medicine  (medical 
social  work),  has  been  re-elected  to  serve  a one-year 
term  on  the  board  of  directors  of  the  Kidney  Founda- 
tion of  North  Carolina.  She  also  has  been  elected  to  a 
three-year  term  as  a full  council  representative  to  the 
Nephrology  Network  Coordinating  Council  of  North 
Carolina. 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Medical  scientists  at  the  University  of  North  Caro- 
lina at  Chapel  Hill  are  studying  a rare  colony  of  pigs 
that  they  believe  hold  important  clues  to  why  humans 
develop  hardening  of  the  arteries. 

The  Francis  Owen  Blood  Research  Laboratory  at 


TEGA-TUSSIN  CIII 

ALSO  AVAILABLE  IN  TABLETS 

[NOW  CONTAINS  25  IMG.  DIHYDROCODEINONE  BITARTRATE] 

Palatable  and  Effective  for  Relief  of  Cough  Due  to  Colds 
Each  30  cc  contains: 

Dihydrocodeinone  Bitartrate  25  mg 

, , . . , (May  be  habit  forming) 

Chlorpheniramine  Maleate  10  me 

Potassium  Guiacol-Sulfonate  cnn 

Phenylephrine  HCL  on 

30  mg. 

• TEGA-TUSSIN  PROVIDES  DIHYDROCODEINONE  BITARTRATE  a 
most  effective  cough  depressant  with  a minimum  of  interference  with  the 
cough  reflex. 

* Ip£?'TUSSIu  PROVIDES  CHLORPHENIRAMINE  MALEATE,  the 

in  anti  histamines  with  almost  no  side  effects. 

• TEGA-TUSSIN  PROVIDES  POTASSIUM  GUIACOL-SULFONATE  an 
excellent  expectorant. 

* TEGA-TUSSIN  PROVIDES  PHENYLEPHRINE  HCL  which  is  an 
e tective  upper  respiratory  mucosal,  pulmonary  decongestant,  mild  broncho- 
dilator  and  vasopressor. 

Suggested  dosage:  Adults,  1 teaspoonful  every  3 or  4 hours.  Children  6 to  12 

years,  one-half  teaspoonful  every  3 or  4 hours. 

' ^ LI  ON.  Federal  law  prohibits  dispensing  without  prescription. 

TATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
ED VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 

WACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 
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brand  of 


How  Supplied:  * m 

Pale  green  300  mg.  tablets 
bottles  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 
Injection,  300  mg./2  ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 


a SmithKIine  company 


.in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964. 

Merrell 


*This  drug  has  been  classified  probably''  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

fSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Bnet  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective: 

For  the  treatment  of  functional  bowel/ irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis 
THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE. 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  ot  infant  colic  (syrup). 

Final  classification  ol  the  less-than-eftective  indications 
requires  further  investigation. 

CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy):  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  ot  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis,  WARNINGS;  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  ((ever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug,  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  ol  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  ot 
this  drug  may  precipitate  or  aggravate  the  serious  complication  ot 
toxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholmergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness;  insom- 
nia; nausea,  vomiting,  impotence;  suppression  of  lactation;  con- 
stipation. bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION:  Oosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage.  Bentyl  10  mg.  capsule  and  syrup  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonlul  syrup  three  or  four  times  daily.  Infants  Vi 
teaspoonful  syrup  three  or  tour  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg.:  Adults:  1 tablet  three  or  four 
times  daily.  Bentyl  Injection:  Adults  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only,  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October.  1978. 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES, INC  Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
1 'MPANY.  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES,  Division  ot  Richardson-Merrell  Inc.,  Cincinnati 

Ohio  45215  U S A, 


UNC-CH  houses  one  of  only  two  colonies  of  pigs  in 
the  world  with  von  Willebrand’s  disease.  The  other  is 
at  the  Mayo  Clinic.  Scientists  at  both  institutions  have 
been  studying  the  pigs  in  an  effort  to  find  better  ways 
to  treat  the  disease  in  humans.  But  their  most  startling 
discovery  may  have  far  greater  implications  for  the 
more  than  99%  of  people  in  the  world  who  do  not 
have  the  disease.  The  researchers  have  found  that  pigs 
with  von  Willebrand’s  disease  are  far  less  likely  to 
develop  hardening  of  the  arteries.  And  this  discovery 
has  given  new  impetus  to  the  search  for  the  cause  of 
atherosclerosis. 

The  UNC-CH  research  team,  headed  by  Drs. 
Thomas  Griggs,  Robert  Reddick  and  Kenneth  Brink- 
hous,  has  received  a five-year  $337,000  grant  from  the 
National  Heart,  Lung  and  Blood  Institute  to  investi- 
gate what  it  is  about  the  absence  of  von  Willebrand’s 
clotting  factor  that  at  least  partially  protects  the  pigs 
from  atherosclerosis. 

“The  hypothesis  is  that,  because  of  some  injury  to  a 
blood  vessel,  platelets  accumulate  and,  as  they  de- 
compose, they  release  a protein  that  is  known  to  cause 
smooth  muscles  to  grow,”  said  Griggs.  “It  is  thought 
that  when  this  protein  enters  the  wall  of  the  vessel,  it 
causes  a mass  of  these  muscles  to  grow  into  the  barrel 
of  the  vessel,  thus  partially  closing  it  off.” 

The  hypothesis  says  that  the  absence  of  von 
Willebrand's  factor  allows  injuries  to  go  unattended, 
so  platelets  don’t  accumulate  in  the  vessels  and  don't 
release  the  protein  that  causes  the  occlusive 
atherosclerosis  we  see  in  normal  pigs.” 

Adding  a new  dimension  to  the  research  is  the  ob- 
servation that  the  UNC-CH  pigs  apparently  are  less 
resistent  to  hardening  of  the  arteries  than  those  at  the 
Mayo  Clinic.  This  difference,  researchers  say,  sup- 
ports the  idea  that  environmental  factors  may  play  a 
role  in  the  development  of  atherosclerosis,  and  they 
pkin  to  study  the  differences  in  the  food,  water,  air  and 
other  environmental  factors  in  the  two  pig  colonies  for 
clues. 

“The  whole  world  is  watching  these  pigs,”  Griggs 
said.  “A  lot  of  what  people  all  over  the  world  do  in  the 
future  to  study  atherosclerosis  may  depend  on  what 
these  pigs  tell  us.” 


* * * 

The  University  of  North  Carolina  at  Chapel  Hill  has 
taken  on  the  job  of  developing  training  programs  that 
could  dramatically  upgrade  health  care  to  the  people 
of  Africa  and  the  Middle  East. 

Financed  by  a five-year,  $12.8  million  contract  with 
the  Agency  for  International  Development,  the  pro- 
grams developed  by  the  School  of  Medicine  will  aim  at 
improving  the  skills  of  about  20,000  health  workers  in 
40  African  and  Middle  Eastern  countries. 

Among  those  targeted  for  the  training  are  midwives, 
village  doctors,  herbalists  and  other  traditional  health 
care  providers  who  still  account  for  much  of  the 
region’s  health  care. 

“This  program  has  the  potential  to  have  a great 
effect  on  health  care  of  the  people  of  a vast  area,”  says 
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Dr.  Stuart  Bondurant.  dean  of  the  School  of  Medicine. 
“It  will  draw  on  the  experience  and  expertise  of  our 
faculty  and  that  of  other  universities  and  medical 
schools.” 

“Countries  in  Africa  and  the  Middle  East  are  de- 
veloping in  an  extremely  rapid  way  in  many  respects, 
but  health  technology  have  not  developed  as  fast,” 
says  Dr.  James  W.  Lea,  assistant  professor  of  family 
medicine  in  the  School  of  Medicine  and  director  of  the 
program . 

Lea  says  the  UNC-CH  programs  will  seek  to  bring 
updated  health  and  family  planning  training  tech- 
niques to  the  villages,  while  introducing  basic  health 
concepts. 

To  spread  health  training  around  the  continent, 
UNC-CH  proposes  to  establish  “master”  training 
sites  in  six  countries  — Morocco,  Egypt,  Sudan, 
Nigeria,  Cameroon  and  Kenya. 

The  project  will  combine  the  techniques  and  con- 
sulative  expertise  of  several  university  departments 
and  schools,  including  the  School  of  Medicine,  School 
of  Nursing  and  the  School  of  Public  Health. 

* * * 

Research  at  the  Health  Services  Research  Center 
here  will  study  the  effectiveness  and  accuracy  of  the 
“health  hazard  appraisal”  test,  one  of  many  increas- 
ingly used  life-expectance  measures. 


William  L.  Beery,  a research  associate  who  will 
lead  the  study,  says  the  health  hazard  appraisal  was 
developed  in  the  early  1960s  by  two  Indianapolis 
physicians  who  were  trying  to  determine  what  part 
lifestyle  plays  in  a person's  eventual  cause  of  death. 
Since  then,  several  health  groups  and  private  com- 
panies have  designed  health  appraisals  which  rely  on 
mortality  statistics  and  an  individual's  physical 
characteristics  and  personal  habits. 

Answers  to  questionnaires  are  analyzed  by  a com- 
puter and  correlated  with  the  leading  causes  of  death 
for  people  of  the  same  age,  sex,  and  race  as  the  re- 
spondant. 

One  aim  of  the  study.  Beery  says,  is  to  examine  the 
accuracy  of  statistical  data  tables  on  which  the  ap- 
praisals rely.  The  researchers  want  to  know  whether 
the  risk  factors  are  based  on  scientifically  sound 
premises. 

The  study  was  commissioned  by  the  National  Cen- 
ter for  Health  Services  Research,  U.S.  Department  of 
Health,  Education  and  Welfare,  witha$152, 000 grant. 

* * * 

Dr.  Larry  R.  Churchill,  assistant  professor  of  family 
medicine  and  coordinator  of  the  ethics  and  human 
values  program  (Office  of  Medical  Studies)  in  the 
School  of  Medicine,  is  the  new  president  of  the  Soci- 
ety for  Health  and  Human  Values. 


An  apple  a day  won’t 
keep  alcoholism  away! 


The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
these  patients,  write  to  us. 
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Churchill  was  chosen  by  his  peers  in  recognition  of 
his  contributions  to  ethics  in  medicine. 

The  society  is  a national  organization  of  1,300  pro- 
fessionals that  encourage  and  promote  “concern  for 
human  values  as  an  essential,  explicit  dimension  of 
education  for  health  professionals.” 

Teaching  at  UNC-CH  since  1974,  Churchill  was 
instrumental  in  the  development  of  the  ethics  and 
human  values  program,  originally  set  up  as  a National 
Endowment  for  the  Humanities  pilot  project  for 
teaching  fourth-year  medical  students.  Since  then,  the 
program  has  spread  to  include  courses  for  first-  and 
second-year  students,  family  practice  residents  and 
other  housestaff. 

* * * 

Dr.  William  G.  Thomas,  associate  professor  of 
surgery,  attended  a meeting  and  workshop  of  the 
Council  for  Accreditation  in  Occupational  Hearing 
Conservation  Board  November  14-15  in  Atlanta. 

Thomas  also  participated  in  presenting  a short 
course  on  “Procedures  for  Evaluating  the  Effective- 
ness of  Industrial  Hearing  Conservation  Programs”  at 
the  American  Speech-Language-Hearing  Association 
convention  November  16-19. 

* * * 

Dr.  Charles  S.  Newmark,  associate  professor  of 
psychiatry,  has  edited  a book  entitled  “MMPI:  Clini- 
cal and  Research  Trends,"  published  in  October  by 
Praeger,  a division  of  Holt.  Rinehart  and  Winston. 

* * * 

Dr.  Mary  Ellen  Jones,  professor  of  biochemistry 
and  nutrition,  chaired  a session  on  the  “Biochemistry 
and  Physiology  of  Glutamate”  at  the  Howard  Hughes 
Medical  Institute  November  5-7  in  Miami,  Fla. 

She  also  served  as  a member  of  the  metabolic  biol- 
ogy study  section  of  the  National  Science  Foundation 
November  8-9  in  Washington. 

* * * 

Dr.  Clayton  E.  Wheeler  Jr.,  professor  of  dermatol- 
ogy, helped  give  the  examination  of  the  American 
Board  of  Dermatology  October  26-31.  Wheeler  is  re- 
tiring from  the  board  after  nine  years,  including  one 
year  as  president-elect  and  one  year  as  president. 

Wheeler  also  attended  the  annual  meeting  of  the 
Association  of  Professors  of  Dermatology,  November 
8-9  in  Washington. 

* * * 

-aid  V.  Staab,  professor  of  radiology, 

? professor  at  the  University  of  Ar- 
mt  of  radiology  November  3-4. 

talk  on  “Ultrasound  as  an 
ing”  at  the  fall  meeting  of 
Medicine  October  18-21 

in  Ashe 


Dr.  Frank  C.  Wilson,  professor  of  orthopaedic 
surgery,  participated  in  the  annual  meeting  of  the 
American  Association  of  Medical  Colleges  November 
3-7  in  Washington.  Wilson  moderated  a workshop 
on  “Competency  Testing  in  Medicine”  and  attended 
the  meeting  of  the  administrative  board  of  the  associa- 
tion's Council  of  Academic  Societies. 

* * * 

Dr.  James  N.  Hayward,  professor  of  neurology, 
presented  a seminar  on  neuropeptides  at  the  Univer- 
sity of  Texas  Southwestern  Medical  School 
November  12. 

* * * 

Robert  S.  Greenwood,  professor  of  neurology.  Dr. 
J.  Douglas  Mann,  assistant  professor  of  neurology, 
and  Dr.  T.  A.  Reaves,  neurology,  presented  papers  at 
the  ninth  annual  meeting  of  the  Society  for  Neurosci- 
ence November  2-6  in  Atlanta. 

* * * 

Barbara  A.  McHugh,  R.N.,  rehabilitation  office, 
chaired  the  fifth  annual  educational  conference  of  the 
Association  of  Rehabilitation  Nurses  October  16  in 
Chicago.  She  has  just  completed  a term  as  president  of 
the  association  and  was  elected  to  serve  as  chairman 
of  the  Rehabilitation  Nursing  Institute. 

* * * 

Dr.  Gerhard  Meissner,  associate  professor  of 
biochemistry  and  physiology,  presented  a lecture, 
“Sarcoplasmic  Reticulum  Ion  Permeability”  De- 
cember 7 at  the  University  of  Miami’s  Department  of 
Pharmacology. 

* * * 

Dr.  Arthur  H.  Lockwood,  assistant  professor  of 
anatomy,  spoke  on  the  “Regulation  of  Animal  Cell 
Shape’  November  2 at  the  University  of  Toronto, 
Canada  and  gave  a presentation  at  the  American  Soci- 
ety for  Cell  Biology  meeting  November  4-8  in  To- 
ronto. 

Dr.  Joseph  S.  Pagano,  professor  of  medicine, 
served  on  a site  visit  team  tor  the  National  Institutes  of 
Health  November  19-21  in  Los  Angeles. 

* * * 

Dr.  Jan  Hermans,  professor  of  biochemistry  and 
nutrition,  has  been  awarded  a Kenan  Leave,  which 
began  January  1 , to  collaborate  with  professors  at  the 
University  of  Groningen  in  the  Netherlands.  Together 
they  will  study  the  structure  of  protein  and  water  near 
the  surface  of  protein  molecules. 

* * * 

Dr.  James  H.  Scatliff,  professor  of  radiology,  is  on 
leave  of  absence  until  June  1,  1980,  to  prepare  material 
for  two  books:  “Radiology  of  Spinal  Dysraphia”  and 
Neonatal  Chest  Radiology.”  He  is  working  as  a vis- 
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iting  professor  at  the  Children’s  Hospital  at  the  Har- 
vard Medical  School,  Boston. 

* * * 

Dr.  Lorcan  A.  O’Tuama,  associate  professor  of 
Medicine,  has  had  an  article  published  on  “Effects  of 
L-  or  D-Cysteine  Coadministration  on  Short-Term 
Distribution  of  Inorganic  Mercury  in  the  Rat”  in  the 
journal  Toxicology  and  Applied  Pharmacology. 


THE  AMERICAN  SOCIETY  OF 
OPHTHALMOLOGIC  AND  OTOLARYNGOLOGIC 
ALLERGY 

Dr.  Walter  Ward  of  Winston-Salem  was  named 
president  of  the  American  Society  of  Ophthalmologic 
and  Otolaryngologic  Allergy  at  the  society’s  annual 
meeting  held  in  conjunction  with  the  American 
Academy  of  Otolaryngology  annual  meeting  in  Dallas, 
Texas. 


Free,  Professional,  Confidential 

Problem  Pregnancy  Counseling 

Our  counselor  will  travel  to  your  patient 
if  she  cannot  come  to  our  office. 


t3- 

The  Children’s  Home  Society  of  N.C.,  Inc. 

founded  1 903 

P.O.Box  6587  Greensboro,  N.C.  27405 


Asheville  (704)  258-1661 
Chapel  Hill  (919)  929-4708 
Charlotte  (704)  334-2854 

Wilmington  (919)  799-0655 


Fayetteville  (919)  483-8913 
Greensboro  (919)  274-1538 
Greenville  (919)  752-5847 
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In  Amnriam 


ROSCOE  DRAKE  McMILLAN,  M.D. 

At  rare  intervals,  there  appear  in  the  ranks  of  human 
society  individuals  of  more  than  ordinary  intelligence, 
humor  and  dedication.  They  stand  above  the  common 
herd  and  bring  into  our  lives  an  element  of  genuine 
concern  and  comfort  that  was  not  present  before. 
Such  an  individual  was  Dr.  Roscoe  Drake  McMillan, 
affectionately  known  to  his  patients  as  “Dr.  Roscoe.” 

Dr.  McMillan  was  born  on  September  13,  1887,  the 
son  of  Dr.  B.  F.  McMillan  and  Louanna  Purcell  Mc- 
Millan, both  descendents  of  early  Scottish  settlers  of 
Robeson  County.  The  family  moved  to  Red  Springs 
from  lower  Robeson  County  in  the  1890s  when  Dr. 
McMillan  was  nine  years  old. 

He  received  his  early  education  at  the  Red  Springs 
Military  Academy,  attended  the  University  of  North 
Carolina  for  two  years  and  then  graduated  in  1910 
from  the  Medical  School  of  the  University  of  Mary- 
land. He  interned  at  the  University  Hospital  in  Balti- 
more. Upon  completion  of  his  education,  he  returned 
to  Red  Springs  and  joined  his  father  in  the  practice  of 
medicine.  They  worked  together  for  about  20  years, 
except  for  the  year  1921  when  he  practiced  in  West 
Virginia. 

In  spite  of  a busy  and  crowded  life  which  included 
more  than  60  years  of  general  practice,  he  contributed 
his  talent  to  many  civic  and  professional  activities. 

He  was  a member  of  the  Board  of  Medical  Exam- 
iners ot  the  North  Carolina  Medical  Society  from  1935 
to  1938  and  held  these  other  state  offices:  Membership 
on  the  Board  of  Examiners  for  Nurses,  1940-1942; 
State  Board  of  Control  of  Hospitals,  1943;  secretary- 
treasurer  ot  the  North  Carolina  Medical  Society, 
1941-1949;  president  of  the  North  Carolina  Medical 
Society,  1950.  Also  in  1950,  he  was  named  General 
Practitioner  of  the  Year  by  the  State  Medical  Society. 
On  September  1,  1950,  the  grateful  citizens  of  Red 
Springs  proclaimed  “Dr.  Roscoe  McMillan  Day”. 

He  was  the  organizer  and  long  time  president  of  the 
North  Carolina  Cancer  Institute.  He  was  also  instru- 
mental in  the  organization  of  Scotland  County  Memo- 
rial Hospital.  For  more  than  50  years,  he  was  a mem- 
intic  Coastline  Surgeons’  Association, 
arolina  Medical  Society  commissioned 
in  1950  to  write  a book  on  the  history  of 
arolina.  In  1973,  the  two-volume, 
tied  Medicine  in  North  Carolina 

was  completed. 


Declining  health  forced  Dr.  McMillan  to  retire  after 
63  years  of  active  practice.  His  wit.  wisdom  and  com- 
passion for  others  were  legendary  long  before  his 
death.  1 quote  from  a talk  he  gave  on  the  “Reminis- 
cences of  Fifty  Years  of  Medicine  in  Robeson 
County”:  “It  is  a fundamental  fact  that  we  are  born  to 
die,  but  in  the  plan  and  providence  of  God  the  oppor- 
tunity is  given  every  man  to  so  live  in  service  to  and 
fellowship  with  his  comrades  that  the  memory  of  his 
good  deeds  will  follow  him  long  after  the  dark  portals 
of  the  grave  have  claimed  their  own.”  Such  a man  was 
Dr.  Roscoe  Drake  McMillan. 

ROBESON  COUNTY  MEDICAL  SOCIETY 


SPENCER  PIPPEN  BASS,  SR.,  M.D. 

Dr.  Spencer  Pippen  Bass.  Sr.,  died  September  30, 
1979.  He  was  born  in  Tarboro  on  October  23,  1883,  to 
Dr.  Henry  Turner  Bass  and  Adah  Mayo  Pippen  Bass. 
He  attended  Mr.  Wilkinson's  School  and  the  Univer- 
sity of  North  Carolina  and  was  graduated  in  medicine 
from  the  University  of  Virginia  in  1906.  He  interned  at 
the  University  of  Virginia  Hospital  and  did  post- 
graduate work  at  Cornell  and  the  New  York  Eye  and 
Ear  Hospital.  He  returned  to  Tarboro  to  start  his  more 
than  60  years  in  practice  of  medicine  when  doctors  did 
not  have  offices  but  did  all  their  early  work  making 
house  calls,  delivering  babies  and  even  operating  in 
the  home.  He  was  later  to  have  his  own  hospital  and 
was  the  first  doctor  in  the  area  to  become  proficient  in 
blood  transfusion.  He  was  a dedicated,  unselfish 
doctor  with  unusually  fine  medical  skill.  He  had  been 
president  of  the  Edgecombe  Nash  Medical  Society, 
president  of  the  Seaboard  Medical  Society,  chairman 
of  the  pediatric  section  of  the  North  Carolina  Medical 
Society  and  a member  of  the  Tarboro  School  Board 
for  20  years,  often  chairman. 

Dr.  Bass  was  loved  by  his  friends  and  patients.  He 
was  an  unofficial  authority  on  facts  pertaining  to  his- 
tory, had  a dry  sense  of  humor  and  will  be  remem- 
bered for  his  anecdotes,  many  of  which  appeared  in 
the  Tarboro  Southerner. 

He  was  married  in  1909  to  Ethel  Denver  Pike,  who 
died  in  1960.  Dr.  Bass  is  survived  by  a son.  Dr. 
Spencer  P.  Bass,  Jr.,  a daughter,  Eleanor  B.  Howard, 
and  a brother,  Arthur  B.  Bass. 
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Classified  Ads 


NOW  LEASING:  Blue  Ridge  Office  Center,  Across  from  new  Rex 
Hospital.  36,000  sq.  ft.  space  available  on  three  floors.  For  further 
information,  call  (919)  821-5454. 

WANTED:  Senior  Physician  for  Center  for  the  Mentally  Retarded. 
Superv  ises  the  delivery  of  quality  medical  services  for  900  retarded 
children  and  adults.  Duties  include  supervision  of  seven  phy  sicians, 
consultation,  and  professional  liaison  with  other  service  providers. 
Must  be  licensed  to  practice  in  Virginia.  Salary  range  $33,400- 
$51,700,  liberal  state  benefits,  good  working  environment.  Con- 
tact: James  A.  Easter,  Personnel  Office,  Southside  Virginia  Train- 
ing Center,  Petersburg,  Virginia  23803,  Telephone:  (804)  861- 
7493.  AN  EQUAL  OPPORTUNITY  EMPLOYER. 

CARDIOLOGIST  — INTERNIST  31,  ABIM  certified  University 
trained  in  Invasive  and  Noninvasive  Cardiology,  seeks  solo  or  as- 
sociateship,  available  July,  1980.  Contact  George  B.  Ghanem, 
M.D.,  39030  Pinebrook,  Sterling  Heights,  MI  48078,  Phone:  (313) 
979-2848. 

FMG  Board  Eligible  Pediatrician  seeks  practice  opportunity  July 
1980.  University  trained.  Group  solo  institution  government  con- 
sidered. Write:  37  Judson  Street  #10B,  Edison,  New  Jersey  08817. 

EXCELLENT  OPPORTUNITY  IN  PRIVATE  PRACTICE  for  pri- 
mary care  MDs  in  beautiful  Danville,  Virginia;  annual  guaranteed 
income  of  $40,000;  office  space  available;  other  aspects  of  position 
negotiable.  Contact  Hunter  Grumbles,  Administrator,  The  Memo- 
rial Hospital,  Danville,  Virginia  (804)  799-3700. 

EMERGENCY  MEDICINE  OPPORTUNITIES  — Emergency 
physician  needed  to  provide  emergency  coverage  during  evening 
rotations  at  this  modern  facility  located  in  the  northeastern  portion 
of  North  Carolina.  Excellent  compensation  and  professional  liabil- 
ity insurance  provided.  For  details  send  credentials  in  complete 
confidence  to  Mr.  Joseph  Woddail,  970  Executive  Parkway,  St. 
Louis,  Missouri  63141,  or  call  toll-free  1-800-325-3982. 

NEW  FEDERALLY-SUBSIDIZED  rural  group  practice  in  beautiful 
Chatham,  Virginia  seeks  2 full-time  board-eligible  or  broad-certi- 
fied primary  care  MDs  for  July,  1980.  Approved  NHSC  site  but 
non-NHSC  candidates  eligible;  service  area  20,000;  on-site  practice 
administrator;  18  miles  from  urban  center  of  60,000  (Danville,  Va.) 
with  459  bed  hospital;  excellent  salary  plus  fringe;  excellent  pros- 
pects for  traditional  private  practice  at  end  of  3 year  grant  period; 
mountains/lakes  close  by;  Call  Memorial  Hospital,  Danville,  Va. 
(804)799-4441. 


THE  NORTH  CAROLINA  ACADEMY  of  Physician’s  Assistants  has 
established  an  Employment  Committee.  The  purpose  of  this  com- 
mittee is  to  assist  physicians  w ho  are  interested  in  hiring  physician's 
assistants,  as  well  as  to  assist  the  P.  A.  in  their  search  for  satisfac- 
tory employment.  Any  physician  or  group  of  physicians  may  utilize 
the  services  of  this  committee  by  contacting  Ed  Manning,  P.A., 
Chairman,  Employment  Committee,  P.O.  Box  86,  Broughton 
Hospital,  Morganton,  N.C.  28655.  Home  telephone;  (704)  433-4914 
(after  5:00  p.m.);  work  telephone  (704)  433-2514  (8:00  a. m. -5:00 
p.m.) 

BE  THE  DOCTOR  YOU  WANT  TO  BE  — in  the  Navy.  The  Navy 
Medical  Corps  currently  has  openings  in  the  U.S.  and  abroad  for 
physicians  in  many  specialties.  You  may  choose  to  accept  your 
commission  as  a naval  officer  only  when  satisfied  with  your  initial 
assignment.  Starting  salary  is  comparable  to  a $140,000  practice. 
Regular  working  hours  and  30  days  paid  vacation  annually  allows 
you  time  to  enjoy  family,  friends,  and  hobbies.  The  quality  of  your 
life  is  important!  Contact  Lt.  Joe  Bryan,  Navy  Physician  Programs, 
Navy  Recruiting  District,  1001  Navaho  Drive,  Raleigh,  N.C.  27609 
or  Call  toll  free  in  North  Carolina  1-800-662-7568  or  919-872-2547 
Collect. 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  OR  INTER- 
NIST to  work  for  expanding  established  multi-specialty  group;  118 
JCAH  hospital,  delightful  small  historic  town  on  Albemarle  Sound. 
Salary  & %.  Life,  health,  disability,  malpractice  insurance,  etc.  All 
available.  Send  resume  to:  David  Wright,  M.D.,  Chowan  Medical 
Center,  Edenton,  N.C.  27932  Tel;  (919)  482-2116. 

EMERGENCY  PHYSICIANS,  FULLTIME  AND  LOCUM  TENENS 
(two  weeks  to  six  months):  Malpractice  provided.  Immediate  op- 
portunities in  modern  facilities  in  good  locations.  All  inquiries 
confidential.  Contact:  Coastal  Emergency  Physicians,  P.O.  Box 
8703,  Durham,  N.C.  27707.  Telephone:  (919)  489-6521. 

NORTH  CAROLINA  — Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
beaches.  Starting  from  $55,000  to  $60,000  guaranteed.  Unlimited 
growth  — excellent  benefit  package.  Call  or  write  about  this  ex- 
cellent opportunity:  Community  Physicians,  Inc.  113  Landmark 
Square,  Virginia  Beach,  Virginia  23452  (804)  486-0844. 

VIRGINIA  — Unique  opportunity.  Emergency  Medicine.  Modern 
service.  Immediate  or  delayed  openings  for  career-oriented  physi- 
cians, unlimited  potential.  Guaranteed  income  of  $55,000  to 
$60,000  plus  excellent  benefits.  For  additional  information  contact: 
Community  Physicians,  Inc.,  113  Landmark  Square,  Virginia 
Beach,  Virginia  23452  (804)  486-0844. 
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Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

V e equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 
Our  salesmen  are  located  in  all  parts  of  North  Carolina 
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The  Federal  Role  in  Health  Care:  Sen.  Robert  Morgan 

Twice  Daily  Treatment  With  Cephradine  of  Infections  in  Children:  Henry  W.  Johnson,  M.D 
Natural  Death  in  Medical  Practice:  Allen  R.  Dyer,  M.D.,  and  William  B.  Bunn,  M.D.,  J.D. 
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Nalfon 

fenoprofen  calcium 

300-mg.  Pulvules  and  600-mg.  Tablets 

Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Additional  information  available  to  the  profession 
on  request. 

♦Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


1980  Annual  Sessions  1980  Committee  Conclave 

May  1-4— Pinehurst  Sept.  24-28— Southern  Pines 


□ ISTA 


A character 


all  its  own. 


, • Y Valium  (diazepam/Roche) 
is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-actinq  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 

A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valiunf® 

die  am/Roche 

2- mg,  scored  tablets 

a pruci  sychic 

tens-. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated : Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  b i d.  to  q.i.d.; 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t i d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2Vz  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children . 1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg — 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Where’s  the  Money? 


Your  billings  say  you've  made  it, 
but  your  checkbook  doesn't  show  it. 

Where's  the  money? 

Because  doctors  are  often  among  the  last 
to  be  paid,  you're  tax  rich  but  cash  poor. 
That's  where  MFS  can  help  you.  Our 
Instant  Reimbursement  Plan  provides  you 
with  instant  payment  for  all  services* 
rendered  without  any  departure  from  your 
current  office  procedures. 


In  today's  economy,  what's  the 

cost  to  you  of  not  having  your  money 

immediately? 

We  know  that  doctors  need  cash  for 
practice  expansion,  investments  and  many 
other  important  purposes.  Call  us  for  more 
information.  We  can  help  you  with  your 
specific  needs. 

‘excluding  Medicaid  and  assigned  Medicare. 


Medical  Funding  Services,  Inc. 

Exclusively  serving  the  financial  needs  of  physicians,  dentists,  allied  professionals. 


MEDICAL 

FINANCING 


404-952-4591 

SUITE  B-I06,  3260  POWERS  FERRY  RD. 
MARIETTA,  GA.  30067 


CH  Accounts  Receivable  Financing  (will  take  all  receivables,  open  and  insured 

□ Signature  loans:  $5,000  to  $50,000  (72  months) . 
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Charlotte  T reatment  Center 

“OPERATED  BY  PEOPLE  WHO  CARE”— IN  CHARLOTTE,  NORTH  CAROLINA 


At  the  Charlotte  Treatment 
Center  we  believe  that  those  who 
suffer  from  the  treatable  disease 
of  alcoholism,  and  their  families, 
are  entitled  to  the  same  treatment 
and  loving  care  as  those  suffering 
from  any  other  disease. 

We  offer  a full  range  of 
alcoholism  medical  and  counseling 
services,  including  a full  time 
Physician,  a Psychiatrist 
Consultant,  a professional  staff  of 
Registered  Nurses,  a Pharmacist 
and  a professional  counseling 
staff,  most  of  whom  have 
established  excellent  track  records 
in  recovery  themselves.  We  also 
provide  diagnostic  facilities  within 
the  hospital  to  provide  for  on  the 
spot  testing,  quick  results,  and  a 
prompt  diagnosis.  We  provide 
individual  and  group  counseling 
for  the  alcoholic  and  the  family, 
and  a structured  program  of 
aftercare  which  seeks  to  insure 


longterm,  stable  recovery  through 
intensive  involvement  in  Alcoholics 
Anonymous  and  Al-Anon  Family 
Groups. 

The  Center  is  a private, 
non-profit  corporation  dedicated  to 
providing  effective  treatment  at  a 
reasonable  cost — treatment  which 
will  restore  the  sick  alcoholic,  and 
the  family  of  the  alcoholic,  to 
sober,  happy  and  rewarding  lives. 


Jamie  Carraway  Rex  R.  Taggart,  M.D. 

Executive  Director  Medical  Director 


CHARLOTTE  TREATMENT  CENTER,  P.O.  BOX  240197,  1715  SHARON  ROAD  WEST,  CHARLOTTE,  N.C.  28224 

FOR  INFORMATION  CALL (704)  554-0285 
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North  Carolina  Medical  Society 

Endorsed  & Approved  for  eligible  members  since  1939 

Official  Disability  Income  Plan 


What 
it  means 
to  you... 

our  40th  year 

of  Professionals  Serving  Professionals 

It  means  the  “HALLMARK  OR  RELIABILITY” the  peace  of  mind  in  knowing  that  there  would  be  adequate 

income  to  insure  your  lifestyle  should  you  be  disabled  to  practice  your  profession. 

We,  at  CRUMPTON  COMPANY,  specialize  in  the  professional  Disability  field  and  pay  all  claims  personally  (Last 
year  alone,  over  one  million  dollars  to  disabled  physicians  in  North  Carolina).  The  record  is  well  known.  Let  us  know 
how  we  may  assist  you  by  calling  or  writing  to  us  for  information. 


J.  L.  fc?  J.  SLADE  CRUMPTON 

INCORPORATED 

PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 


Academy  Center  • 3001  Academy  Road  • P.O.  Box  8500  • Durham,  N.C.  27707  • (919)  493-2441 
APPROVED  INSURERS  TO:  N.C.  Medical  • N.C.  Dental  • N.C.  Bar  Groups  • N.C.  Engineers  • N.C.  AIA  • N.C.  CPA’s 


REPRESENTATIVE  POSITIONS  IN 
THE  NAVY  MEDICAL  CORPS 

(This  list  does  not  contain  all  specialities  needed,  and  some  positions  listed 
may  not  be  open  at  this  time.  You  can  investigate  these  and  other  situations 
without  any  obligation  or  commitment.  Contact  LT  Joe  Bryan,  Navy  Recruiting 
District,  1001  Navaho  Drive,  Raleigh,  N.C.  27609  or  call  toll  free  1-800-662- 
7568.) 

Undersea  medicine  and  flight  surgery  are  open  to  most  specialties. 


ANESTHESIOLOGY 

Camp  Lejeune,  N.C. 
Camp  Pendleton,  Ca. 
Corpus  Christi,  Tx. 
Great  Lakes,  III. 
Oakland,  Ca. 
Philadelphia,  Pa. 
Portsmouth,  Va. 
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CARDIOLOGY 

Camp  Lejeune,  N.C. 
Pensacola,  FI. 

DERMATOLOGY 

Corpus  Christi,  Tx. 
Great  Lakes,  III. 

Guam,  Mariana  Is. 
Jacksonville,  FI. 

Long  Beach,  Ca. 

Pearl  Harbor,  Hi. 

FAMILY  PRACTICE 

Charleston,  S.C. 

Cherry  Point,  N.C. 
Guam 

Long  Beach,  Ca. 
Memphis,  Tenn. 
Orlando,  FI. 

Quantico,  Va. 

Sigonella,  Italy 

GASTROENTEROLOGY 

Bethesda,  Md. 
Portsmouth,  Va. 

San  Diego,  Ca. 

GENERAL  MEDICINE 

Great  Lakes,  III. 

Long  Beach,  Ca. 

New  Orleans,  La. 
Pensacola,  FI. 
Philadelphia,  Pa. 

GENERAL  SURGERY 

Beaufort,  S.C. 

Corpus  Christi,  Tx. 

Great  Lakes,  III. 
Guantanamo  Bay.  Cuba 
Lemoore,  Ca 
Newp  , R.l 
Oaklar. 

Orlando, 

Philadelp  >ia.  P 
Portsmouth,  Va 
Yokosuka,  Japan 


INTERNAL  MEDICINE 

Beaufort,  S.C. 

Camp  Lejeune,  N.C. 

Great  Lakes,  III. 

Guantanamo  Bay,  Cuba 
Long  Beach,  Ca. 

Naples,  Italy 
New  London,  Conn. 

Patuxent  River,  Md. 
Pensacola,  FI 
Philadelphia,  Pa. 

Port  Hueneme,  Ca. 

Quantico,  Va. 

Subic  Bay,  Philippines 
Yokosuka,  Japan 
Oakland,  Ca. 

Philadelphia,  Pa. 

Portsmouth,  Va. 

ORTHOPEDIC  SURGERY 

Annapolis,  Md. 

Beaufort,  S.C. 

Cherry  Point,  N.C. 

Corpus  Christi,  Tx. 

Great  Lakes,  III. 

Guantanamo  Bay,  Cuba 
Jacksonville,  FI. 

Lemoore,  Ca. 

Long  Beach,  Ca. 

Memphis,  Tenn. 

Newport,  R.l. 

New  London,  Conn. 

Orlando,  FI. 

Pensacola,  FI. 

Philadelphia,  Pa. 

Rota,  Spain 

Roosevelt  Roads,  Puerto  Rico 
San  Diego,  Ca. 

Subic  Bay,  Philippines 
Whidbey  Island,  Wash. 
Yokosuka,  Japan 

NEPHROLOGY 

Portsmouth,  Va. 

San  Diego,  Ca. 

OBSTETRICS/GYNECOLOGY 

Camp  Lejeune,  N.C. 
Charleston,  S.C. 

Guantanamo  Bay,  Cuba 
Long  Beach,  Ca. 

Rota,  Spain 

Roosevelt  Roads,  Puerto  Rico 
Okinawa,  Japan 

OPHTHALMOLOGY 

Camp  Lejeune,  N.C. 

Corpus  Christi,  Tx. 

Key  West,  FI. 

Long  Beach,  Ca. 


OTOLARYNGOLOGY 

Beaufort,  S.C. 

Corpus  Christi,  Tx. 

Oakland,  Ca. 

Pensacola,  FI. 

Philadelphia,  Pa. 

Rota,  Spain 

Roosevelt  Roads,  Puerto  Rico 
Yokosuka,  Japan 

PEDIATRICS 

Charleston,  S.C. 

Long  Beach,  Ca. 

Okinawa,  Japan 

PSYCHIATRY 

Camp  Lejeune,  N.C. 

Great  Lakes,  III. 

Guantanamo  Bay,  Cuba 
Lemoore,  Ca. 

PULMONARY 

Bethesda,  Md. 

Portsmouth,  Va. 

San  Diego,  Ca. 

RADIOLOGY 

Charleston,  S.C. 

Cherry  Point,  N.C. 

Corpus  Christi,  Tx. 

Great  Lakes,  III. 

Guantanamo  Bay,  Cuba 
Jacksonville,  FI. 

Lemoore,  Ca. 

Long  Beach,  Ca. 

Newport,  R.l. 

New  London,  Conn. 

San  Diego,  Ca. 

Yokosuka,  Japan 

RHEUMATOLOGY 

Bethesda,  Md. 

Oakland,  Ca. 

Portsmouth,  Va. 

THORACIC  SURGERY 

Camp  Lejeune,  N.C. 

Great  Lakes,  III. 

UROLOGY 

Camp  Lejeune,  N.C. 
Jacksonville,  FI. 

Pensacola,  FI. 

Portsmouth,  Va. 

Yokosuka,  Japan 
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“THE  PHYSICIAN  IS  A 
DECISION  MAKER,  AND  ALMOST 
EVERY  DECISION  HE  MAKES 
COSTS  OR  SAVES  MONEY.” 

—Dr.  William  Felts,  Past  President, 
American  Society  of  Internal  Medicine 

More  and  more  physicians  today  are  beginning  to 
realize  the  extent  of  the  economic  influence 
they  have,  and  are  finding  ways  of  holding 
costs  down. 

A number  of  studies  show  that  the  more 
physicians  know  about  costs,  the  more  they  try 
to  reduce  them?  And  this  reduction  can  be  done 
without  reducing  the  quality  of  care  to  the  patient. 

How  are  they  doing  this?  As  a start  they 
have  become  thoroughly  familial*  with  the  costs 
they  incur  on  behalf  of  their  patients.  They  know 
how  much  an  X-ray  costs,  how  much  their 
hospital  charges  for  routine  lab  tests.  They’re  requesting  copies  of  patients 
hospital  bills.  And  asking  their  hospitals  to  print  the  charges  for  diagnostic 
tests  right  on  the  order  sheet. 

What  else  are  physicians  doing?  Minimizing  their  patients’  hospital 
stays,  whenever  possible.  Reevaluating  routine  admissions  procedures. 
Questioning  the  real  need  of  the  diagnostic  tests  they  order  for  their 
patients.  Avoiding  duplicate  testing.  Trying  to  discourage  their  patients’ 
demands  for  unnecessary  medication,  treatment  or  hospitalization. 
Compiling  daily  logs  of  their  medical  decisions  and  what  they  cost.  And  more. 

More  physicians  today  realize  what  a tough  problem  we’re  all  faced 
with.  They  know  this  is  a challenge  for  medicine.  And  that  physicians  are 
in  the  best  position  to  deal  with  and  solve  the  problem. 

* PATIENT  CARE  Magazine— Outlook  1977  “Face-Off:  Cost  Containment  vs.  Chaos!’ January  1,  1977. 

Lyle  CB,  et  al.  “Practice  habits  in  a group  of  eight  internists',’  ANNALS  OF  INTERNAL  MEDICINE  84  (May  1976).  594-601. 

Schroeder  SA  et  al  “Use  of  laboratory  tests  and  pharmaceuticals:  variation  among  physicians  and  effect  of  cost  audit  on  subsequent  use,  JOURNAL  OP  THE 
AMERICAN  MEDICAL  ASSOCIATION  225  (A  ug.  20,  1973),  969-73. 
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Blue  Cross 
Blue  Shield 

of  North  Carolina 


YOUR  SUPPORT  IS  NEEDED 
CONTRIBUTE  TO  WORTHY  PROJECTS 

TAX  DEDUCTIBLE 


THE  NORTH  CAROLINA  MEDICAL  SOCIETY  FOUNDATION,  INC.  was  created  in  1966 
originally  to  receive  funds  for  the  construction  of  a new  headquarters 
office  in  Raleigh.  However,  when  other  methods  of  financing  a permanent 
building  were  devised,  the  role  of  the  Foundation  was  changed.  This 
change  permitted  the  N.  C.  Medical  Society  Foundation  to  be  approved  as 
a charitable  institution  empowered  to  receive  TAX  EXEMPT  contributions 
for  the  purposes  of  education  and  scientific  advancement.  The  North 
Carolina  Medical  Society  Foundation,  Inc.  has  a 501(c)  (3)  letter  from 
the  Internal  Revenue  Service. 


Among  the  contributions  made  to  the  Foundation  since  its  inception  have 
been : 

The  Forsyth-Stokes  Medical  Auxiliary  Benevolent  and  Educational 
Fund  in  1971,  and 

the  assets  of  the  Joseph  Ward  Hooper,  Sr.,  Trust  which  were 
transferred  to  the  Foundation  in  1976. 

While  these  examples  of  group  contributions  have  been  greatly  appreciated, 
your  individual  support  is  badly  needed.  Today,  after  more  than  12  years, 
the  resources  of  the  Foundation  are  still  quite  limited.  As  the  financial 
resources  grow,  the  opportunities  to  use  these  funds  for  worthy  projects 
will  increase  and  all  of  us  will  benefit  by  its  success . 


At  this  time  the  Foundation  is  prepared  to: 

serve  as  a custodian  of  contributions  designated  by  groups  for 
special  projects, 

receive  direct  contributions  and  donations  of  stock  or  general 
capital  certificates  of  the  Medical  Liability  Mutual  Insurance 
Company,  all  TAX  EXEMPT,  and  to 

accept  from  wills  bequests  which,  properly  defined,  would  not 
be  taxable  to  the  estate  of  the  donor. 


i lease  make  your  tax  exempt  contribution  payable  to:  THE  NORTH  CAROLINA 

MEDICAL  SOCIETY  FOUNDATION,  INC.  and  mail  to: 

N.  C.  Medical  Society  Foundation 
P.  0.  Box  27167 
Raleigh,  N.  C.  27611 
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RORER 

I WILLIAM  H.  RORER,  INC. 

— Fort  Washington.  PA  19034 


Constipation 
acute  or  chronic 


Constipation  may  be  caused  by  conditions  affecting 
the  filling  and  emptying  of  the  rectum. 


Interference  in  propulsive 
contractions 

Impairment  of  smooth 
muscle  contractility 

Obstruction  of  the  lumen 


Inadequate  filling 


Inadequate  emptying 

Interference  in  the  stimulation  of  the 
defecation  reflex 

An  additional 
complication 

Self  treatment — use  and  abuse  of 
laxatives 


snt  of  underlying  disorders  is  critical... 
! of  constipation  is  essential 


Perdiem: 


...distinctive! 


A unique  blend  of  natural  vegetable  derivatives 
For  comfortable  and  safe  relief  of  constipation 


Psyllium 


■ A natural  source  of  hydrophillic  colloids 

■ Srrengrhens  srimulus  ro  defecare 
by  increasing  indigesrible  residue 

■ Helps  produce  sofr, 
hydrored,  well  formed 
srool 
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A unique 
granular 
formulation 

■ No  mixing  or  chewing 

■ Granules  are  placed  in 
mourh  ond  swallowed  wirh 
full  gloss  of  beverage 

■ Helps  break  carhartic 
habiruarion 

■ Helps  establish  normal 
defecatory  reflexes  and 
regular  bowel  rhythm 


for  comfortable 
relief  of 

constipation 
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Senna 


sal 


250  grams  (8. 6ozJgr°nule'S 


■ Produces  mild  peristaltic 
stimulation 

■ Helps  propel  bulk  through 
colon 


John  Mae rz,  M.  D. 

Medical  Director 
W.  H.  Rorer,  Inc. 

Fort  Washington,  PA  19034 

Dear  Dr.  Moerz: 

Yes,  I would  like  to  receive  a supply  of  Perdiem7 
starter  samples  for  my  patients. 


Dr. 


Address . 


City- 


State  - 


Zip. 


Specialty . 


SJ-312 


Perdiem 

Prescribing  Informarion 

ACTIONS:  Perdiem™  wirh  irs  genrle  action,  does 
nor  produce  disagreeable  side  effects.  The  veg- 
etable mucilages  of  Perdiem™  soften  the  stool 
and  provide  poin-free  evacuation  of  the  bowel. 
Perdiem™  is  effective  os  on  oid  to  elimination  for 
the  hemorrhoid  or  fissure  parienr  prior  to  and  fol- 
lowing surgery. 

COMPOSITION:  Natural  vegerable  derivatives:  A 
unique  blend  of  psyllium  and  senna  (Planrago 
Hydrocolloid  wirh  Cassia  Pod  Concentrate). 
INDICATION:  For  relief  of  constipation. 

PATIENT  WARNING:  Should  nor  be  used  in  the 
presence  of  undiagnosed  abdominal  poin.  Fre- 
quent or  prolonged  use  without  the  direction  of  a 
physician  is  nor  recommended.  Such  use  moy 
lead  to  laxative  dependence. 

DIRECTIONS  FOR  USE— ADULTS:  Before  breakfast 
ond  after  the  evening  meol.  one  to  two  rounded 
reospoonfuls  of  Perdiem™  granules  should  be 
placed  in  the  mouth  ond  swallowed  wirh  a full 
gloss  of  worm  or  cold  beverage  Perdiem™ 
granules  should  nor  be  chewed.  After  Perdiem™ 
rakes  effect  (usually  after  24  hours,  bur  possibly 
nor  before  36-48  hou5):  reduce  the  morning 
and  evening  doses  to  one  rounded  reospoonful 
Subsequent  doses  should  be  adjusted  after 
adequate  taxation  is  obtained 
IN  OBSTINATE  CASES:  Perdiem™  may  be  token 
more  frequently,  up  to  two  rounded  reospoonfuls 
every  six  hours. 

FOR  PATIENTS  HABITUATED  TO  STRONG  PURGA- 
TIVES: Two  rounded  reospoonfuls  of  Perdiem™  in 
the  morning  and  evening  moy  be  required 
along  wirh  half  the  usual  dose  of  the  purgative 
being  used.  The  purgative  should  be  discon- 
tinued os  soon  os  possible  and  the  dosage  of 
Perdiem™  granules  reduced  when  ond  if  bowel 
rone  shows  lessened  laxative  dependence. 

FOR  COLOSTOMY  PATIENTS:  To  ensure  formed 
stools,  give  one  to  two  rounded  reospoonfuls  of 
Perdiem™  in  the  evening  wirh  worm  liquid. 
DURING  PREGNANCY  Give  one  to  two  rounded 
reospoonfuls  each  evening 


FOR  CLINICAL  REGULATION:  For  patients  confined 
to  bed.  for  those  of  inactive  habits,  and  in  the 
presence  of  cardiovascular  disease  where  strain- 
ing must  be  avoided  one  rounded  reaspoonfui 
of  Perdiem™  taken  once  or  twice  daily  will  pro- 
vide regular  bowel  habits.  Take  wirh  a full  glass  of 
water  or  beverage 

FOR  CHILDREN:  From  age  7 — 1 1 years,  give  one 
rounded  reaspoonfui  one  to  two  rimes  doily. 

From  age  12  and  older  give  adult  dosage 
NOTE:  It  is  extremely  important  that  Perdiem™ 
should  be  taken  wirh  a plentiful  supply  of  liquid. 
HOW  SUPPLIED  Granules:  100  gram  (3  5 oz. ) 
and  250  gram  (8.8  oz.)  canisters. 
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MARCH  1980 


Politics  on  the  national,  state,  and  local  scenes  is  getting  hotter  than  a pot 
of  grits,  and  your  Medical  Society  politics  is  starting  to  warm  too.  The 
Nominating  Committee  has  offered  the  following  names  after  much  careful  delibera- 
tion, and  I am  herewith  circulating  them  to  the  membership  as  required.  The 
nominess  for  President-Elect,  First  Vice-President,  Second  Vice-President, 

Secretary,  Speaker,  and  Vice-Speaker  are  in  a sealed  envelope  to  be  opened  before 
the  House  of  Delegates  in  Pinehurst  in  May. 

Councilors  and  Vice-Councilors  are  being  elected  for  the  First,  Fourth,  and 
Sixth  Districts.  The  nominees  are:  First  District:  Edward  B.  Eadie,  Jr.,  M.D. , 

as  Councilor  and  William  A.  Hoggard,  M.D.,  as  Vice-Councilor;  Fourth  District: 

Robert  H.  Shackelford,  M.D.,  as  Councilor  and  Lawrence  M.  Cutchin,  Jr.,  M.D. , as 
Vice-Councilor;  Sixth  District:  W.  Beverly  Tucker,  M.D.,  as  Councilor  and 

C.  Glenn  Pickard,  Jr.,  M.D. , as  Vice-Councilor.  These  six  are  incumbents. 

Nominees  for  six-year  terms  on  the  Board  of  Medical  Examiners  are  Thomas  E.  Fitz, 
M.D.,  Internist  from  Hickory;  Jack  A.  Koontz,  M.D.,  Family  Practitioner  from 
Greenville;  and  Frank  N.  Sullivan,  M.D.,  Family  Practitioner  from  Wilson. 

Nominees  for  AMA  Delegates  for  2-year  terms  are  James  E.  Davis,  M.D.,  of  Durham; 

John  Glasson,  M.D.,  of  Durham;  and  Frank  R.  Reynolds,  M.D.,  of  Wilmington. 

Alternate  Delegates  to  AMA  are  M.  Frank  Sohmer,  Jr.,  M.D.,  of  Winston-Salem; 

E.  Harvey  Estes,  Jr.,  M.D. , of  Durham;  and  Jesse  Caldwell,  Jr.,  M.D.,  of  Gastonia. 

Nominees  to  the  Editorial  Board  of  the  NORTH  CAROLINA  MEDICAL  JOURNAL  for  4-year 
terms  are  Rose  Pully,  M.D.,  of  Kinston;  John  S.  Rhodes,  M.D.,  of  Raleigh;  and 
Louis  deS . Shaffner,  M.D.,  of  Winston-Salem. 

The  Executive  Council,  upon  advice  of  the  Nominating  Committee,  has  recommended  John 
W.  Foust,  M.D.,  of  Charlotte  and  A.  Sherman  Morris,  Jr.,  M.D.,  of  Asheville  to  the 
Nominating  Committee  of  Blue  Cross  and  Blue  Shield  of  North  Carolina  as  Society 
suggestions  for  their  Board  of  Trustees. 

A word  here  about  the  Nominating  Committee  is  in  order.  It  is  composed  of  one 
representative  from  each  of  the  ten  districts.  These  representatives  are  elected 
by  a caucus  of  the  delegates  from  each  district  on  a rotational  basis  for  3-year 
terms.  At  the  House  of  Delegates  in  May,  the  members  from  Districts  Three,  Five, 
Seven,  and  Nine  will  be  elected.  The  responsibilities  of  this  group  is  tremendous. 
Their  decisions  influence  the  course  of  your  Medical  Society  for  years.  The 
delegates  from  the  above  districts  should  carefully  consider  who  you  elect  to  this 
post,  keeping  in  mind  that  no  member  of  the  Nominating  Committee  is  eligible  for 
elective  office. 

As  in  any  democratic  organization,  there  is  opportunity  for  nominations  from  the 
floor  prior  to  elections. 
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Your  officers  and  the  Legislative  Committee  went  to  Washington  in  February  and 
met  with  several  people.  The  meeting  was  well  attended  by  about  25  physicians 
led  by  John  Dees,  M.D. 

The  morning  meeting  was  with  the  staff  of  the  Washington  office  of  the  AMA.  We 
were  briefed  on  current  legislation  of  interest  to  physicians  and  given  a rundown 
on  the  various  bills  under  consideration.  A later  briefing  was  with  Bob  Maher 
who  is  on  the  White  House  staff  as  Congressional  Liaison  Man  for  Health  Affairs. 
The  evaluation  of  the  AMA  staff  regarding  White  House  priorities  was  remarkably 
accurate.  They  did  not  seem  to  be  concerned  about  any  bill  for  National  Health 
Insurance,  and  that  rather  complacent  attitude  bothered  me. 

Lunch  at  the  House  Office  Building  was  attended  by  seven  North  Carolina  Represen- 
tatives and  Senator  Helms  appeared  in  a cameo  role.  Senator  Morgan  was  up  to  his 
ears  in  the  Winberry  hearings  and, understandably , could  not  be  there.  Many  of 
the  Congressional  Staff  people  attended  and  conversation  was  lively. 

After  lunch  Mr.  Maher  addressed  the  group  and  discussed  his  priorities.  They  wen 
in  order:  National  Health  Insurance,  Child  Health  Insurance  Program,  Mental  Heal 

Health  Service  Corps,  Vaccination,  improvement  in  Medicaid  and  Medicare  Programs, 
and  the  removal  of  capitation  grants  to  medical  schools.  A question  and  answer 
period  followed  and  opinions  aired  by  many  of  your  peers  outlining  some  of  our  pr< 
blems  with  federal  programs.  I don't  think  he  changed  any  of  our  minds,  nor  we  h: 

Congressman  Martin  then  came  in  to  talk  about  his  bill  for  catastrophic  health 
insurance,  giving  the  details  of  his  proposal  embodied  in  H.R.  6405.  This  would 
fund  health  care  after  health  care  costs  for  an  individual  has  passed  a percentage 
of  income.  My  feeling  is  that  this  would  be  a cumbersome  criterion  to  apply,  how 

ever  it  gives  the  North  Carolina  group  an  interest  in  health  care  financing as 

Ed  Beddingfield  used  to  say,  "it  enables  us  to  get  our  feet  under  the  (discussions 


It  is  with  regret  that  I received  word  of  the  death  of  John  C.  Burwell,  M.D., 
Chairman  of  the  Committee  on  Professional  Insurance.  Dr.  Burwell  ran  his  committc 
with  humor  and  dispatch  and  inculcated  into  the  members  of  his  committee  an  esprit 
de  corps  that  is  seldom  seen  in  Medical  Society  committees. 

Dan  Finch  is  leaving  the  employment  of  the  Medical  Society.  Dan  has  done  his  job 
well  and,  speaking  for  the  entire  Society,  I wish  him  well  in  his  new  job.  He 
will  have  two  new  bosses,  for  he  was  married  in  early  March. 

The  State  of  North  Carolina  is  considering  a big  step  backwards  in  support  of  hom( 
deliveries  by  nurse  midwives.  I hope  that  those  of  you  who  know  the  pitfalls  of 
home  deliveries  will  speak  strongly  to  your  legislators  against  this  practice  whet 
the  time  comes.  It  would  not  be  amiss  to  talk  to  them  now  and  reinforce  your 
opinions  later. 

I saw  my  first  daffodil  today,  so  things  are  looking  up.  Don't  forget  the  Annual! 
Meeting  in  Pinehurst,  May  1-4.  Plan  to  attend  and  bring  a friend. 


table" . 


Sincerely 


J.  B.  Warren,  M.D 
President 


What  would 
Thomas  Edison’s 
physician  have 
prescribed  for  a 
headache? 

(and  would  insurance 
have  covered  it?) 


In  1879,  Thomas  Edison  had  worked  for 
over  a year  and  conducted  hundreds  of 
experiments  to  find  the  right  substance  to 
use  as  the  heart  for  his  new  idea:  the 
incandescent  electric  light. 

Finally,  Edison  discovered  that  a carbon 
filament  in  a vacuum  produced  a good  deal  of 
light  when  an  electric  current  passed  through 
it.  He  introduced  the  electric  light  bulb  to  the 
world  a short  time  later. 

Inventing  the  light  bulb  was  no  easy  task. 

If  Edison  suffered  headaches  working  on  his 
bright  idea,  he  would  have  had  to  wait 
another  14  years  before  he  could  have  taken 
acetylsalicylic  acid  for  relief. 


With  Mutual  of  Omaha’s  Disability  Income 
Protection,  a disabling  sickness  or  accident 
no  longer  (as  in  Edison’s  day)  means  total 
financial  dependence  on  family  and  friends. 

If  you’re  under  the  age  of  55  and  are  active 
full  time  in  your  practice,  simply  fill  out  the 
coupon  below  and  return  it  today.  A Mutual 
of  Omaha  service  representative  will  provide 
personal,  courteous  service  in  furnishing  full 
details  of  coverage.  Of  course,  there’s 
no  obligation. 

Underwritten  by 

Mutual  |T\ 
/(imahiixL' 

People  if  am  can  count  on... 


You  see,  it  wasn’t  until  1893  that 
Hermann  Dreser  introduced  aspirin  to 
medical  science. 

Back  then,  the  expense  for  medication, 
prescribed  or  otherwise,  came  out  of  the 
sufferer’s  pocket.  And  the  only  insurance 
available  — accident  coverage  — did  not 
cover  illness. 

Today,  as  a member  of  the  North  Carolina 
Medical  Society,  you  can  get  protection 
like  Disability  Income  for  younger 
doctors.  It  provides  you  a regular  monthly 
benefit  when  sickness  or  injury  keeps  you 
from  your  practice.  And  you  can  use  your 
benefits  any  way  you  wish  — to  buy 
groceries,  make  house  payments  or  provide 
for  your  children’s  education. 


MUTUAL  Of  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  OMAHA.  NEBRASKA 

______________________ 

Mutual  of  Omaha  Insurance  Company 
Dodge  at  33rd  Street 
Omaha,  Nebraska  68131 

Please  provide  me  complete  information  | 
on  the  Disability  Income  Protection  Plan 
available  to  members  of  the  North  Carolina 
Medical  Society  who  are  under  age  55. 


I Name I 

I Address I 

I City  

State  Zip 

L — -J 


MANDALA  CENTER  HOSPITAL 


From  time  to  time  individuals  may  experience  extreme  problems  in  living.  When  this  happens,  it  may 
become  necessary  to  seek  help  from  experienced  members  of  the  medical  and  helping  professions. 
Mandala  Center  is  an  uncommon  program  dedicated  to  bringing  to  individuals  an  awareness  of  the 
source  of  their  distress  and  help  them  find  resolutions  to  their  problems. 

Mandala  Center  is  a JCAH  accredited,  private  psychiatric  hospital  that  specializes  in  the  treatment  of 
psychiatric  illness,  drug  addiction,  and  alcoholism.  The  hospital  was  established  in  1972  and  is 
founded  upon  an  interdisciplinary  treatment  approach.  The  75-bed  facility  is  located  in  Winston- 
Salem,  NC,  on  a 15-acre  site,  and  offers  a full  range  of  therapeutic  modalities.  Under  medical 
supervision,  the  treatment  team  consists  of  psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  psychiatric  nurses,  mental  health  workers  and  activities  therapists.  General  medical  care  and 
special  medical  problems  are  provided  for  by  the  consulting  staff. 

Adults  and  adolescents  may  enter  the  program  which  handles  all  categories  of  emotional  and 
mental  dysfunction. 


MEDICAL  STAFF 

Bruce  W.  Rau,  M.D.,  Medical  Director 
Roger  L McCauley,  M.D. 

Larry  T.  Burch,  M.D. 

Edward  H.  Weaver  M.D. 

Robert  W.  Gibson,  M.D. 

James  Mattox,  M.D 
Ali  Jarrahi,  M.D. 

Selwyn  Rose,  M.D 
Glenn  N.  Burgess,  M.D. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 


MEMBERSHIP  IN: 

N.C.  Hospital  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 


For  Information,  please  contact: 
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SPECIAL  ARTICLE 


The  Federal  Role  in  Health  Care 

Senator  Robert  Morgan 


I APPRECIATE  having  the  op- 
portunity to  come  here  tonight 
and  to  talk  with  you  about  the  fed- 
eral role  in  health  care.  The  ques- 
tion of  what  the  federal  government 
should  do,  and  how  it  should  be 
done,  is  one  of  the  most  controver- 
sial and  perhaps  the  most  important 
public  policy  issues  before  the  Con- 
gress today.  Of  course,  this  is  not 
something  new;  the  first  national 
health  insurance  bill  was  introduced 
in  the  Congress  more  than  40  years 
ago,  and  there  has  been  a substan- 
tial federal  involvement  in  health 
care  since  the  enactment  of  the 
Medicare  and  Medicaid  laws  in  the 
mid-1960s. 

I think  that  we  must  begin  with 
the  presumption  that  there  is  a fed- 
eral role  in  health  care  and  that  it 
will  not  go  away.  Total  public  ex- 
penditures in  1978  for  health  care 
were  about  $60  billion,  over  40  per- 
cent of  the  total  health  care  spend- 
ing in  this  country.  Seventy-five 
percent  of  the  $60  billion  came  from 
the  federal  government,  mostly 
through  the  Medicare  and  Medicaid 
programs. 

At  this  date,  to  talk  about  whether 
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there  should  be  a federal  role  in 
health  care  or  to  discuss  whether 
the  federal  government  should  be 
concerned  with  the  cost  of  provid- 
ing health  care  are  academic  ex- 
ercises which  simply  do  not  take 
into  account  the  real  world. 

At  this  point.  I'm  afraid,  the 
question  is  not  whether  there  should 
be  federally  paid-for  health  insur- 
ance; the  questions  are  who  should 
receive  federally-subsidized  insur- 
ance, how  much  of  a subsidy  should 
be  provided,  and  how  should  it  be 
provided.  Similarly,  the  question  is 
not  whether  the  federal  government 
should  be  concerned  with  the  cost 
of  health  care  — the  taxpayers,  who 
are  also  consumers,  as  well  as  gen- 
eral principles  of  fiscal  responsibil- 
ity, demand  that  we  be  concerned. 
The  issues  are  whether  certain 
types  of  actions  are  appropriate  and 
in  keeping  with  our  form  of  govern- 
ment, and  whether  they  would  be 
effective. 

The  debate  over  federal  health 
care  policy  is  one  that  often  be- 
comes quite  emotional,  which  is 
understandable  when  one  considers 
the  immense  impact  these  policies 
will  have  on  millions  of  people.  But 
the  highly  charged  rhetoric  that 
comes  from  all  sides  can  only  serve 
to  remove  attention  from  the  many 
highly  complex,  pragmatic  issues 
that  must  be  considered  if  we  are  to 


pursue  an  enlightened  federal  pol- 
icy. 

I believe  that  the  goal  of  federal 
policy  should  be  to  insure  that  all 
Americans  can  obtain  decent  health 
care  at  a cost  the  consumers  and 
taxpayers  of  America  can  afford.  It 
seems  to  me  that  if  federal  policy 
reaches  this  goal,  then  we  have  na- 
tional health  insurance.  But  I am 
somewhat  reluctant  to  use  this  term 
because  over  the  40  or  more  years  of 
debate,  the  term  has  become  loaded 
down  with  different  and  often  in- 
compatible definitions  and  because 
of  the  emotions  the  phrase  brings 
out  in  so  many  people. 

I also  believe  that  any  federal 
policy  relating  to  health  care,  to  be 
successful,  will  have  to  be  based  on 
free  enterprise  principles.  If  the 
federal  government  runs  the  sys- 
tem, it  is  likely  to  be  over-regulated 
and  have  too  much  bureaucracy, 
with  the  end  result  that  costs  are 
excessive.  There  will  be  insufficient 
flexibility,  and  innovation  will  be 
stifled.  On  the  other  hand,  some 
governmental  role  will  be  necessary 
to  enforce  minimal  health  and  safety 
standards,  to  help  insure  that  those 
who  cannot  afford  health  care  can 
get  it,  and  to  help  channel  health 
care  resources  into  those  areas, 
such  as  isolated  rural  areas  and  poor 
central  cities,  where  it  is  difficult  to 
get  the  providers  of  care  to  locate. 
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By  and  large,  this  is  what  the  federal 
government  is  trying  to  accomplish 
now,  though  I do  not  always  agree 
with  the  way  in  which  they  go  about 
it. 

But  it  is  not  enough  to  have  a 
system  based  on  the  private  sector; 
it  must  be  based  on  free  enterprise 
principles.  There  must  be  financial 
incentives  to  all  parties,  to  the  con- 
sumers, the  insurance  companies, 
and  all  of  you  to  hold  down  costs. 

The  Congress  must  bear  part  of 
the  responsibility  for  the  lack  of 
competition  which  presently  exists. 
For  example,  as  I am  sure  most  of 
you  know.  Medicare  will  only  reim- 
burse a senior  citizen  for  staying  in  a 
nursing  home  after  he  or  she  has 
first  been  in  a hospital  for  72  hours. 
The  original  purpose  of  this  provi- 
sion was  to  insure  that  only  senior 
citizens  who  require  nursing  home 
care  went  to  a home.  The  effect  has 
been  to  force  doctors  to  place  the 
elderly  in  a hospital,  which  is  much 
more  expensive  than  a nursing 
home,  for  72  hours,  even  though 
hospitalization  may  not  be  required 
medically.  Another  example  relates 
to  preventive  care.  Medicare  and 
Medicaid  pay  for  all  acute  care  but 
virtually  no  preventive  care.  Yet  it 
is  this  preventive  care  that  is  cer- 
tainly most  cost  effective  in  the  long 
run.  These  are  simply  design 
changes  that  can  be  made  in  existing 
programs  which  will  help  control 
costs  without  in  any  way  affecting 
the  quality  of  care. 

But  the  role  that  doctors  (speak- 
ing generally)  have  played  in  our 
health  care  system  is  not  beyond 
questioning  either.  I want  to  make  it 
very  clear  that  I am  not  talking 
about  the  quality  of  care  you  pro- 
vide. There  is  no  doubt  in  my  mind 
that  Americans  receive  the  highest 
quality  of  care  in  the  world',  and  for 
this  you  deserve  a lot  of  credit. 

But,  from  an  anti-trust  stand- 
point, some  of  the  aspects  of 
our  health  care  system  that  have 
been  put  in  place  by  the  medical 
profession  disturb  me.  I might  add 
that  they  are  no  better  than  some 
found  in  my  profession  of  the  law. 
rhe  justification  for  their  existence 
is  that  they  are  necessary  to  main- 
tain minimum  standards  of  care. 
Their  impact,  primarily,  has  been  to 


restrict  entry  into  the  market  and 
prevent  competition  between  doc- 
tors, thereby  driving  up  the  cost  of 
health  care. 

For  example,  in  Michigan,  Blue 
Cross-Blue  Shield  decided  to  re- 
quire second  opinions  on  major 
surgery.  The  Michigan  Medical  As- 
sociation responded  by  agreeing, 
among  themselves,  not  to  deal  with 
Blue  Cross.  Michigan  doctors  are 
presently  in  court  defending  them- 
selves against  an  anti-trust  suit,  as 
they  should  be.  I realize  that  the 
question  of  whether  second  opin- 
ions are  cost  effective  is  controver- 
sial. But,  the  reaction  of  doctors  in 
Michigan,  acting  as  a body,  and 
acting  as  if  the  proposal  was  an  at- 
tack on  the  medical  profession  it- 
self, was  uncalled  for  and,  1 believe, 
self-destructive  for  it  can  only  serve 
to  agitate  people  who  are  inclined  to 
be  sympathetic.  It  should  be  noted 
that  if  doctors  in  Michigan  are  not 
performing  too  many  surgeries  the 
program  will  not  prove  to  be  cost 
effective  and  will  wither  away 
within  a few  years. 

The  controversy  surrounding 
Peer  Standard  Review  Organiza- 
tions (PSRO)  is  instructive  in  this 
regard.  Doctors  throughout  the 
country  fought  the  establishment  of 
PSROs  as  being,  among  other 
things,  unnecessary.  The  Congress 
went  ahead  and  established  them 
anyway.  Recently,  the  Congres- 
sional Budget  Office  released  a pre- 
liminary report  saying  that  the  ad- 
ministrative cost  of  having  PSROs 
may  be  greater  than  the  amount  of 
unnecessary  medical  treatment  that 
is  uncovered.  If  the  preliminary 
findings  hold  up,  PSROs  are  likely 
to  be  abolished.  Doctors  will  have 
been  vindicated  and  one  public  sus- 
picion will  have  been  laid  to  rest. 
Another  thing  is  important  here: 
when  Blue  Cross-Blue  Shield  does 
something  of  this  nature,  it  can  re- 
verse itself  easily.  When  Congress 
acts,  bureaucratic  inertia  can  hold 
up  a decision  to  reverse  itself  for 
some  time. 

The  way  many  doctors  have 
fought  alternative  payment  mecha- 
nisms, such  as  health  maintenance 
organizations,  is  something  which 
can  be  questioned.  It  is  true  that 
many  of  the  HMOs  the  federal  gov- 


ernment has  tried  to  establish  have 
not  proven  financially  viable.  On 
the  other  hand,  the  HMOs  that  have 
been  established  with  private  capi- 
tal, such  as  Kaiser- Permanente  in 
California  and  Hawaii,  have  shown 
to  be  quite  successful. 

Many  doctors  have  fought  the 
establishment  of  this  type  of  pre- 
payment scheme  on  the  grounds 
that  they  do  not  work.  While  the 
federal  attempt  to  establish  a finan- 
cially profitable  operation  has  not 
had  good  results,  attempts  to  stop 
privately  established  operations  can 
only  be  called  restraint  of  trade. 

Sometimes,  the  debate  over 
health  care  policy  seems  completely 
foreign  to  me.  On  the  one  hand, 
there  are  people  arguing  that  we 
need  to  have  a federally  controlled 
and  paid-for  health  insurance  sys- 
tem which  will  provide  free  medical 
care  to  all  Americans.  1 am  not 
comfortable  with  this,  since  I do  not 
believe  that  the  federal  government 
can  run  a health  care  system  with 
the  necessary  adaptability,  and  it 
certainly  cannot  do  so  at  an  accept- 
able cost. 

On  the  other  hand,  the  position  of 
some  appears  to  be  that  the  health 
care  system  should  be  completely 
controlled  by  the  profession,  free 
from  all  government  involvement, 
except  to  underwrite  cost. 

Those  who  believe  in  a federally 
controlled  health  care  system  argue 
that  competition  does  not  work. 
What  1 find  ironic  about  this  charge 
is  that  some  in  the  profession  sort  of 
seem  to  agree  with  this  view  since 
they  have  acted  to  discourage  true 
competition.  If  the  policy  issue  be- 
fore the  Congress  continues  to  be 
whether  the  health  care  system 
should  be  controlled  by  the  gov- 
ernment or  by  the  medical  profes- 
sion, one  day  the  government  will 
win.  But,  if  a system  of  real  compe- 
tition is  established,  one  which 
minimizes  federal  involvement,  1 
believe  we  can  establish  a system 
that  will  work  so  well  it  can 
withstand  any  attack. 

While  it  may  be  argued  that  com- 
petition will  lead  to  poorer  quality 
medical  care,  I for  one  do  not  accept 
that.  1 believe  the  profession  is  and 
will  be  so  highly  professional  that  it 
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can,  as  it  has,  police  itself  in  this 
area. 

There  are  some  necessary  pre- 
conditions for  such  a system  to 
work.  First,  there  have  to  be  enough 
doctors  and  other  professionals 
around  to  insure  that  the  supply  side 
of  the  supply-and-demand  equation 
does  not  dominate  — in  other 
words,  that  prices  will  not  be  de- 
termined by  suppliers  alone. 

Second,  most  trade  restrictions, 
such  as  advertising  limits,  are  going 
to  have  to  be  removed.  Of  course, 
the  advertisements  cannot  be  al- 
lowed to  make  any  claims  what- 
soever, but  that  is  a question  of  false 
advertising. 

Third,  there  have  to  be  financial 
incentives  to  control  costs.  Deduct- 
ibles and  co-insurance  payments 
have  to  be  brought  back  on  tra- 
ditional health  insurance  plans,  for 
those  who  can  afford  them.  The 
only  way  we  can,  for  example,  be 
sure  that  people  will  wait  until  the 
next  day  and  go  to  the  doctor's  of- 
fice to  get  treated  for  a slight  fever 
rather  than  go  to  the  emergency 
room  is  if  there  is  a financial  incen- 
tive for  them  to  do  so.  At  present, 
by  and  large,  the  hospital  visit  is  free 
and  the  trip  to  the  doctor  is  not.  This 
is  simply  wrong. 

With  regard  to  insurance,  there 
should  be  a choice  of  insurance 
plans  available  to  the  consumer  and 
a variety  of  payment  schemes,  such 
as  HMOs,  should  be  allowed  to 
flourish  if  they  are  financially  via- 
ble. In  this  regard,  it  is  important  to 
realize  that  all  the  consumers  do  not 
have  to  be  educated  and  act  in  their 
own  financial  interest  all  the  time  in 
order  to  police  the  market  place.  I 
read  a study  not  too  long  ago,  and  I 
wish  I remembered  where  I saw  it, 
that  suggested  that  if  30  percent  of 
the  consumers  in  a given  market  act 
rationally  that  that  is  enough  to 
police  the  market  place. 

Insurance  practices  can  help  in 
another  area  by  designing  policies  in 
such  a way  as  to  encourage  people 
to  practice  preventive  medicine  and 
to  live  healthier  lifestyles.  A person 
who  makes  his  annual  visit  to  the 
doctor  should  not  have  to  subsidize 
the  health  care  of  someone  who  will 
not  visit  the  doctor. 

Insurance  companies  are  going  to 


have  to  start  to  challenge  excessive 
claims,  rather  than  paying  them  and 
adding  to  the  following  year’s  pre- 
miums. Hospitals  will  have  to  help 
in  this  area  by  charging  prices  that 
more  accurately  reflect  the  cost  of 
the  specific  services,  rather  than 
using  some  services  to  subsidize 
others. 

Fourth,  the  government  is  going 
to  have  to  help  this  process  along  by 
encouraging  the  development  of  a 
more  educated  consumer.  In  short, 
we  need  more  health  education  for 
consumers  so  they  will  become 
more  capable  of  making  rational, 
cost-effective  decisions. 

This  is  not  a detailed  description 
of  what  I feel  should  be  done  in  this 
area,  but  I think  I have  made  clear 
the  direction  in  which  I believe  we 
should  go.  But,  little  progress  along 
these  lines  will  be  made  without  the 
cooperation  of  the  medical  profes- 
sion. It  will  be  difficult  enough  to 
move  the  health  care  system  in  this 
direction  over  the  opposition  of 
those  who  claim  competition  cannot 
work  and  the  government  must  run 
matters.  If  the  professionals,  such 
as  you,  are  opposed  to  this  type  of 
change,  I guarantee  nothing  along 
these  lines  will  take  place. 

This  brings  me  to  the  most  press- 
ing health  care  question  before  the 
Congress  today  — hospital  cost 
containment.  I am  for  containing 
hospital  costs;  I assume  everyone 
is. 

But,  I have  a number  of  concerns 
about  the  hospital  cost  containment 
legislation  being  pushed  by  the  ad- 
ministration — legislation  that  is, 
according  to  the  administration,  a 
temporary,  stop-gap  measure. 

The  administration’s  rationale  for 
the  bill  runs  as  follows:  Hospital 
costs  are  rising  at  an  excessive  rate, 
thereby  adding  to  the  inflation  rate 
and  preventing  needed  changes  in 
the  federal  health  care  programs. 

To  control  this,  they  would  es- 
tablish revenue  ceilings  for  hospi- 
tals, taking  into  account  the  size  of 
the  hospital,  the  type  of  care  it  pro- 
vides, and  other  factors.  Hospitals 
will  live  within  these  controls  by 
cutting  the  waste  in  hospital  opera- 
tions. 

This  is  about  as  simple  a descrip- 
tion of  the  bill  as  one  can  make,  one 


which  does  not  take  into  account 
the  many  complexities,  the  ex- 
emptions, and  so  forth. 

I have  a number  of  concerns  with 
the  administration  bill,  concerns 
which  leave  me  unsympathetic  to  it. 
First,  I am  disturbed  by  the  idea  of 
putting  in  place  another  bureau- 
cracy for  the  purpose  of  regulating  a 
whole  sector  of  the  economy,  espe- 
cially when  it  is  merely  to  enforce  a 
temporary,  stop-gap  solution.  This 
is  especially  true  when  one  consid- 
ers that  estimates  of  the  impact  of 
this  bill  on  inflation  are  that  it  would 
be  from  0.1  to  0.3  percent  less  five 
years  from  now.  That  is  not  very 
much  over  a five-year  span. 

Second,  if  this  were  an  amend- 
ment to  an  appropriations  bill,  it 
would  be  the  equivalent  of  an 
across-the-board  reduction.  I have 
never  liked  across-the-board  re- 
ductions because,  almost  inevita- 
bly, the  bureaucrats  cut  services 
before  cutting  administration.  The 
idea  that  services  will  be  saved  and 
bureaucracy  cut  is  nice  in  theory, 
but  it  seldom  happens. 

Third,  this  bill  relies  on  a regula- 
tory solution  and,  as  I explained 
earlier,  I believe  a greater  reliance 
on  the  marketplace  is  more  appro- 
priate. In  this  regard,  it  seems  to  me 
that  setting  a hospital’s  revenue 
ceiling  by  adding  a percentage  to  its 
previous  revenues  penalizes  the  ef- 
ficient and  rewards  the  wasteful, 
something  I feel  defies  logic. 

Fourth,  I am  concerned  that  by 
controlling  hospital  revenues,  we 
are  putting  hospitals  in  a position  of 
rationing  health  care.  If  services 
must  be  cut  for  a hospital  to  stay 
within  its  ceiling,  someone  will  have 
to  decide  what  services  should  be 
cut.  In  many  parts  of  the  country, 
the  largest  problem  is  still  the  lack  of 
services,  not  the  excess  of  services. 

I am  certain  the  public  does  not 
want  reductions  in  services,  and  I 
do  not  believe  we  want  to  put  hos- 
pitals in  the  position  of  rationing 
health  care  without  widespread 
public  debate. 

Fifth,  there  are  too  many  ex- 
emptions in  the  proposed  bill.  It 
seems  that  every  group  in  a position 
to  defeat  the  bill  has  been  ex- 
empted, including  non-siipervisory 
workers,  children's  hospitals,  hos- 
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pitals  with  fewer  than  4,000  beds, 
veterans’  facilities  and  so  forth. 

Finally,  I am  greatly  concerned 
about  the  impact  of  the  bill  on  North 
Carolina.  Daily  hospital  charges  in 
North  Carolina  are  lower  than  those 
in  43  states,  $37  per  day  lower  than 
the  national  average.  In  spite  of  this 
excellent  record,  the  rate  of  in- 
crease last  year  was  lower  than  the 
national  average.  Occupancy  rates 
in  our  state  are  ninth  in  the  nation, 
78.2  percent.  In  short,  our  hospitals 
are  more  efficient.  It  would  seem 
that  the  impact  of  a bill  that 
penalizes  the  efficient  and  may  lead 
to  a cut  in  services  would  be  disas- 
trous fora  state  like  North  Carolina. 

On  the  other  hand,  the  record  of 
hospitals  in  some  states  has  been 
unbelievably  bad,  and  in  those 


places,  reforms  are  clearly  neces- 
sary. And  frankly,  there  was  no 
movement  toward  making  the  nec- 
essary reforms  and  improvements 
in  hospital  operations  until  the  ad- 
ministration came  along  with  its  bill. 

I believe  that  the  threat  of  legisla- 
tion has  worked  wonders.  It  clearly 
has  led  to  reforms  that  otherwise 
would  not  have  taken  place,  but  I 
also  believe  that  the  threat  has 
worked  better  than  the  bill  itself 
would.  I would  hate  to  see  the  bill 
brought  to  the  Senate  floor  and  de- 
feated because  the  progress  that 
hospitals  have  made  in  the  last  year, 
with  your  help,  might  stop  and  even 
be  reversed.  After  till,  we  do  not 
have  financial  incentives  in  place 
that  might  help  to  control  costs.  In 
other  words,  I do  not  like  the  bill. 


Yet  defeating  the  bill  would  also  be 
misinterpreted  by  the  public. 

My  feeling  is,  and  I have  com- 
municated this  to  the  administra- 
tion, that  the  best  solution  would  be 
to  leave  the  bill  right  where  it  is 
now,  in  limbo.  I have  also  suggested 
to  the  administration  that,  rather 
than  pushing  for  passage  of  the  bill 
at  present,  it  might  be  better  if  they 
turned  their  attentions  to  the  long- 
range  improvements  necessary  for 
our  health  care  system. 

If  the  administration  does  this, 
hopefully  they  will  look  at  restoring 
free  enterprise  principles  to  our 
health  care  system.  And,  if  they 
produce  a good  bill,  I will  help  them 
get  it  enacted,  and  we  will  have  a 
health  care  system  that  is  better 
than  what  is  already  the  best  system 
in  the  world. 


That  temperamental  dignotions,  and  conjecture  of  prevalent  humours,  may  be  collected  from  spots  in 
our  nails,  we  are  not  averse  to  concede.  But  yet  not  ready  to  admit  sundry  divinations,  vulgarly  raised 
upon  them.  Nor  do  we  observe  it  verified  in  others,  what  Cardan  discovered  as  a property  in  himself:  to 
have  found  therein  some  signs  of  most  events  that  ever  happened  unto  him.  Or  that  there  is  much 
considerable  in  that  doctrine  of  Cheiromancy,  that  spots  in  the  top  of  the  nails  do  signifie  things  past;  in 
the  middle,  things  present;  and  at  the  bottom,  events  to  come.  That  white  specks  presage  our  felicity, 
blew  ones  our  misfortunes.  That  those  in  the  nail  of  the  thumb  have  significations  of  honour,  those  in  the 
forefinger,  of  riches,  and  so  respectively  in  others  fingers,  (according  to  Planetical  relations,  from 
whence  they  receive  their  names)  as  Tricassus  hath  taken  up,  and  Picciolus  well  rejecteth. 

We  shall  not  proceed  to  querie,  what  truth  there  is  in  Palmistry,  or  divination  from  those  lines  in  our 
hands,  of  high  denomination.  Although  if  any  thing  be  therein,  it  seems  not  confinable  unto  man,  but 
othei  creatuies  are  also  considerable;  as  is  the  fore-foot  of  the  Moll,  and  especially  of  the  Monkey; 
wherein  we  have  observed  the  table  line,  that  of  life,  and  of  the  liver.  — Sir  Thomas  Browne! 
Pseudodoxia  Epidemica. 
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Twice  Daily  Treatment  with  Cephradine 
of  nfections  Children 


ABSTRACT  The  cephalosporin 
cephradine  was  given  orally  either 
twice  or  four  times  daily  to  treat  254 
children  for  bacterial  infection;  100 
mg/kg/day  was  administered  for 
otitis  media  and  50  mg/kg/day  for 
tonsillopharyngitis,  pneumonia,  uri- 
nary tract  infection,  and  skin  and 
soft  tissue  infection.  Identical  clinical 
improvement  and  microbiologic  re- 
sponse was  found  with  both  regi- 
mens. The  incidence  of  adverse 
reactions,  mostly  involving  the  gas- 
trointestinal tract,  was  4.0%  in  the 
twice  daily  group  and  2.3%  in  the 
four  times  daily  group.  The  former 
schedule  should  help  improve  pedi- 
atric patient  compliance. 

INTRODUCTION 

CLINICAL  studies  in  adults  have 
demonstrated  that  twice  daily 
(b.i.d.)  and  four  times  daily  (q.i.d.) 
oral  administration  of  cephradine 
are  equivalent  in  the  treatment  of 
pneumonia,  urinary  tract  infec- 
tions, and  skin  and  soft  tissue  infec- 
tions.1-4 Because  of  the  limited  in- 
formation on  the  use  of  cephradine 
in  pediatric  patients,  a multicenter 
clinical  trial  involving  over  250  pa- 
tients was  conducted  to  evaluate  the 
efficacy  of  this  antibiotic  adminis- 
tered twice  daily  as  compared  with 
the  more  conventional  four-times- 
a-day  schedule. 


Pediatric  Associates 
3175  Maplewood  Avenue 
Winston-Salem,  N.C.  27103 


Henry  W.  Johnson,  M.D. 


PATIENT  MATERIAL  AND 
METHODS 

Two  hundred  fifty-four  children, 
ranging  in  age  from  one  month  to  16 
years,  with  mild  to  moderately  se- 
vere infections  of  the  urinary  tract, 
respiratory  tract,  and  skin  and  soft 
tissues,  caused  by  microorganisms 
susceptible  to  cephalosporins,  were 
enrolled  in  this  study  after  obtaining 
informed  consent  from  their  parents 
or  legally  constituted  representa- 
tives. Patients  with  a definite  his- 
tory of  sensitivity  to  penicillin  and 
those  with  infections  of  the  gas- 
trointestinal tract,  which  may  im- 
pair drug  absorption,  were  not  con- 
sidered for  enrollment. 

The  children  were  randomly  as- 
signed to  either  a b.i.d.  or  q.i.d. 
treatment  regimen  with  cephradine 
oral  suspension  (500  mg/5  ml).*  A 
complete  medical  history  was  ob- 
tained and  a physical  examination 
was  performed  before  starting 
treatment.  In  patients  with  clinical 
symptoms  of  pneumonia,  roentgen- 
ograms of  the  chest  were  taken  be- 
fore and  after  therapy.  Cultures 
were  prepared  within  48  hours  be- 
fore starting  medication;  specimens 
from  the  middle  ear  were  obtained 
by  tympanocentesis  with  a Sentura 
aspirator.  The  organisms  isolated 
were  tested  for  susceptibility  to 
cephalosporins  according  to  the 
Kirby-Bauer  method.5  Staphylo- 


"‘Velosef®  Oral  Suspension,  E.  R.  Squibb  & Sons,  Prince- 
ton, N.J. 


cocci  were  identified  as  to  species 
and  tested  for  coagulase  produc- 
tion. Urine  specimens  with  bacte- 
rial counts  of  I x 105  organisms/ml 
or  greater  were  considered  diag- 
nostic evidence  of  urinary  tract  in- 
fection. Cultures  and  sensitivity 
testing  were  repeated  approxi- 
mately 48  hours  after  starting  treat- 
ment, and  additional  cultures  were 
obtained  throughout  therapy,  usu- 
ally at  weekly  intervals,  and  again  at 
48  to  72  hours  after  discontinuing 
treatment.  No  pathogen  was  iso- 
lated from  18  of  the  254  patients  ad- 
mitted to  the  study.  Twelve  of  these 
18  patients  had  lobar  pneumonia  or 
bronchopneumonia,  the  diagnosis 
being  established  on  the  basis  of 
clinical  and  radiologic  findings.  The 
clinical  diagnosis  in  the  remain- 
ing six  patients  was  tonsillo- 
pharyngitis, but  since  the  bacterial 
etiology  had  not  been  determined, 
these  patients  were  not  included  in 
the  evaluation  of  therapeutic  re- 
sponse. Also  excluded  from  the 
evaluation  were  three  patients  lost 
to  follow-up  and  two  who  discon- 
tinued therapy  because  of  adverse 
reactions.  Thus  the  therapeutic  re- 
sults reported  here  are  confined  to 
243  patients:  120  treated  b.i.d.  and 
123  treated  q.i.d.  The  two  treatment 
groups,  with  respect  to  sex,  age  and 
diagnosis,  are  compared  in  Table  I. 

Patients  with  tonsillopharyngitis, 
pneumonias,  urinary  tract  infec- 
tions, and  skin  and  soft  tissue  infec- 
tions received  cephradine  oral  sus- 
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TABLE  1 

Sex,  Age,  and  Diagnosis  of  Patients  Evaluated  for  Therapeutic  Response 

Treatment  Regimen 

b.i.d. 

q.i.d. 

Sex 

Male 

66 

71 

Female 

54 

52 

TOTAL 

120 

123 

Age  in  years 
Range 

0.5-14.0 

0.1-16  0 

Mean 

4.9 

5.7 

Diagnosis 

Respiratory  Tract  Infection 
Tonsillopharyngitis 

42 

44 

Lobar  Pneumonia 

7 

9 

Bronchopneumonia 

7 

11 

Otitis  Media 

41 

36 

Skin  and  Soft  Tissue  Infection 

19 

19 

Urinary  Tract  Infection 
Cystitis 

3 

2 

Acute  Pyelonephritis 

1 

2 

pension  at  a dosage  of  50  mg/kg/day; 
those  with  otitis  media  received  100 
mg/kg/day.  The  total  daily  dose  did 
not  exceed  4 grams  with  either 
treatment  regimen.  The  mean  total 
drug  dose  and  mean  duration  of 
treatment  for  each  patient  group  are 
shown  in  Table  II. 

Each  patient  was  examined  fre- 
quently during  the  study  to  deter- 
mine the  time  when  clinical  im- 
provement first  became  apparent 
and  when  signs  and  symptoms  of 
infection  had  disappeared.  Based 
on  these  observations,  the  initial 
severity  of  the  disease  and  the  serial 
bacteriologic  findings,  the  overall 
response  to  therapy  was  rated  as 
excellent,  good,  fair  or  poor.  The 
specific  guidelines  for  assessment  of 
response  are  presented  in  Table  III. 

RESULTS 

Bacteriologic  Response 

As  indicated  in  Table  IV,  the  site 
and  bacterial  etiology  of  the  infec- 
tions were  similar  for  the  two  treat- 
ment groups.  Negative  cultures 
were  reported  within  four  days  in 
65%  of  the  patients,  including  60 
(26%)  patients  with  otitis  media 
(14%  treated  b.i.d.  and  12%  treated 
q.i.d.)  in  whom  cultures  remained 
negative  during  therapy  and  at  the 
follow-up  examination  performed  2 
to  14  days  after  treatment.  At  six 
days  cultures  were  negative  for  80% 
of  the  patients  treated  with  the  b.i.d. 
regimen  and  for  82%  of  those 
treated  with  the  q.i.d.  regimen. 


After  seven  or  more  days  the  cul- 
tures became  negative  in  an  addi- 
tional 29  patients,  16  (14%)  in  the 
b.i.d.  treatment  group  and  13(1 1%) 
in  the  q.i.d.  group.  In  half  of  these 
patients  the  time  required  for  eradi- 
cation of  the  pathogen  was  between 
seven  and  nine  days,  but  precise 
data  are  not  available  for  the  re- 


mainder because  follow-up  cultures 
were  delayed  or  scheduled  at  ir- 
regular intervals.  The  organisms  in- 
volved in  these  29  patients  were 
Escherichia  coli  (urinary  tract  in- 
fection), Staphylococcus  aureus 
(skin  infection),  beta-hemolytic 
streptococci  (tonsillopharyngitis), 
and  Streptococcus  pneumoniae 
(pneumonias).  S.  pneumoniae  also 
was  identified  as  the  pathogen  in 
one  patient  with  otitis  media; 
follow-up  cultures  for  this  patient 
were  negative  on  the  seventh  day  of 
treatment  (b.i.d.)  and  at  two  and 
nine  days  after  treatment. 

In  four  patients,  cultures  re- 
mained positive  and  the  clinical 
picture  did  not  improve  after  treat- 
ment for  four  to  eight  days.  Two  of 
these  poor  responses,  one  in  each 
treatment  group,  were  associated 
with  otitis  media,  which  was  caused 
by  Haemophilus  influenzae  in  one 
patient  and  by  .S',  pneumoniae  in  the 
other.  A lack  of  response  also  was 
noted  in  one  patient  with  a skin  in- 
fection (furunculosis)  due  to  .S.  au- 
reus and  in  one  patient  with  bron- 


TABLE  tl 

Mean  Total  Drug  Dose  and  Duration  of  Therapy 


Treatment  Group 


Diagnosis 


q.i.d. 


Mean  Total 
Dose  (g) 


Mean  Duration 
of  Therapy  (days) 


Mean  Total 
Dose  (g) 


Mean  Duration 
of  Therapy  (days) 


Respiratory  Tract 
Infection 

11.7 

9.4 

13.7 

9.6 

Otitis  Media 

17.4 

12  5 

14  4 

11  5 

Skin  and  Soft 
Tissue  Infection 

10.0 

9 6 

11.7 

9.6 

Urinary  Tract 
Infection 

20.3 

14  5 

22.7 

13  6 

TABLE  III 

Guidelines  for  Assessment  of  Overall  Response 


Time  for  Improvement  (days) 


Severity  of  Infection 

Initial 

Maximum 

Evaluation 

<3 

4 to  5 

Excellent 

Moderate 

3 

6 to  7 

Good 

3 

8 to  10 

Fair 

No  Improvement 

No  Improvement 

Poor 

<3 

6 to  7 

Excellent 

Severe 

3 

8 to  10 

Good 

3 

>10 

Fair 

No  Improvement 

No  Improvement 

Poor 
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TABLE  IV 

Infections  Treated  and  Bacterial  Etiology 


Infections  Treated  and  Dosage  Regimen 


Infecting 

Organism 

Respiratory 

Tract 

Infection 

Otitis 

Media 

Skin  and 
Soft  Tissue 
Infection 

Urinary 

Tract 

Infection 

Totals 

bid.* 

q.i.d.** 

b.i.d. 

q.i.d. 

b.i.d. 

q.i.d. 

b.i.d. 

q.i.d. 

b.i.d. 

q.i.d. 

Staphylococcus  aureus 

1 

1 

2 

1 

16 

16 

0 

0 

19 

18 

Streptococcus  pneumoniae 

7 

15 

28 

25 

0 

0 

0 

0 

35 

40 

0-hemolytic  streptococcus 

41 

43 

0 

4 

3 

3 

0 

0 

44 

50 

Escherichia  coli 

0 

0 

0 

0 

0 

0 

4 

3 

4 

3 

Haemophilus  influenzae 

0 

0 

11 

6 

0 

0 

0 

0 

11 

6 

Klebsiella  sp. 

0 

0 

0 

0 

0 

0 

0 

1 

0 

1 

All  Organisms 

49 

59 

41 

36 

19 

19 

4 

4 

113 

118 

*No  organism  was  isolated  in  4 patients  with  lobar  pneumonia  and  in  3 patients  with  bronchopneumonia. 
“No  organism  was  isolated  in  5 patients  with  bronchopneumonia. 


chopneumonia  due  to  S. 
pneumoniae ; both  patients  were 
treated  under  the  b.i.d.  regimen. 

The  only  incidents  of  bacteri- 
ologic  relapse  were  among  the 
patients  treated  for  tonsillopharyn- 
gitis;  a beta-hemolytic  streptococ- 
cal infection  reoccurred  in  3 (7%)  of 
42  patients  given  cephradine  b.i.d. 
and  in  6 (14%)  of  44  patients  given 
the  antibiotic  q.i.d. 

Overall  Evaluation 

The  overall  responses  for  the 
various  infections  treated  are  pre- 
sented in  Table  V.  Satisfactory  (ex- 
cellent and  good)  responses  were 
obtained  with  the  b.i.d.  and  q.i.d. 
treatment  regimens  in  95%  and  96% 
of  the  patients,  respectively. 

Adverse  Effects 

All  the  254  patients  enrolled  in  the 
study  were  observed  for  evidence  of 


untoward  drug  reactions.  Both 
therapeutic  regimens  of  cephradine 
were  well  tolerated.  Five  (4.0%) 
patients  treated  twice-daily  re- 
ported adverse  reactions  — vomit- 
ing in  one  patient  and  diarrhea  in 
four,  including  a one-year-old  infant 
who  required  termination  of  ther- 
apy after  three  days.  Adverse  ef- 
fects occurred  in  three  (2.3%)  pa- 
tients in  the  q.i.d.  treatment  group; 
one  had  nausea,  another  urticaria, 
and  the  third,  a pruritic  rash.  The 
latter  reaction  was  a generalized 
maculopapular  eruption  of  uncer- 
tain etiology  that  occurred  on  the 
10th  (final)  day  of  treatment  but 
cleared  within  36  hours.  The  child 
with  urticaria  had  to  stop  treatment 
after  three  days. 

DISCUSSION 

Administration  of  cephradine 
oral  suspension  on  a b.i.d.  schedule 


was  as  effective  as  the  usual  q.i.d. 
regimen  for  the  treatment  of  bacte- 
rial infections  in  children.  The  inci- 
dence of  adverse  effects  was  com- 
parable to  that  reported  for  orally 
administered  cephradine  in  other 
pediatric  studies.6-8 

Since  it  has  been  shown  that  the 
number  of  patients  failing  to  take 
their  prescribed  doses  becomes 
greater  with  increased  frequency  of 
administration,9  a b.i.d.  dosage 
regimen  should  effectively  improve 
patient  compliance.  Noncompli- 
ance is  a particular  problem  among 
pediatric  patients  because  it  is  dif- 
ficult for  young  children  with 
working  mothers  and  siblings  in 
school  to  follow  the  prescribed 
regimen;  consequently  they  often 
receive  less  than  the  recommended 
daily  dosage.1" 

Because  of  the  concern  that  in- 
adequately treated  streptococcal 


TABLE  V 

Overall  Evaluation  of  Response 


Response 


Diagnosis 

Excellent 

Good 

Fair 

Poor 

Totals 

b.i.d. 

q.i.d. 

b.i.d. 

q.i.d. 

b.i.d. 

q.i.d. 

b.i.d. 

q.i.d. 

b.i.d. 

q.i.d. 

Respiratory 

Tract 

Infection 

47 

48 

6 

13 

1 

1 

2 

2 

56 

64 

Otitis  Media 

34 

30 

5 

4 

1 

0 

1 

2 

41 

36 

Skin  and  Soft 
Tissue  Infection 

10 

10 

8 

9 

0 

0 

1 

0 

19 

19 

Urinary  Tract 
Infection 

1 

4 

3 

0 

0 

0 

0 

0 

4 

4 

Totals 

92 

92 

22 

26 

2 

1 

4 

4 

120 

123 
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disease  may  have  disastrous  se- 
quelae, it  is  noteworthy  that  the  re- 
lapse rates  observed  after  cephra- 
dine  treatment  in  children  with 
hemolytic  streptococcal  pharyngitis 
were  similar  to  those  reported  for 
other  orally  administered  antibiot- 
ics."-14 

ACKNOWLEDGMENTS 

The  author  wishes  to  thank  the  following 
investigators  who  also  participated  in  this 
study;  Jan  Alban,  M.D.,  San  Francisco, 
California;  Alvin  H.  Eden,  M.D.,  Forest 
Hills,  New  York;  William  R.  Fackler,  M.D., 
Richardson,  Texas;  Raja  Mouallem.  M.D., 


New  Orleans,  Louisiana;  and  Samuel  E. 
McLinn,  M.D.,  Harrisburg,  Pennsylvania. 
Editorial  advice  and  technical  assistance 
were  provided  by  Dr.  Dionisio  Caloza  and 
Mr.  Richard  Semar. 


REFERENCES 

1.  Caloza  DL  Jr,  Bernfeld  GE:  Twice  daily  treatment  of 
pneumonia  with  cephradine.  J Maine  Med  Assoc 
68:152-155.  1977. 

2.  Lipton  JH  Cephradine:  A comparison  of  two  dosage 
regimens  for  the  treatment  of  urinary  tract  infections. 
Curr  Ther  Res  22(2): 253-257,  1977. 

3.  Caloza  DL.  Fields  LA,  Bernfeld  GE:  “Discontinuous" 
antibiotic  therapy  for  urinary  tract  infections.  Scand  J 
Infect  Dis  10:75-78,  1978. 

4.  Reyes-Javier  P Efficacy  of  cephradine  capsules  given 
twice  daily  as  therapy  for  skin  and  soft  tissue  infections. 
J Philippine  Family  Physician  13(  14):  13-16.  1975. 

5.  Bauer  AW.  Kirby  MM,  Sherris  JC.  et  al:  Antibiotic 
susceptibility  testing  by  a single  disk  method.  Am  J Clin 
Pathol  45  493-496.  1966. 


6 Thurman  WG:  Utilization  of  cephradine  for  suspension 
in  pediatric  infections  J Jr  Med  Assoc  [suppl]  66:31-33, 
1973. 

7.  Rosenberg  B.  Marcus  RL,  Paton  JH.  et  al:  Cephradine 
in  the  treatment  of  pediatric  infections.  J Int  Med  Res 
2:350-354,  1974. 

8.  Hubsher  JA,  Zaki  A.  Semar  RW,  et  al:  A multicenter 
clinical  trial  with  oral  cephradine.  In  Cephradine,  a new 
broad  spectrum  antibiotic:  Selected  Proceedings  from 
the  8th  International  Congress  of  Chemotherapy. 
Princeton,  Excerpta  Medica,  1974,  pp  23-29. 

9 Hussar  DA:  Patient  noncompliance.  J Am  Pharm  Assoc 
15:183-201,  1975. 

10.  Arnhold  RG,  Adebonojo  FO,  Callas  ER,  et  al  Patients 
and  Prescriptions.  Clin  Pediatr  9:648-65 1 , 1970. 

11.  Breeze  BB,  Disney  FA,  Talpey  WB:  Beta-hemolytic 
streptococcal  illness  — Comparison  of  lincomycin. 
ampicillin  and  potassium  penicillin  G in  treatment.  Am  J 
Dis  Child  112:21-27,  1966 

12.  Breeze  BB.  Disney  FA,  Talpey  W.  et  al:  Streptococcal 
infections  in  children.  Am  J Dis  Child  128:457-460,  1974. 

13.  Colcher  IS,  Bass  JW:  Penicillin  treatment  of  strep- 
tococcal pharnygitis  JAMA  222:657-659,  1972. 

14.  Stillerman  M,  Bernstein  SH,  Smith  M,  et  al:  Erythro- 
mycin propionate  and  potassium  penicillin  V in  the 
treatment  of  group  A streptococcal  pharyngitis.  Pediat- 
rics 31:22-28,  1963. 


It  is  the  heaviest  stone  that  melancholy  can  throw  at  a man,  to  tell  him  he  is  at  the  end  of  his  nature;  or 
that  there  is  no  further  state  to  come,  unto  which  this  seemes  progressionall.  and  otherwise  made  in 
vaine;  Without  this  accomplishment  the  natural!  expectation  and  desire  of  such  a state,  were  but  afallacy 
in  nature;  unsatisfied  Considerators  would  quarrell  the  justice  of  their  constitutions,  and  rest  content 
that  Adam  had  fallen  lower,  whereby  by  knowing  no  other  Originall,  and  deeper  ignorance  of  them- 
selves, they  might  have  enjoyed  the  happinesse  of  inferiour  Creatures;  who  in  tranquility  possesse  their 
Constitutions,  as  having  not  the  apprehension  to  deplore  their  own  natures.  And  being  framed  below  the 
circumference  of  these  hopes,  or  cognition  of  better  being,  the  wisedom  of  God  hath  necessitated  their 
Contentment:  But  the  superiour  ingredient  and  obscured  part  of  our  selves,  whereto  all  present  felicities 
afford  no  resting  contentment,  will  be  able  at  last  to  tell  us  we  are  more  than  our  present  selves;  and 
evacuate  such  hopes  in  the  fruition  of  theirown  accomplishments.  — SirThomas  Browne,  Urne-Buriall. 
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Natural  Death  in  Medical  Practice 


Allen  R.  Dyer,  M.D.,  and  William  B.  Bnnn,  M.D.,  J.I). 


ABSTRACT  Definitions  of  death 
persist  from  antiquity,  but  the  mod- 
ern era  has  been  forced  to  clarify  the 
time  and  cause  of  death  by  cardio- 
respiratory or  brain  death  criteria. 
Twenty-one  states  including  North 
Carolina  have  enacted  legislation 
recognizing  “brain  death”  and/or 
the  right  to  a “natural  death.”  The 
North  Carolina  statute  sanctions 
brain  death,  the  irreversible  cessa- 
tion of  total  brain  function,  and  the 
right  to  a natural  death,  meaning 
that  respirators  may  be  turned  off 
under  specified  circumstances  and 
that  the  death  which  follows  is 
“natural,”  not  “caused.”  The 
North  Carolina  statute  is  reviewed  in 
detail,  its  historical  background  ex- 
amined and  its  ethical  aspects  con- 
sidered. 

WE  can  all  recall  when  death  was 
not  a problematic  issue  in  med- 
ical practice.  It  now  is.  Death  has 
always  been  significant,  even  poig- 
nant, and  has  been  accepted  with  a 
certain  resignation,  with  little  ques- 
tion as  to  the  determination  of  the 
time  of  its  occurrence.  In  the  past  it 
would  have  been  unthinkable  to  talk 
of  “defining”  a “natural”  death.  At 
a certain  moment  a person’s  life  in- 
evitably ceased;  death  had  come. 
That  was  it. 

This  view  has  changed  within  the 
memory  of  the  youngest  physicians. 
Now  there  is  considerable  medical. 
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legal  and  social  controversy  as  to 
what  death  is  and  when  it  occurs. 
The  image  of  a “natural  death”  oc- 
cupies a place  in  contemporary 
culture  much  like  that  of  a Norman 
Rockwell  painting:  it  is  very  much 
with  us,  very  highly  valued,  and  has 
a touch  of  nostalgia,  harking  back  to 
a time  which  seemed  better  in  many 
ways  — simpler  at  least. 

The  reasons  for  this  rapid  change 
are  both  obvious  and  complex. 
Certainly  medical  technology  has 
advanced  prodigiously  in  recent 
years,  but  there  are  also  complex 
social  and  cultural  attitudes  which 
influence  our  outlook  on  death  and 
dying.  Many  conflicts  have  arisen 
about  when  a respirator  can  be 
turned  off,  when  an  organ  may  be 
transplanted,  what  is  the  exact  time 
of  death  for  such  testamentary  pur- 
poses as  inheritance.  Attempts  at 
legislative  resolution  are  under- 
standable. North  Carolina  and  20 
other  states  have  passed  statutes 
dealing  with  such  issues  as  “the 
right  to  die,”  “natural  death”  and 
“brain  death”  — issues  which  in 
effect  constitute  statutory  defini- 
tions of  death.  Because  of  their  im- 
pact on  medical  practice,  a review 
of  these  issues  is  in  order. 

HISTORICAL  BACKGROUND 

Definitions  of  death  are  not  new. 
The  age-old  definition  of  death  is 
lack  of  spontaneous  respiration. 
Both  the  Talmud  and  the  verses  of 
Genesis  refer  to  breath  as  the  ulti- 
mate gift  of  life.1  In  ancient  times,  a 
feather  held  before  the  nostrils  indi- 
cated whether  a person  was 
breathing,  and  Shakespeare  offered 


the  criterion  of  moist  breath  ob- 
scuring an  image  in  a mirror.  When 
in  the  17th  Century  the  function  of 
circulation  was  revealed,  cessation 
of  heartbeat  had  to  be  incorporated 
into  the  definition. 

The  circulatory/respiratory  defi- 
nition went  unchallenged  by  legal 
and  medical  precedence  through  the 
middle  of  the  20th  Century.  Black's 
Law  Dictionary  defines  death  as 
“the  cessation  of  life;  the  ceasing  to 
exist;  defined  by  physicians  as  a 
total  stoppage  of  the  circulation  of 
the  blood,  and  a cessation  of  the 
animal  and  vital  functions  con- 
sequent thereon,  such  as  respira- 
tion, pulsation,  etc.,”2  while  Steel- 
man's Medical  Dictionary  states, 
“In  higher  organisms  death  is  a ces- 
sation of  integrated  tissue  and  organ 
functions.”3 

Before  1960  there  was  little  litiga- 
tion concerning  the  point  of  death. 
In  a representative  case,  an  auto- 
mobile accident  resulted  in  the 
death  of  a husband  and  wife;  the 
wife  was  subsequently  artifically 
maintained  for  17  days.  It  was  ruled 
that  even  though  her  condition  was 
irreversible,  her  time  of  death  was 
at  the  moment  of  respiratory  and 
circulatory  discontinuation.4 

In  the  late  1950s  and  early  1960s 
the  widespread  availability  of  tech- 
nology capable  of  artificially  sus- 
taining circulation  and  respiration 
caused  renewed  questioning  of  tra- 
ditional medical  bases  for  estab- 
lishing time  of  death.  Pathologists, 
neurologists  and  anesthesiologists 
all  publicly  encouraged  the  recog- 
nition of  new  criteria  to  prevent 
needless  suffering  and  expense  by 
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allowing  earlier  discontinuation  of 
life  support.  Even  Pope  Pius  XII,  in 
response  to  a petition  by  anes- 
thesiologists, suggested  that  the  de- 
cision to  discontinue  artificial  sup- 
port lay  outside  the  consideration  of 
the  ethical  and  moral  principles  of 
the  church  and  should  be  decided  on 
medical  exigencies.5 

Further  research  in  electro- 
encephalographic  (EEG)  diagnosis 
and  in  irreversible  dysfunction  of 
unperfused  organs  supported  the 
concept  of  neurological  death,  and 
the  development  of  successful 
technology  for  cadaveric  renal  and 
cardiac  transplantation  in  the  mid- 
’60s  provided  an  impetus  for  legal 
change.  The  frequency  and  public- 
ity of  these  procedures  brought 
forth  pleas  for  more  careful  consid- 
eration of  the  definition  of  death. 
Physicians  sought  a reliable  method 
which  would  allow  early  transplan- 
tation for  increased  success  while 
legal  and  ethical  leaders  stressed 
that  donors  be  declared  dead  before 
transplantation  and  that  consent  be 
obtained  for  the  use  of  their  organs.6 

In  response  to  the  medical  need 
for  organs,  most  states  quickly 
passed  the  Uniform  Anatomical 
Gift  Act  which  allowed  organ  use 
with  the  patient’s  informed  consent, 
or  after  death  by  the  consent  of  the 
next  of  kin.  It  did  not  specify  proce- 
dures for  the  determination  of 
death,  however.  In  1968  the  Medi- 
cal World  Assembly  decided  that 


Figure  1 

Harvard  Definition  of  Brain  Death7 

Purpose:  (1)  Relief  of  patient,  kin  and  medical  re- 
sources from  the  burdens  of  indefinitely 
prolonged  coma 

(2)  Removal  of  controversy  in  obtaining 
organs  for  transplantation 

Criteria  (1)  Unreceptivity  and  irresponsibility  to 
externally  applied  stimuli  and  inner  need 

(2)  No  spontaneous  muscular  move- 
mentsor  spontaneous  respiration  for  one 
hour 

(3)  No  elicitable  reflexes— including 
fixed  and  dilated  pupils,  unresponsive  to 
light 

(4)  Flat  electroencephalogram  (EEG)  for 
24  hours 

' reseated  in  24  hours  and  two 
other  conditions  must  be  excluded: 

(1)  Hypothermia — temperature  below 
90*  F 

(2)  Central  nervous  system  depressants, 
such  as  barbiturates 


death  should  be  declared  by  two 
doctors  independent  of  the  trans- 
plant team  and  that  a declaration  of 
neurological  death  would  be  as  ac- 
ceptable as  one  based  on  traditional 
criteria.6 

It  was  recognized  that  these  gen- 
eral standards  needed  specification, 
especially  in  determining  accept- 
able neurological  criteria  for  death. 
In  the  United  States  the  first  report 
on  the  subject  was  published  in  Au- 
gust 1968  by  the  Ad  Hoc  Committee 
of  the  Harvard  Medical  School  to 
Examine  the  Definition  of  Brain 
Death7  (Figure  I).  The  report  noted 
that  the  first  three  criteria  should  be 
acceptable  when  electroencepha- 
lography was  not  available.  How- 
ever, other  clinical  signs  of  brain 
dysfunction,  e.g..  blood  pooling  in 
retinal  vessels,  should  be  used  as 
supporting  evidence. 

Thus  there  emerged  parallel 
methods  of  determining  death,  one 
focusing  on  neurological,  the  other 
on  circulatory  and  respiratory  con- 
siderations. Although  physiologi- 
cally related  — a person  is  dead 
only  if  circulation  and  respiration 
have  stopped  long  enough  for  the 
brain  to  he  dead  — these  two  de- 
terminations are  often  held  to  be 
either/or  alternatives.  Furthermore 
the  availability  of  artifical  respira- 
tors (“extraordinary  means’’)  to 
greatly  prolong  the  interval  between 
the  “natural”  stopping  of  the  heart 
and  the  death  of  brain  tissue  has  led 
to  a host  of  difficult  questions  — not 
only  “What  is  death?”  and  “When 
does  it  occur?”  but,  even  more 
troublesome,  “What  is  the  cause  of 
death?”  “Pulling  the  plug”  seems 
tantamount  to  causing  death  even 
though  we  know  that  it  is  not  the 
cause  of  death,  but  a recognition  of 
death. 

The  1970s  brought  increasing 
demands  for  uniform  standards.  It 
was  not  enough  that  hospitals  ac- 
cepted brain  death.  Physicians 
wanted  to  know  if  they  could  be 
held  liable.  Given  an  increasingly 
litigious  social  climate,  the  indict- 
ment for  murder  of  Dr.  Joseph 
Edelin  in  1974  for  performing  an 
abortion,  and  the  uncertainty  en- 
gendered by  the  Karen  Quinlan 
situation,  many  physicians  became 
cautious,  reverting  to  circulatory/ 


respiratory  standards  of  death,  even 
in  respirator  cases.  Many  observers 
felt  that  a uniform  definition  of 
death  would  relieve  the  physician  of 
the  burden  of  proving  innocence 
where  transplantation  of  organs  oc- 
curred in  questionable  surroundings 
and  would  sanction  use  of  “brain 
death"  criteria  in  less  complicated 
circumstances. 

The  first  state  to  consider  the 
problem  was  Kansas  in  1970,  which 
had  also  been  the  first  state  to  pass 
the  Uniform  Anatomical  Gift  Act  in 
1967.  This  bill  was  a reaction  to 
United  Trust  v.  Dyke  f in  which  a 
Kansas  court  accepted  a 16th  Cen- 
tury definition  of  death,  “a  cessa- 
tion of  all  vital  functions,”  which 
gave  no  legal  sanction  to  neurologi- 
cal determinations  of  death.  The 
Kansas  statute  defined  death  as 
either:  ( 1 ) the  cessation  of  respira- 
tion and  circulation,  or  (2)  brain 
death  with  the  declaration  of  death 
to  precede  removal  of  artificial  res- 
pirators?’ The  second  statute  was 
the  byproduct  of  another  judicial 
decision.  Tucker  v.  Lower  (Virginia, 
1972)"'  in  which  relatives  sued  for 
the  wrongful  death  of  a heart  and 
kidney  donor.  In  this  case  brain 
death  alone  was  used  when,  under 
the  common  law,  only  the  vital 
function  definition  was  recognized 
in  Virginia.  The  jury  dismissed  the 
complaint  apparently  accepting 
brain  death  without  codification. 
The  next  year  Virginia  passed  a 
statute  similar  to  the  one  in  Kansas. 
Eighteen  states  have  now  passed 
laws  defining  the  time  of  death. 

THE  NORTH  CAROLINA 
STATUTE 

Two  basic  issues  have  received 
statutory  codification:  ( I)  the  sanc- 
tion of  “brain  death”  and  (2)  the 
stipulation  that  death  following  the 
termination  of  artificial  respiration 
be  deemed  a “natural  death”  and 
not  a “caused”  death.  Eighteen 
states  have  statutory  definitions  of 
death  which  include  brain  death 
while  eight  states  recognize  the 
right  to  a natural  death.  The  brain 
death  statutes  conform  to  three 
general  patterns  (Figure  2)  while 
natural  death  provisions  follow  a 
“living  will”  format,  a declaration 
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Figure  2 

State  Statutes  on  Criteria  of  Death;  Natural  Death15 


Year 

Criteria  of 

Natural* 

Ratified 

State 

Death  Group 

Death  Provision 

1970 

Kansas 

1 

No 

1972 

Maryland 

1 

No 

1973 

New  Mexico 

1 

Yes 

Virginia 

1 

No 

1974 

Alaska 

1 

No 

California 

3 

Yes 

1975 

Georgia 

3 

No 

Illinois 

3 

No 

Michigan 

2 

No 

Oklahoma 

3 

No 

Oregon 

1 

Yes 

West  Virginia 

2 

No 

1976 

Iowa 

2 

No 

Louisiana 

2 

No 

Tennessee 

3 

No 

1977 

Idaho 

3 

Yes 

Montana 

3 

No 

North  Carolina 

1 

Yes 

All  18  statutes  explicitly  provide  for  declaring  the  person  dead  ifthebrain  isdead,  regardlessof  the  status  of  other  vital 
functions.  The  groups  differ  in  the  statement  of  criteria  of  death  as  follows: 

Group  1:  Alternative  criteria  of  death  (brain  death  or  circulatory/respiratory) 

Group  2:  Brain  death  definition  used  only  in  respirator  situations 

Group  3:  Based  on  American  Bar  Association  model,  which  states  "For  all  legal  purposes,  a human  body  with 
irreversible  cessation  of  total  brain  function,  according  to  usual  and  customary  standards  of  medical  practice,  shall  be 
considered  dead."' 

*AII  natural  death  provisions  ratified  in  1977.  Arkansas,  Nevada  and  Texas  also  have  natural  death  statutes. 


to  specify  the  person’s  intentions  in 
advance. 

North  Carolina  passed  a statute  in 
1977  which  dealt  with  both  “brain 
death”  and  the  right  to  “natural 
death”  but  failed  to  adequately  dis- 
tinguish between  the  two  concepts. 
Furthermore,  the  statute  specified 
circumstances  under  which  death 
following  the  discontinuance  of  ex- 
traordinary means  be  deemed  a 
“natural”  death,  not  a “caused” 
death,  provided  the  patient  had  ex- 
ecuted a “declaration  of  a desire  for 
a natural  death.”  The  statute  made 
no  provision  for  the  usual  situation 
in  which  a patient  had  not  thought  to 
execute  a declaration  in  advance. 
Therefore,  in  the  1979  session,  the 
North  Carolina  General  Assembly 
amended  the  1977  statute  to  clarify 
the  “Procedures  for  Natural  Death 
in  the  Absence  of  a Declaration” 
and  to  distinguish  “brain  death” 
from  “natural  death.”  The  1979 
North  Carolina  statute11  deals  with 
natural  death  and  brain  death  in 
separate  articles  (Figures  3 and  4). 
The  latter  section  clearly  acknowl- 
edges brain  death,  defined  as  ir- 
reversible cessation  of  total  brain 
function  (cortical  function,  which 


can  be  monitored  by  EEG,  and 
brainstem  function,  which  would 
support  spontaneous  respiration).  If 
all  brain  function  has  ceased,  the 
person  is  dead,  legally  recognized 
as  such,  and  the  natural  death  pro- 
vision does  not  apply. 

The  natural  death  provision  ap- 
plies to  persons  on  respirators,  who 
would  die  naturally  if  the  respirator 
were  turned  off.  These  patients 
must  be  (1)  comatose,  (2)  terminal 
and  (3)  incurable.  Whether  the  pa- 
tient meets  these  criteria  must  be 
“determined”  by  the  attending 
physician  and  “confirmed”  by  the 
majority  of  a committee  of  three 
physicians  (or  by  one  other  physi- 
cian if  the  patient  has  signed  a Dec- 
laration of  a Desire  for  a Natural 
Death).  If  these  conditions  are  met, 
the  respirator  may  be  turned  off  and 
the  death  which  follows  is  legally 
defined  as  a “natural  death.”  Under 
such  circumstances  the  discontinu- 
ance of  extraordinary  means  shall 
not  be  considered  the  cause  of  death 
for  any  civil  or  criminal  purpose;  the 
physician  cannot  be  held  liable  for 
the  cause  of  death. 

There  are  two  situations  (in  addi- 
tion to  brain  death)  under  which  a 


respirator  may  be  turned  off:  ( 1 ) if  a 
person  has  signed  and  executed  a 
Declaration  of  a Desire  for  a Natural 
Death  (usually  done  by  a lawyer  like 
an  ordinary  will)  and  (2)  if  a person 
has  not  executed  such  a declaration. 
In  the  latter  situation  extraordinary 
means  may  be  discontinued  only 


Figure  3 

North  Carolina  Natural  Death  Statute 
(N.C.  General  Statutes  90-320  through 
90-322,  summarized) 

PURPOSE: 

(1)  To  recognize  an  individual’s  right  to  a peaceful 
and  natural  death 

(2)  To  establish  a procedure  for  the  exercise  of  that 
right  and  to  state  the  extent  of  a physician's  obligation  to 
preserve  life  when  artificial  means  are  used  to  sustain 
respiration  and  circulation 

(3)  Not  to  be  construed  to  authorize  any  act  to  end  life 
other  than  permit  the  natural  process  of  dying 

RIGHT  TO  A NATURAL  DEATH: 

Extraordinary  means  of  prolonging  the  moment  of  death 
may  be  stopped  by  the  attending  physician  if 

(1)  A person  has  declared  a desire  that  his  life  not  be 
prolonged  by  extraordinary  means 

(2)  The  attending  physician  determines  that  the  pa- 
tient's condition  is 

(a)  terminal  and 

(b)  incurable  and 

(3)  The  patient's  condition  is  confirmed  by  physician 
other  than  the  attending  physician 

The  attending  physician  may  rely  on  a form  such  as  the 
following,  signed  by  the  patient,  and  witnessed  by  two 
people,  not  relatives  or  physicians,  and  who  do  not  have 
an  interest  in  the  patient's  estate,  when  the  form  is 
properly  executed. 

DECLARATION  OF  A DESIRE  FOR  A NATURAL  DEATH 

“I , being  of  sound  mind,  desire  my  life  not  be 

prolonged  by  extraordinary  means  if  my  condition  is 
determined  to  be  terminal  and  incurable.  I am  aware  and 
understand  that  this  writing  authorizes  a physician  to 
withhold  or  discontinue  extraordinary  means. 

" This  the  day  of , 

Signature 

The  law  also  provides  that 

(1)  The  execution  of  a declaration  shall  not  be  consid- 
ered suicide 

(2)  It  shall  not  be  a condition  for  receiving  insurance 

(3)  The  discontinuance  of  extraordinary  means  shall 
not  be  considered  the  cause  of  death  for  any  civil  or 
criminal  purpose. 

PROCEDURES  FOR  NATURAL  DEATH  IN  ABSENCE  OF 
A DECLARATION: 

In  the  event  that  a person  had  not  executed  a declaration 
of  a desire  for  a natural  death,  extraordinary  means  of 
sustaining  respiration  and  circulation  may  be  discon- 
tinued if 

(1)  a person  is  comatose  and  there  is  no  reasonable 
possibility  he  will  return  to  a cognitive  sapient  state 

(2)  the  person's  condition  is 

(a)  terminal 

(b)  incurable 

(c)  there  has  been  irreversible  cessation  of  brain 
function 

(3)  There  is  confirmation  of  the  patient's  condition  by 
a majority  of  a committee  of  three  physicians  other  than 
the  attending  physician 

(4)  A vital  function  is  being  sustained  by  extraordinary 
means 
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Figure  4 

North  Carolina  Brain  Death  Statute 
(N.C.  General  Statute  90-323. 
Complete  text) 

"90-323.  Death:  determination  by  physician. 
The  determination  thataperson  is  dead  shall  be 
made  by  a physician  licensed  to  practice  medi- 
cine applying  ordinary  and  accepted  standards 
of  medical  practice.  Brain  death,  defined  as  ir- 
reversible cessation  of  total  brain  function,  may 
be  used  as  the  sole  basis  for  the  determination 
that  a person  has  died,  particularly  when  brain 
death  occurs  in  the  presence  of  artificially 
maintained  respiratory  and  circulatory  func- 
tions. This  specific  recognition  of  brain  death  as 
a criterion  of  death  of  the  person  shall  not  pre- 
clude the  use  of  other  medically  recognized 
criteria  for  determining  whether  and  when  a 
person  has  died." 


under  the  attending  physician’s 
supervision  “at  the  request  (1)  of 
the  person's  spouse,  or  (2)  of  a 
guardian  of  the  person,  or  (3)  of  a 
majority  of  the  relatives  of  the  first 
degree,  in  that  order”  or  (4)  if  none 
of  the  above  is  available,  at  the  dis- 
cretion of  the  attending  physician. 

The  North  Carolina  natural  death 
statute  is  facilitati ve  not  mandatory. 
It  specifies  the  conditions  by  which 
a respirator  “may”  but  not  “must” 
be  turned  off.  In  the  event  that  a 
person  had  not  signed  a declaration 
and  a family  did  not  request  discon- 
tinuance of  extraordinary  means, 
there  is  no  provision  for  turning  off  a 
respirator.  One  must  assume  that 
these  situations  would  be  rare  and 
that  in  such  situations  the  physi- 
cian’s task  would  be  to  help  the 
family  understand  that  natural 
death  would  soon  follow  if  the  res- 
pirator were  stopped.  If  the  patient 
were  already  dead  by  brain  death 
criteria,  then,  of  course,  the  res- 
pirator could  be  stopped. 

In  brief,  these  points  about  the 
1979  North  Carolina  statute  should 
be  kept  in  mind: 

(1)  Brain  death,  meaning  the  ir- 
reversible cessation  of  total  brain 
function,  may  be  used  as  a basis  for 
determining  that  a person  has  died. 

(2)  The  statute’s  provision  on 
brain  death  does  not  preclude  the 
use  of  other  medically  recognized 
criteria  for  determining  that  a per- 
son has  died. 

(3)  If  all  brain  function  has 
ceased,  the  person  is  dead,  legally 
recognized  as  sue  and  the  natural 
death  provision  does  not  apply. 

(4)  Extraordinary  means  may  be 


discontinued  if  living  persons  are  (a) 
comatose  (b)  terminal  and  (c)  in- 
curable. These  determinations  are 
made  by  the  attending  physician 
and  confirmed  by  a majority  of  three 
physicians  other  than  the  attending 
physician  (one  other  physician  if  the 
patient  signed  a declaration). 

(5)  The  discontinuance  of  ex- 
traordinary means  shall  not  be  con- 
sidered the  cause  of  death  for  any 
civil  or  criminal  purpose. 

ETHICAL  CONSIDERATIONS 

The  emergence  of  natural  death 
legislation  brings  up  several  ethical 
issues.  Paralleling  technical  and 
legal  considerations  is  the  recurrent 
theme  that  something  is  wrong  with 
the  way  death  is  handled  in  contem- 
porary medicine  and  in  contempo- 
rary culture.  A highly  mechanized 
hospital  death  is  dehumanizing  and 
depersonalizing.  Each  standardiza- 
tion limits  the  idiosyncrasies  which 
characterize  each  individual.  We 
speak  of  wanting  death  with  dignity 
when  no  one  supposes  there  is  any 
dignity  to  death,  perhaps  the  ulti- 
mate indignity.  Rather,  one  would 
hope  that  the  time  of  death  could 
reflect  something  of  the  dignity  with 
which  life  has  been  lived.  One  of  the 
great  tragedies  of  the  defining  and 
redefining  of  death  is  the  very  at- 
tention it  gives  to  death,  thereby  di- 
verting attention  from  life  and  liv- 
ing. 

Our  changing  conceptions  of  life 
are  at  least  as  great  a problem  as  the 
redefining  of  death.  In  each  of  the 
steps  so  far  considered,  life  has 
been  further  reduced  to  concepts  of 
mechanics  and  cellular  metabolism. 
Although  we  do  not  forget  the  life  of 
the  whole  person,  we  are  too  easily 
confused  by  the  difference  between 
“the  death  of  the  organism  as  a 
whole  and  the  death  of  the  whole  of 
the  organism.”12  The  very  sophisti- 
cation of  medicine  engenders  a 
great  hopefulness  which  makes  it 
difficult  to  appreciate  the  natural  in- 
evitability of  death.  Recognizing  the 
inevitability  of  death  as  an  abstrac- 
tion is  not  the  same  thing  as  facing 
death  gracefully.  Sick  people  often 
are  taken  to  the  hospital  in  the  vain 
hope  that  just  this  once  medical  sci- 
ence will  provide  an  exception. 


perhaps  a “miracle  cure,”  or  an  in- 
definite extension  of  existence. 

The  human  body  is  more  than  a 
machine  — even  though  it  is  possi- 
ble to  consider  it  as  one.  Machines, 
unlike  human  beings,  are  in  princi- 
ple immortal.  They  can  be  replaced 
part  by  part  and  thus  never  die.  We 
treat  our  automobiles  this  way  and 
achieve  remarkable  longevity.  It  is 
like  the  lumberjack  who  bragged  to 
the  gullible  tourist  that  he  was  using 
the  ax  that  had  been  used  by  Abra- 
ham Lincoln.  The  blade  had  been 
replaced  three  times  and  the  handle 
had  been  replaced  five  times,  he  ac- 
knowledged, but  it  was  the  ax  used 
by  Lincoln.  Transplantation  tech- 
nology brings  us  dangerously  close 
to  this  mechanical  view  of  life.  Ap- 
preciation of  its  benefits  must  be 
balanced  by  respect  for  inherent 
limitations. 

The  ideal  of  medical  care  is  more 
than  the  maintenance  of  a machine. 
The  desire  for  conceptual  clarity  no 
doubt  provides  much  of  the  impetus 
for  natural  death  legislation.  Tra- 
ditionally, however,  the  doctor- 
patient  relationship  has  been  spo- 
ken of  as  a fiduciary  relationship,  a 
relationship  based  on  trust.  This 
kind  of  relationship  mandates  con- 
sideration of  personal  as  well  as 
technical  considerations  in  patient 
care.  It  means  “the  care  of  health  of 
human  beings  by  human  beings,”13 
and  the  nature  of  the  doctor-patient 
relationship  has  traditionally  been 
an  important  ingredient  of  that  care. 

Another  factor  eroding  the  fidu- 
ciary relationship  is  the  increasing 
resort  to  the  adversary  tradition  for 
clarifying  ethical  dilemmas.  Ethical 
issues  become  legal  issues,  which 
become  constitutional  issues.  While 
this  often  provides  the  conceptual 
clarity  desired,  it  may  have  the 
paradoxical  effect  of  bypassing  per- 
sonal and  ethical  considerations, 
and  removing  patients,  families  and 
physicians  from  a decision-making 
partnership.  Although  this  process 
need  not  require  the  physician  to 
become  an  adversary  of  his  or  her 
patient,  it  may,  and  physicians  are 
becoming  increasingly  defensive, 
tending  to  think  in  terms  of  how  a 
particular  decision  might  be  jus- 
tified in  court  rather  than  what 
might  be  in  the  best  interest  of  the 
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patient.  A decade  ago  Karen  Ann 
Quinlan's  doctors  might  have  felt 
much  freer  to  work  out  a decision  in 
cooperation  with  her  father.  In  the 
post-Edelin  era  few  physicians  are 
willing  to  risk  becoming  test  cases  in 
order  to  clarify  controversial  policy 
— even  for  the  sake  of  their  pa- 
tients. 

CONCLUSIONS 

It  is  both  necessary  and  appro- 
priate to  expect  legal  clarification  in 
this  controversial  area.  Where  gen- 
uine conflicts  of  interest  arise,  such 
as  transplantation,  and  where 
guidelines  are  inadequate  to  provide 
for  the  distribution  of  property,  es- 
tates, etc.,  there  is  no  question  as  to 
the  legitimacy  of  the  interest  of  the 
state.  Furthermore,  when  physi- 
cians become  reluctant  to  act  in  the 
best  interests  of  their  patients,  such 
as  turning  off  a respirator,  for  fear  of 
legal  reprisal,  it  is  certainly  appro- 
priate for  legislatures  to  offer  guide- 
lines as  to  what  is  permissible  and 
within  the  limits  of  civil  and  criminal 
responsibility.  The  natural  death 
and  brain  death  laws  have  been  ap- 
propriate in  these  regards.  Where 
the  statutes  have  failed  is  in  limiting 
their  focus,  both  semantically  and 


procedurally,  thereby  complicating 
the  very  situations  they  were  in- 
tended to  simplify.  The  task  of  an- 
ticipating and  specifying  every  pos- 
sible contingency  is  an  endless  and 
impossible  one,  likely  to  lead  to 
much  litigation  and  more  confusion. 
Because  of  the  legal  complexities  in 
executing  a “Living  Will''  or  Decla- 
ration of  a Desire  for  a Natural 
Death,  “natural  death”  might  actu- 
ally become  more  difficult  — cer- 
tainly not  the  aim  of  the  legisla- 
tion.14 The  1977  North  Carolina 
Statute  is  laden  with  these  pro- 
cedural and  theoretical  difficulties 
although  the  1979  revisions  have 
clarified  the  procedures  for  natural 
death  in  the  absence  of  a declara- 
tion. 

Definitions  of  death  are  neces- 
sary for  the  protection  of  physicians 
and  patients  alike,  but  they  do  not 
ensure  a humane  approach  toward 
death  and  the  dying.  Legislation  can 
only  safeguard  the  conditions  which 
would  make  this  human  approach 
possible.  Insofar  as  a statute  helps  a 
physician  respond  more  directly  to 
the  patient,  it  has  served  its  goals 
well.  If,  however,  a statute  becomes 
one  more  factor  separating  physi- 
cian from  patient,  it  has  failed  to 


serve  the  public  interest.  We  hope 
that  the  North  Carolina  statute, 
when  properly  employed,  will  make 
it  easier  to  turn  off  a respirator 
rather  than  further  dehumanize  the 
medical  care  of  the  dying  person. 
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An  opinion  there  is,  which  magnifies  the  fourth  Finger  of  the  left  Hand;  presuming  therein  a cordial 
relation,  that  a particular  vessel,  nerve,  vein  or  artery  is  conferred  thereto  from  the  heart,  and  therefore 
that  especially  hath  the  honour  to  bear  our  Rings.  Which  was  not  only  the  Christian  practice  in  Nuptial 
contracts,  but  observed  by  Heathens,  as  Alexander  ab  Alexandra,  Gellius,  Macrobius  and  Pierius  have 
delivered,  as  Levinus  Lemnius  hath  confirmed,  who  affirms  this  peculiar  vessel  to  be  an  artery,  and  not  a 
Nerve,  as  Antiquity  hath  conceived  it;  adding  moreover  that  Rings  hereon  peculiarly  affect  the  Heart; 
that  in  Lipothymies  or  swoundings  he  used  the  frication  of  this  Finger  with  saffron  and  gold:  that  the 
ancient  Physitians  mixed  up  their  Medicines  herewith;  that  this  is  seldom  or  last  of  all  affected  with  the 
Gout,  and  when  that  becometh  nodous.  Men  continue  not  long  after.  Notwithstanding  all  which  we 
remain  unsatisfied,  not  can  we  think  the  reasons  alleadged  sufficiently  establish  the  preheminency  of  this 
Finger.  — Sir  Thomas  Browne,  Pseudodoxia  Epidemica. 
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LEAP  OF  FAITH 

In  theological  circles,  famously  among  existential- 
ists, the  phrase,  leap  of  faith,  has  considerable  stand- 
ing. Reduced  to  non-eschatologic  terms  it  seems  to 
refer  to  sudden  belief  that  comes,  often  without 
warning,  unsupported  by  the  evidence  of  the  senses. 
Since  medicine  is  supposed  to  rely  on  the  data  of  the 
senses,  proved  over  and  over  again,  validated  beyond 
doubt,  it  may  come  as  a shock  to  realize  that  physi- 
cians take  that  leap  of  faith  all  too  often  when  con- 
fronted by  data  from  the  laboratory  or  from  the  x-ray 
department.  It  may  be  that  doctors  like  religious  fun- 
damentalists are  open  to  propositional  revelation,  a 
theological  phenomenon  which  assures  us  that  we 
certainly  know  what  we  know. 

Obviously,  this  medical  acceptance  of  propositional 
revelation  has  been  studied  and  confirmed.  Applying 
scientific  methods,  Casscells  et  al1  have  confirmed 
that  doctors  don't  always  apply  these  methods  to  the 
analysis  of  clinical  laboratory  data.  Medical  students, 
house  officers  and  attending  physicians  encountered 
peripatectically  in  the  halls  of  four  of  Harvard’s 
teaching  hospitals  were  asked  to  evaluate  lab  data  in 
terms  of  reliability  as  diagnostic  items.  By  appropriate 
mathematical  manipulations,  accepted  by  this  writer 
on  the  basis  of  both  analysis  and  faith,  it  was  demon- 
strated that  the  correct  answer  was  given  by  only  1 1 of 
60  subjects  questioned  and  that  fourth  year  medical 
students  did  as  well  as  their  degreed  colleagues.  If 
such  responses  are  characteristic,  this  is  a point  for  the 
simultaneous  arrival  of  clinical  judgment,  cost 
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Tardive  dyskinesia  may  appear  in  some  patients  on  long-term  therapy  or  m 
occur  after  drug  therapy  with  phenothiazines  and  related  agents  has  be 
discontinued.  The  risk  appears  to  be  greater  in  elderly  patients  on  high-do: 
therapy,  especially  females.  Symptoms  are  persistent  and  in  some  patients  appe 
to  be  irreversible.  The  syndrome  is  characterized  by  rhythmical  involunta 
movements  of  the  tongue,  face,  mouth,  or  jaw.  Involuntary  movements  of  tl 
extremities  sometimes  occur.  There  is  no  known  treatment  for  tardive  dyskinesi 
antiparkinsonism  agents  usually  do  not  alleviate  the  symptoms.  It  is  advised  that 
antipsychotic  agents  be  discontinued  if  the  above  symptoms  appear.  If  treatment 
reinstituted,  or  dosage  of  the  particular  drug  increased,  or  another  drug  subs 
tuted,  the  syndrome  may  be  masked.  Fine  vermicular  movements  of  the  tongi 
may  be  an  early  sign  of  the  syndrome.  The  full-blown  syndrome  may  not  develc 
if  medication  is  stopped  when  lingual  vermiculation  appears 

Other  side  effects  are  skin  disorders  (photosensitivity,  itching,  erythem 
urticaria,  eczema,  up  to  exfoliative  dermatitis);  other  allergic  reactions  (asthm 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid  reactions),  peripher 
edema;  reversed  epinephrine  effect;  hyperglycemia;  endocrine  disturbana 
(lactation,  galactorrhea,  gynecomastia,  disturbances  of  menstrual  cycle);  altere 
cerebrospinal  fluid  proteins;  paradoxical  excitement;  hypertension,  hypotensio 
tachycardia,  and  ECG  abnormalities  (quimdine-like  effect);  reactivation  of  ps 
chotic  processes;  catatonic-like  states;  autonomic  reactions,  such  as  dry  mou' 
or  salivation,  headache,  anorexia,  nausea,  vomiting,  constipation,  obstipatioi 
urinary  frequency  or  incontinence,  blurred  vision,  nasal  congestion,  and  achanc 
in  pulse  rate;  other  adverse  reactions  reported  with  various  phenothiazir 
compounds,  but  not  with  perphenazine,  include  grand  mal  convulsions,  cerebr 
edema,  polyphagia,  pigmentary  retinopathy,  photophobia,  skin  pigmentation,  an 
failure  of  ejaculation 

The  phenothiazine  compounds  have  produced  blood  dyscrasias  (pancytc 
penia,  thrombocytopenic  purpura,  leukopenia,  agranulocytosis,  eosinophilia 
and  liver  damage  (jaundice,  biliary  stasis). 

Pigmentation  of  the  cornea  and  lens  has  been  reported  to  occur  after  long-terr 
administration  of  some  phenothiazines.  Although  it  has  not  been  reported  i 
patients  receiving  TRIAVIL,  the  possibility  that  it  might  occur  should  beconsiderec 

Hypnotic  effects,  lassitude,  muscle  weakness,  and  mild  insomnia  have  als 
been  reported 

Amitriptyline:  Note:  Listing  includes  a few  reactions  not  reported  for  this  drug,  bi 
which  have  occurred  with  other  pharmacologically  similar  tricyclic  antidepressar 
drugs  and  must  be  considered  when  amitriptyline  is  administered.  Cardiovasa 
tar  Hypotension;  hypertension;  tachycardia;  palpitation;  myocardial  infarctior 
arrhythmias;  heart  block;  stroke.  CNS  and  Neuromuscular  Confusional  state: 
disturbed  concentration;  disorientation;  delusions;  hallucinations;  excitemen 
anxiety;  restlessness;  insomnia;  nightmares;  numbness,  tingling,  and  paresthesia 
of  the  extremities;  peripheral  neuropathy;  incoordination;  ataxia;  tremors;  se 
zures;  alteration  in  EEG  patterns;  extrapyramidal  symptoms;  tinnitus;  syndrome  c 
inappropriate  ADH  (antidiuretic  hormone)  secretion.  Anticholinergic  Dry  mouth" 
blurred  vision;  disturbance  of  accommodation;  increased  intraocular  pressure1 
constipation;  paralytic  ileus;  urinary  retention,  dilatation  of  urinary  tract.  Allergic 
Skin  rash;  urticaria;  photosensitization;  edema  of  face  and  tongue.  Hematologic 1 
Bone  marrow  depression  including  agranulocytosis;  leukopenia,  eosinophilia 
purpura;  thrombocytopenia.  Gastrointestinal  Nausea,  epigastric  distress,  vomit 
ing;  anorexia;  stomatitis;  peculiar  taste;  diarrhea;  parotid  swelling;  black  tongue1 
Rarely  hepatitis  (including  altered  liver  function  and  jaundice).  Endocrine . Testic 
ular  swelling  and  gynecomastia  in  the  male;  breast  enlargement  and  galactorrhe; 
in  the  female;  increased  or  decreased  libido;  elevated  or  lowered  blood  suga 
levels  Other:  Dizziness,  weakness;  fatigue;  headache;  weight  gain  or  loss! 
increased  perspiration;  urinary  frequency;  mydriasis;  drowsiness;  alopecia.  With 
drawal  Symptoms  Abrupt  cessation  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise.  These  are  not  indicative  of  addiction. 
OVERDOSAGE:  All  patients  suspected  of  having  taken  an  overdosage  should  be 
admitted  to  a hospital  as  soon  as  possible  Treatment  is  symptomatic  anc 
supportive  However,  the  intravenous  administration  of  1-3  mg  of  physostigmine 
salicylate  is  reported  to  reverse  the  symptoms  of  tricyclic  antidepressant  poison- 
ing, Because  physostigmine  is  rapidly  metabolized,  the  dosage  of  physostigminei 
should  be  repeated  as  required  particularly  if  life-threatening  signs  such  as 
arrhythmias,  convulsions,  and  deep  coma  recur  or  persist  after  the  initial  dosage  ol 
physostigmine  On  this  basis,  in  severe  overdosage  with  perphenazine-amitrip- 
tyline combinations,  symptomatic  treatment  of  central  anticholinergic  effects  with 
physostigmine  salicylate  should  be  considered  J9TR33  (DC6613215) 

For  more  detailed  information,  consult  your  MSD  Representative 

or  see  full  Prescribing  Information  Merck  Sharp  & Dohme,  Division  SHARFi 

of  Merck  & Co..  Inc.,  West  Point,  Pa  19486.  DOHME 


analysis  and  patient  benefit.  It  also  points  to  the  fal- 
lacy of  ordering  tests  because  they  are  available  and  of 
requiring  “screening"  studies  usually  of  little  value  in 
identifying  a symptomless  disease.  It  has  been  said- 
that  the  physician  deserves  the  results  of  the  lab  work 
he  orders,  particularly  when  he  hasn’t  anticipated  the 
results.  But  what  about  gratuitous  data  by  courtesy  of 
hospital  regulations  and  paid  for  without  question  by 
third  parties? 

The  Boston  group  was  concerned  about  false- 
positive and  false-negative  studies  but  did  not  use  a 
specific  test  as  illustration.  So  it  seems  reasonable  to 
pursue  the  topic  of  deification  of  lab  data  by  studying 
the  serum  alkaline  phosphatase.  Now  enzymatic  ac- 
tivity is  usually  determined  by  the  release  by  action  of 
the  enzyme  on  a substrate  of  an  easily  measurable  end 
product.  Time,  temperature,  concentration  are  of  im- 
portance in  interpretation  of  the  result  as  is  the  nature 
of  the  substrate  and  the  question  of  whether  kinetics 
are  linear  or  non-linear.  Serum  alkaline  phosphatase 
activity  measured  in  units  is  one  of  these  tests  pro- 


vided so  profitably  by  the  laboratory  but  the  lab 
doesn’t  usually  tell  the  consumer,  here  the  physician, 
what  the  test  means.  In  short,  no  package  insert  is 
provided.  Not  only  that,  but  the  makers  of  the  auto- 
mated devices  carrying  out  the  profitable  procedures 
offer  normal  values  from  the  central  office  without 
checking  for  variations  in  geography,  season  and 
other  mysterious  influences.  They  even  indicate  their 
range  of  normal  on  the  printout  accounting  for  that 
certification  of  the  normal:  “SM  A gray."  The  printout 
also  does  not  inform  us  that  alkaline  phosphatase  ac- 
tivity is  higher  in  growing  children  than  adults  (and 
some  adult  physicians  have  forgotten  this)  nor  that  the 
normal  range  given  is  for  subjects  in  the  postabsorp- 
tive  state.  Since  many  hospitals  have  decreed  that 
blood  should  be  drawn  for  obligatory  SMACs  on  ad- 
mission and  since  many  patients  enter  shortly  after 
lunch  or  dinner,  many  an  elevated  serum  alkaline 
phosphatase  has  been  detected  and  many  an  ingenu- 
ous house  officer  has  sought  consultation  for  explana- 
tion not  deducible  from  history  or  physical  examina- 


TREATMENTAND  LEARNING  CENTER  FOR  ALCOHOL  RELATED  PROBLEMS 


Our  purpose  is  to  provide 
effective  therapy  in  a wholesome 
atmosphere  for  the  man  or 
woman  with  a drinking  problem. 


Individual  counseling  and  group 
therapy  are  provided  for  the 
family  as  well  as  the  guests. 


FELLOWSHIP  HALL 

A private  non-profit  JCAH  accredited  psychiatric  hospital 


A nature  trail  for  hiking  and  meditation 
winds  through  nearly  a mile  of  beautifully 
wooded  area. 


A medical  doctor  and  registered  nurses  provide  24- 
hour  medical  care  in  a fully  equipped  infirmary. 

FELLOWSHIP  HALL  Im. 

P O.  Box  6929  • Greensboro,  N.  C.  27405  • 919-621-3381 
Located  off  U S.  Hwy.  No.  29  at  Hicone  Road  Exit,  6V2  miles 
north  of  downtown  Greensboro,  N.C.  Convenient  to  1-85,  1-40 
U.S.  421,  U.S.  220,  and  the  Greensboro  Regional  Airport 


Attractive,  comfortable  accommodations 
are  provided  for  both  male  and  female 
guests. 


Fellowship  Hall  will  arrange  connections  with  commercial  transportation. 
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Vermox:  the  only  anthelmintic 
highly  effective 
against  whipworm. 


Cure  Rate 

Egg  Reduction 

VERMOX® 

68%  * 

93%** 

Mintezol1 

35%  t 

45%  tt 

Antiminth2 

Not  Indicated 

Povan3 

Not  Indicated 

Also  highly  effective  against 
roundworm  and  hookworm 

Since  whipworm,  roundworm  and  hookworm  are  all  soil-borne 
helminths,  mixed  infections  are  not  uncommon.  Only  one  anthelmintic 
exhibits  high  efficacy  rates  for  all  three  nematodes:  whipworm-68%; 
roundworm— 98%;  hookworm— 96%.  That  agent  is  VERMOX® 

Please  see  following  page  for  Summary  of  Prescribing  Information. 


Ai. 


Broad-spectrum  coverage 
mixed  helminthic  infections 


rmox 


TABLETS 


E-l  JANSSEN  PHARMACEUTICA  INC. 
El  New  Brunswick,  N.J.  08903 

Committed  to  research. . . 
because  so  much  remains  to  be  done. 

© Janssen  Pharmaceutics  Inc.  1 980  JPI-023 


Broad-spectrum 
coverage  in  mixed 
helminthic  infections 

Vermox 

(mebendazole) 

Contraindications  VERMOX  is  contraindicated  in 
pregnant  women  (see:  Pregnancy  Precautions)  and 
in  persons  who  have  shown  hypersensitivity  to 
the  drug. 

Precautions  PREGNANCY:  VERMOX  has  shown 
embryotoxic  and  teratogenic  activity  in  pregnant  rats 
at  single  oral  doses  as  low  as  1 0 mg/kg.  Since 
VERMOX  may  have  a risk  of  producing  fetal  damage 
if  administered  during  pregnancy,  it  is 
contraindicated  in  pregnant  women. 

PEDIATRIC  USE  : The  drug  has  not  been  extensively 
studied  in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  two  years  the  relative 
benefit/ risk  should  be  considered. 

Adverse  Reactions  Transient  symptoms  of 
abdominal  pain  and  diarrhea  have  occurred  in  cases 
of  massive  infection  and  expulsion  of  worms. 

Dosage  and  Administration  The  same  dosage 
schedule  applies  to  children  and  adults.  The  tablet 
may  be  chewed,  swallowed  or  crushed  and  mixed 
with  food.  For  the  control  of  pinworm  (enterobiasis), 
a single  tablet  is  administered  orally,  one  time. 

For  the  control  of  roundworm  (ascariasis),  whipworm 
(trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and 
evening,  on  three  consecutive  days. 

If  the  patient  is  not  cured  three  weeks  after 
treatment,  a second  course  of  treatment  is  advised. 
No  special  procedures,  such  as  fasting  or  purging, 
are  required. 

* Mean  cure  rate  of  VERMOX®  in  treating  whipworm; 
cure  rate  range  of  61  -75%.  Data  on  file  at  Janssen 
Pharmaceutica  Inc. 

* * Mean  egg  reduction  of  VERMOX®  in  treating 
whipworm;  egg  reduction  range  of  70-99%.  Data  on 
file  at  Janssen  Pharmaceutica  Inc. 

+ R0II0,  I.M.:  Drugs  used  in  the  chemotherapy  of 
helminthiasis,  in  Goodman,  L.S.;  and  Gilman,  A. 
(eds.):  The  Pharmacological  Basis  of  Therapeutics , 
ed.  5.  New  York,  Macmillan,  1975,  p.  1034. 

tT  Miller,  M.J.;  Krupp,  I.M.;  Little,  M.D.;  Santos,  C.: 
Mebendazole  an  effective  anthelmintic  for 
trichuriasis  and  enterobiasis.  JAMA  230  (10):  1412- 
1414,  Dec.  9,  1974. 

1 . Registered  trademark  of  Merck  Sharp  and  Dohme. 

2.  Registered  trademark  of  Roerig. 

3.  Registered  trademark  of  Parke-Davis. 
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Committed  to  research. . . 
because  so  much  remains  to  be  done. 


tion.  A similarly  naive  consultant  might  then  request 
liver  scan,  bone  scan,  24  hour  urine  calcium  determi- 
nation, PTH  immunoassay  and  so  on.  Finally,  a fast- 
ing serum  alkaline  phosphatase  is  done  which  is 
“SMA  gray.” 

All  this  because  the  nature  of  alkaline  phosphatase 
activity  is  insufficiently  appreciated.  The  isoenzymes 
which  account  for  total  activity  come  from  different 
sources  — liver,  bone,  intestine,  placenta,  breast  — 
and  are  usually  unbound.  However,  they  may  even  be 
bound  to  immunoglobulins3  so  that  our  automated 
devices  really  tell  us  little  about  them.  We  as  physi- 
cians have  been  tempted  to  take  the  leap  of  faith  and 
have  done  so  all  too  often  when  we  should  really  have 
been  of  little  faith. 

J.H.F. 
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THERE  IS  A LIST  FOR  EVERYONE 

“I've  got  a little  list.  I’ve  got  a little  list 
. . . and  they'll  none  of 'em  he  missed’’ 

The  Mikado — Gilbert  and  Sullivan 

The  mail,  in  its  own  mysterious  way,  brings  so  many 
good  things  to  editors  that  new  wastebaskets  seek 
permanent  standing  in  annual  budgets.  One  of  last 
year’s  unexpected  and  unrecruited  rewards  was  a list 
of  lists  which  can  be  bought  from  “America’s  leading 
list  compilers.”  Selections  are  geographic,  financial, 
professional,  everything  but  random.  The  names  of 
1,100  aluminum  foundries  are  available  at  $40  the 
thousand.  Landscape  architects  go  at  $40/M,  other 
architects  by  name  are  worth  $25/M  except  the  elite, 
196  naval  and  marine  architects  whose  names  can  be 
yours  for  only  $30.  It  costs  $50/M  to  learn  where  1,170 
bathroom  remodelers  are  and  only  $40/M  for  White 
House  correspondents,  drug  industry  executives  and 
fire  sprinkler  installers.  Women  are  listed  separately 
under  such  categories  as  doctors,  financially  indepen- 
dent, garden  club  members,  heads  of  households 
(7,000,000  @ $25/M),  opportunity  seekers  and 
wrecking  contractors. 

In  the  medical  data  bank  lists  of  Catholic  and  Jewish 
but  not  Protestant  physicians  are  available  at  $40/M. 
Costs  for  lists  of  specialists  including  ophthalmolo- 
gists are  available  too  at  varying  rates.  The  company's 
lists  of  specialists  cost  less  than  those  selected  from 
the  membership  of  the  AMA,  the  former  going  at  $75 
the  minimum  order  and  the  latter  $150.  There  must  be 
some  moral  here  or  at  least  some  differences  statisti- 
cally significant  enough  to  help  us  figure  who  is  more 
valuable  than  whom  but  the  person  who  draws  such 
conclusions  in  this  office  is  out  emptying  the 
wastebaskets. 

J.H.F. 
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Correspondence 


To  the  Editor: 

Several  well-known  allergists  have  signed  the  fol- 
lowing petition.  We  would  welcome  other  signatures 
from  any  one  interested  in  supporting  this  petition  to 
the  Food  and  Drug  Administration. 


RE:  CITIZEN  PETITION 

The  undersigned  submits  this  petition  to  request  the 
Commission  of  Food  and  Drugs  to  refrain  from  placing 
insect  whole-body  extracts  for  treatment  of  allergic 
reactions  to  insect  stings  in  Category  II  at  this  time. 

A.  Action  requested. 

That  insect  whole-body  extracts  not  be  placed 
in  Category  II  at  this  time,  but  consideration  of 
such  action  should  await  results  of  a thorough 
clinical  study  of  the  efficacy  of  whole-body  ex- 
tracts. 

B.  Statement  of  Grounds. 

1.  It  is  our  clinical  experience  that  whole- 
body  extracts  have  provided  protection  for  95% 
of  our  insect-allergic  patients. 


2.  Venom  extract  immunotherapy  is  poten- 
tially hazardous  for  severely  insect-allergic 
patients. 

3.  Venom  extract  immunotherapy  is  expen- 
sive and  may  discourage  some  patients  at  risk 
from  seeking  such  protection. 

4.  Supporters  of  venom  extract  immunother- 
apy believe  whole-body  extracts  are  ineffective. 
It  is  claimed  that  only  venom  extract  im- 
munotherapy raises  blocking  IgG  antibody 
levels  and  decreases  IgE  antibody  levels,  but  the 
role  of  IgG  as  a blocking  mechanism  has  not  yet 
been  established,  nor  has  any  specific  IgG  pro- 
tective level  been  demonstrated. 

It  is  claimed  that  venom  extract  immunotherapy  is 
95%  effective.  Those  of  us  who  have  employed 
whole-body  extracts  for  many  years  can  claim  the 
same  95%  protection  rate  for  our  patients. 

C.  Environmental  impact  involved. 

Claude  A.  Frazier,  M.D. 

Doctors  Park,  Bldg.  4 

Asheville,  N.C.  28801 
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NEW  MEMBERS 

of  the  State  Society 


Aiken,  Janet  Cydrynski.  MD,  < I M ) 469  Hospital  Dr.,  Gastonia 
28052 

Atkinston,  Alvan  Williams,  MD,  (GS)  1300  St.  Mary’s  St.,  Raleigh 
27605 

Black.  John  Alexander  (STUDENT)  Longdale  Avenue,  Winston- 
Salem  27103 

Boice,  John  Allison,  II,  MD  (RHU)  17  Bedford  Forest  Rd.,  Wil- 
mington 28401 

Bondurant,  Stuart,  MD,  (IM)  UNC  214  MacNider  Bldg.,  Chapel 
Hill  27514 

Braden,  Gregory  Alan  (STUDENT)  248  S.  Sunset  Dr.,  Winston- 
Salem  27103 

Brooks,  Martin  Luther,  MD,  (GP)  71 1 Highway  E.  Box  37,  Pem- 
broke 28372 

Burnett,  Gordon  Bernard,  MD,  (P)  UNC  R-236  Medical  School 
Wing  C,  Chapel  Hill  27514 

Cabugwason,  Lucila  Noval,  MD,  (GP)  P.O.  Box  726,  Norwood 
28128 

Colina,  Ernesto  S.  MD  (GP)  P.O.  Box  226,  Cleveland  27015 

Cowherd,  David  McLellan  (STUDENT)  13  Nottingham  Road, 
Salisbury  28144 

Craddock,  Larry  Wayne.  MD,  (OBG)  2711  Randolph  Rd.  #301, 
Charlotte  28207 

Delta,  Basil  George,  MD,  (PH)  249  Billingsley  Road,  Charlotte 
2821 1 

Fabrey,  Robert  Hewitt.  MD,  (RESIDENT)  Box  1418,  Weaverville 
28787 

Forrest,  Terry  Lee  (STUDENT)  325  W.  Oakdale  St.,  Mt.  Airy 
27030 

Foster,  William  Leicester,  Jr.  (DR)  Duke  Med.  Ctr.,  Dept.  Radiol- 
ogy, Durham  27710 

Gaither,  Daniel  Webster,  MD,  (ORS)  1012  Kings  Dr.  Ste.  608, 
Charlotte  28283 

Glen,  Dulaney,  MD,  (IM)  250Charlois  Blvd.,  Winston-Salem  27103 

Golembe,  Barry  Louis,  MD,  (PD)  1350  S.  Kings  Dr.,  Charlotte 
28207 

Goslen,  Junius  Blake,  111,  MD,  (D)  702  Broad  Street,  Wilson  27893 

Goutos,  Ioannis  John  Demetrius,  MD,  ( 1 M ) 27 1 1 Randolph  Rd.  Ste. 
507,  Charlotte  28207 

Hall,  Robert  Bryant,  MD,  (GP)  P.O.  Box  245,  Bunn  27508 

Harrison,  David  Glenn,  MD,  (IM)  1350  S.  Kings  Dr.,  Charlotte 
28283 

Hendrick,  William  Robert,  MD,  (AN)  1300  St.  Mary’s  St.,  Raleigh 
27605 

Hill,  Edward  Gray  (STUDENT)  900  S.  Church  St.,  Winston-Salem 
27103 

Holland,  Peter  Jay,  MD,  (RESIDENT)  12  Fearrington  Post, 
Pittsboro  27312 

Jackson,  David  Stone,  MD,  (FP)  300  S.  Hawthorne  Rd.,  Winston- 
Salem  27103 

Jacobson,  Peter  Lars,  MD,  (RESIDENT)  Polks  Landing,  Box  1 10, 
Chapel  Hill  27514 

Jensek,  Joseph  Gregory,  MD,  (IM)  1321  Cavendish  Ct.,  Charlotte 
28207 

Jones,  Brian  Christopher  (STUDENT)  1106  Burning  Tree  Dr., 
Chapel  Hill  27514 

Jones,  Sid  (STUDENT)  2000  S.  Eads  St.  #1032,  Arlington,  Va., 
22202 

Kepley,  Michael  Avery  (STUDENT)  P.O.  Box  87,  Granite  Quarry 
28072 

Kumar,  Kamlesh,  MD,  (IM)2325  Sunset  Ave.,  Rocky  Mount  27801 


Kumar,  Satish  Kumar,  MD,  (IM)  2325  Sunset  Ave.,  Rocky  Mount 
27801 

Layton,  Dennis  Sheldon,  MD,  (IM)  1350  S.  Kings  Dr.,  Charlotte 
28207 

Levine,  Max  Phillip,  MD,  (GS)  180  N.  Parkwood  Med.  Ctr.,  Elkin 
28621 

Lyons,  James  Vincent,  MD,  (R)  1 1 1 1 Greenbriar  Rd.,  Wilson  27893 
Marx,  Richard  Samuel,  MD,  (ID)  ECU  Dept,  of  Medicine,  Green- 
ville 27834 

McCormick,  Linda  C.  (STUDENT)  P.O.  Box  498,  Dobson  27017 
Milner,  Joan  Grode,  MD,  (PTH)  3501  Lubbock  Dr.,  Raleigh  27612 
Monroe,  Charles  Timothy  (STUDENT)  Box  606,  Biscoe  27209 
Nassef,  Louis  Andrew,  Jr.,  MD,  (IM)  1202  Medical  Center  Dr., 
Wilmington  28401 

Noble,  Keith  C.,  MD,  (EM)  702-B  Doctors  Dr.,  Kinston  28501 
Penovich,  Patricia  Ellen,  MD,  (N)  Box  400,  Grimesland  27837 
Pinn,  Melvin  Thomas,  Jr.,  MD,  (FP)  561 1 Ruth  Dr.,  Charlotte  28215 
Plummer,  Lloyd  Gordon,  MD,  (OBG)  1350  S.  Kings  Dr.,  Charlotte 
28207 

Pope,  Thomas  David,  MD,  (OBG)  500  E.  Parker  Rd.,  Morganton 
28655 

Quigless,  Milton  Douglas,  MD,  (GP)  1 100  Edmonson  Avenue,  Tar- 
boro  27886 

Rendleman,  Daniel  Carl  (STU  DENT)  703  W.  Council  St. , Salisbury 
28144 

Russell,  David  Norman  (STUDENT)  P.O.  Box  66,  Star  27356 
Ryskiewich,  Paul  Daniel  (STUDENT)  1 63 1 - A N.  W.  Blvd., 
Winston-Salem  27104 

Scarff,  John  Edwin,  Jr.,  MD,  (U)  603  Beamon  St.,  Clinton  28328 
Shah,  Nandlal  Chimanlal,  MD,  (P)  1 Rotary  Dr.,  Asheville  28803 
Stalheim,  Rodney  Martin.  MD,  ( 1 M ) 3 1 5- A Mulberry  St.,  SW,  Box 
1020,  Lenoir  28645 

Stringer,  Merle  Preston,  MD,  (NS)7  McDowell  St.,  Asheville 28801 
Todd,  Stuart  Kittredge,  MD,  (GS)  100  Nash  Medical  Arts  Mall, 
Rocky  Mount  27801 

Virgili,  Frank  Loges,  Jr.,  MD,  (EM)  4000  Gloucester  Rd.,  Rocky 
Mount  27801 

Warren,  Jeffrey  Steven  (STUDENT)  Box  2885,  Duke  Med.  Ctr., 
Durham  27710 

Watson,  William  Bruce  (STUDENT)  Box  2893,  Duke  Medical 
Center,  Durham  27710 

Williams,  Robert  Lee,  MD,  (PD)  191  Glendare  #17,  Winston-Salem 
27104 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA's  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  AAFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  "place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion.” 

April  9 

“Current  Topics  in  Infectious  Diseases” 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
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Fee:  $15 

Credit:  3 hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville  27834 

April  11-12 

Frank  R.  Lock  OB/GYN  Symposium 
Fee:  $125 
Credit:  40  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

April  12 

Update  in  Ophthalmology 
Place:  Berryhill  Hall 
Fee:  $30 
Credit:  3 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202- H,  Chapel  Hill  27514 

April  16 

Annual  Symposium  on  Diabetes 
Credit:  5 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202- H.  Chapel  Hill  27514 

April  16 

Dental  Medicine 

Place:  Flame  Steak  House,  Sanford 

Sponsor:  Lee  County  Medical  and  Dental  Societies  and  Wake 
AHEC 

Credit:  3 Vi  hours 

For  Information:  R.  S.  Cline,  M.D.,  Director  of  Continuing  Medical 
Education,  Lee  County  Hospital,  Sanford  27330 


April  17 

9th  Annual  New  Bern  Symposium  — Renal  Disease 
For  Information:  William  B.  Hunt,  Jr.,  M.D.,  Symposium  Director, 
P.O.  Box  2157,  New  Bern  28560 

April  18 

2nd  Annual  Health  Law  Forum 
Place:  Pitt  County  Memorial  Hospital 
Credit:  5 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
P.O.  Box  7224.  Greenville  27834 

April  25-26 

Practical  Pediatrics 
Fee:  $35 
Credit:  9 hours 

For  Information:  Emery  C.  Miller.  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

April  25-26 

3rd  Carolina  Ocutome  Workshop 
Fee  $300 
Credit:  13  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

April  29-30 

How  to  Attack  Pain 
Place:  McKimmon  Center,  Raleigh 
Fee:  $45 
Credit:  8 hours 

For  Information:  Rose  Mary  Jones,  North  Carolina  State  Univer- 
sity, Division  of  Continuing  Education,  P.O.  Box  5125,  Raleigh 
27650 


TEGA-CODE  TABLETS  C-111 

ANALGESIC  ANTIPYRETIC  SEDATIVE 


Each  tablet  contains: 

Acetaminophen  300  mg. 

Salicylamide  200  mg. 

*Sodium  Pentobarbital  (derivative  of  barbituric  acid)  10  mg. 

*Codeine  Phosphate  ('Agr.)  32.4  mg. 


•WARNING:  May  be  habit  forming. 

Action:  Combination  of  analgesic  and  antipyretic  with  sedative. 

Indications:  Indicated  in  cases  of  severe  pains,  especially  when  associated  with 

tension,  pains  and  discomforts  of  neuralgia,  rheumatism  and  arthritis. 

Precaution:  Use  with  caution  in  persons  with  known  allergies  to  salicylates  and 

barbiturates  and  in  those  with  active  peptic  ulcer. 

Warning:  Long  administration  may  cause  habituation. 

Side  Effects:  Large  doses  may  cause  nausea,  vomiting,  skin  rash  and  sometimes 

anaphylactic  reactions. 

Contraindications:  Idiosyncrasy  to  any  component. 

Supplied:  Available  in  bottles  of  100  and  1000. 

Dose:  Adults,  one  tablet  3-4  times  daily,  as  directed  by  a physician. 

(’ACTION:  Federal  Law  prohibits  dispensing  without  prescription. 

E ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  S0UTH- 
HE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 

’ACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 
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April  28-May  2 


Nuclear  Cardiology 
Fee:  $500 
Credit:  44  hours 

For  Information:  Robert  H.  Jones,  M.D.,  Duke  University  Medical 
Center,  Durham  27710 

May  1-4 

126th  Annual  Session  of  the  North  Carolina  Medical  Society 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

May  2 

1st  Annual  Meeting  — North  Carolina  Medical  Directors  Associa- 
tion 

Place:  Sheraton  Convention  Center,  Southern  Pines 
For  Information:  James  S.  Forrester,  M.D.,  P.O.  Box  457,  Stanley 
28164 

May  5-9 

8th  Annual  Tutorial  Postgraduate  on  Abdominal  Imaging 
Sponsor:  Department  of  Radiology,  DUMC 
Fee:  $300 
Credit:  30  hours 

For  Information:  Robert  McLelland.  M.D.,  Radiology  — Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

May  5-9 

Radiology  of  the  Gastrointestinal  Tract 
Place:  Ramada  Inn,  Durham 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology  — Box3808, 
Duke  University  Medical  Center,  Durham  27710 

May  7-8 

Breath  of  Spring,  '80  — Respiratory  Care  Symposium 
Fee:  $35 
Credit:  9 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine.  Win- 
ston-Salem 27103 

May  16 

Pediatrics  Day 

Place:  Pitt  County  Memorial  Hospital 
Credit:  5 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
P.O.  Box  7224,  Greenville  27834 

May  16-17 

Intraocular  Lens  Workshop  — Number  Three 
Place:  Berry  hill  Hall 
Fee:  $500:  limited  to  30  participants 
Credit:  16  hours 

For  Information:William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

May  21 

Infectious  Disease  and  Antibiotic  Update 
Place:  Lee  County  Hospital,  Sanford 

Sponsor:  Lee  County  Medical  Society  and  Eli  Lilly  and  Company 
Credit:  W2  hours 

For  Information:  R.  S.  Cline,  M.D.,  Director  of  Continuing  Medical 
Education,  Lee  County  Hospital,  Sanford  27330 

May  21-23 

Raney  Visiting  Professorship  in  Orthopaedic  Surgery  Lectures 
For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Buildinc 
202-H,  Chapel  Hill  27514 

May  21-23 

31st  Scientific  Sessions  of  the  North  Carolina  Heart  Association 
Place:  Benton  Convention  Center,  Winston-Salem 
For  Information:  R.  R.  Robinson,  M.D.,  American  Heart  Associa- 
tion, North  Carolina  Affiliate.  1 Heart  Circle,  P.O.  Box  2636, 
Chapel  Hill  27514 


May  23-25 

9th  Annual  Pediatric  Pulmonary  Disease  Conference 
Fee:  $40 
Credit:  12  hours 

For  Information: Alexander  Spock,  M.D.,  P.O.  Box  2994,  Duke 
University  Medical  Center,  Durham  27710 

May  31-June  1 

Update  in  OB/GYN 

Place:  Blockade  Runner  Motel,  Wrightsville  Beach 
Fee:  $100 
Credit:  12  hours 

For  Information:  Luther  Talbert,  M.D.,  Department  of  OB/GYN, 
UNC  School  of  Medicine,  Chapel  Hill  27514 

June  7-8 

Practical  Dermatology  for  the  Non-Dermatologist 
Place:  Blockade  Runner  Motel,  Wrightsville  Beach 
Fee:  $50 
Credit:  7 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

June  19-21 

Mountain  Top  Medical  Assembly 
Place:  Waynesville 

For  Information:  Clinton  L.  Border,  Jr.,  M.D.,  P.O.  Box  538, 
Waynesville  28786 

June  28-29 

Practical  Dermatology  for  the  Non-Dermatologist 
Place:  Continuing  Education  Center,  Boone 
Fee:  $50 
Credit:  7 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

July  7-11 

2nd  Annual  Mountain  Meeting 
Place:  Great  Smokies  Hilton,  Asheville 
Fee:  $150 
Credit:  20  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

August  4-8 

8th  Annual  Beach  Workshop 

Place:  Myrtle  Beach  Hilton,  Myrtle  Beach,  South  Carolina 
Fee:  $150 
Credit:  20  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


ITEMS  OF  SPECIAL  INTEREST 
April  17-19 

American  Cancer  Society  National  Conference  Cancer  Prevention 
and  Detection 

Place:  Palmer  House,  Chicago 
Fee:  None 
Credit:  141/2  hours 

For  Information:  Nicholas  G.  Bottiglieri,  M.D.,  American  Cancer 
Society,  National  Conference  Cancer  Prevention  and  Detection, 
777  Third  Avenue,  New  York,  New  York  10017 


PROGRAMS  IN  CONTIGUOUS  STATES 
April  10-13 

Newer  Concepts  in  Techniques  in  Radiology 
Place:  Holiday  Inn  1776,  Williamsburg,  Virginia 
Fee:  $175 
Credit:  14  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 
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April  11-12 

33rd  Annual  Stoneburner  Lecture  Series  — Immunology  and  Im- 
mune Complexes 
Place;  Medical  College  of  Virginia 
Credit:  13  hours 

For  Information:  Kathy  E Johnson,  Department  of  Continuing 
Medical  Education,  Box  48.  MCV  Station,  Richmond,  Virginia 
23298 

April  25-27 

2nd  Annual  Emergency  Medicine  for  the  Primary  Care  Physician 

Place:  Williamsburg,  Virginia 

Sponsor:  Medical  College  of  Virginia 

Fee:  $150 

Credit:  13  hours 

For  Information:  Ms.  Glenda  Snow,  Continuing  Medical  Educa- 
tion. Medical  College  of  Virginia,  Box  48  — MCV  Station,  Rich- 
mond, Virginia  23298 

April  27 

Prevention.  Detection  and  Management  of  Complications  Follow- 
ing Abdominal  Surgery 
Place:  Marriott  Hotel,  Atlanta 
Sponsor:  Southeastern  Surgical  Congress 
Credit:  8 hours  AMA  Category  I 

For  Information:  The  Southeastern  Surgical  Congress,  315 
Boulevard,  N.E.,  Suite  500,  Atlanta,  Georgia  30312 

April  28-30 

48th  Annual  Southeastern  Surgical  Congress  Assembly 
Place:  Marriott  Hotel,  Atlanta 
Credit:  28'/2  hours  AMA  Category  I 

For  Information:  The  Southeastern  Surgical  Congress,  315  Boule- 
vard. N.E.,  Suite  500,  Atlanta,  Georgia  30312 

May  7-9 

1980  Southeast  Emergency  Medicine  Congress 
Place:  DeSoto  Hilton  Hotel,  Savannah,  Georgia 
Sponsors:  Southeast  Chapters  of  American  College  of  Emergency 
Physicians  and  Region  IV  of  the  Emergency  Department  Nurses 
For  Information:  R.  T.  Lowry,  M.D.,  901-D  Kildare  Farm  Road, 
Cary  2751 1 

May  21-23 

4th  National  Conference  on  Patient  Education  in  the  Primary  Care 
Setting 

Place:  Hyatt  Regency  Hotel,  Memphis,  Tennessee 
Sponsor:  University  of  Tennessee,  Department  of  Family  Medicine 
For  Information:  Donna  Miller,  Ph.D  , 66  North  Pauline,  Suite  233, 
Memphis,  Tennessee  38105 

June  18-21 

4th  Annual  Virginia  Beach  Update  in  Neuroscience 
Place:  Sheraton  Beach  Inn,  Virginia  Beach 
Credit:  l6'/2  hours 

For  Information:  Kathy  E.  Johnson,  Department  of  Continuing 
Medical  Education,  Box  48,  MCV  Station,  Richmond,  Virginia 
23298 

June  27-29 

1st  Annual  June  Beach  Weekend 

Place:  Hyatt  House,  Hilton  Head  Island,  South  Carolina 
Sponsors:  Bowman  Gray  School  of  Medicine  and  the  Medical  Col- 
lege of  Georgia 
Fee:  $125 
Credit:  12  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 


July  22-26 

Contemporary  Clinical  Neurology 

Place:  Hilton  Head  Island,  South  Carolina 

Sponsoi  Department  of  Neurology,  Vanderbilt  University  School 

ot  Medicine 
Credit:  16  hours 

\ nderbilt  Continuing  Medical  Education,  3200 

West  i n-'.  Sun..  306.  Nashville,  Tennessee  37212 


bove  column  are  for  the  six  months 
>f  publication.  Requests  for  listing 
N ? WHERE?”,  P.O.  Box 
: the  month  prior  to  the  month  in 
>t  Listing”  form  is  available 

on  request. 


Quinamm 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities. 

CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  quinine 
sensitivity,  and  in  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency. 
Hemolysis  (with  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a G-6-PD 
deficiency  in  patients  taking  quinine. 

PRECAUTIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients.  Recovery  will  fol- 
low withdrawal  of  the  medication. 

Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  K-de- 
pendent  factors.  The  resulting  hypopro- 
thrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants. 
ADVERSE  REACTIONS:  Ammophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring.  When  necessary, 

1 additional  tablet  may  be  taken  following  the 
evening  meal. 

Product  Information  as  of  September,  1977 
U S.  Patent  2,985,558 

Merrell 

MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to: 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U S A. 

Licensor  of  Merrell" 


164 


■ 

each  tablet  contains  quinine  sulfate  260  mg.,  aminophyliine  1 95  mg. 

specific  therapy  for  painful 
night  leg  cramps 

Nocturnal  recumbency  leg  muscle  cramping  is  frequently  an  unwelcome  bedfellow 
for  many  patients — especially  those  with  arthritis,  diabetes  or  peripheral  vascular 
disease . . . consider  Quinamm . . . simple,  convenient  dosage— usually  just  one  tablet 
at  bedtime . . . can  provide  restful,  welcome  sleep  without  night  leg  cramps. 


See  opposite  page  for  prescribing  information 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


In  November,  when  the  medical  alumni  presented 
their  Distinguished  Teaching  Awards,  it  was  very 
much  a family  affair. 

The  awards  went  to  two  married  couples  — John 
and  Susan  Dees,  and  Joseph  and  Dorothy  Beard. 
Their  combined  years  of  teaching  at  Duke  total  more 
than  150  years. 

The  awards  were  presented  Friday  evening,  Nov. 
16,  at  the  Medical  Alumni  Association  annual  awards 
banquet.  Also  honored  were  three  physicians  who 
received  Distinguished  Alumni  Awards. 

The  alumni  awards  went  to  Dr.  Thomas  B.  Fergu- 
son, professor  of  clinical  surgery,  Washington  Uni- 
versity School  of  Medicine,  St.  Louis;  Dr.  Dean  T. 
Mason,  professor  of  medicine  and  physiology.  Uni- 
versity of  California  School  of  Medicine,  Davis;  and 
Dr.  Emile  M.  Scarpelli,  professor  of  pediatrics,  Albert 
Einstein  College  of  Medicine,  New  York. 

* * * 

The  National  Heart,  Lung  and  Blood  Institute  has 
awarded  $2,733, 149  to  the  medical  center  in  support  of 


the  F.  G.  Hall  Laboratory  for  Environmental  Re- 
search (hyperbaric  chamber),  according  to  Dr.  Peter 
B.  Bennett,  professor  of  anesthesiology  and  director 
of  the  laboratory. 

Bennett  said  the  grant  will  enable  scientists  working 
at  the  facility  to  continue  a variety  of  research  projects 
on  human  physiology  in  health  and  disease  for  the  next 
five  years. 

The  Hall  Laboratory  contains  eight  steel  chambers 
that  can  sustain  pressures  equivalent  to  those  any- 
where from  3,600  feet  beneath  the  sea  to  150,000  feet 
in  the  air. 

It  has  been  likened  by  some  observers  to  “a  sub- 
marine turned  inside-out,”  and  its  depth  capacity  is 
unmatched  anywhere  else  in  the  United  States. 

“Over  the  next  five  years,  we'll  be  conducting  a 
series  of  10  especially  deep  dives  to  determine  the 
effects  of  high  pressure  on  respiration  and  circula- 
tion,” Bennett  said.  “In  addition  to  providing  us  with 
basic  information  about  the  human  body,  the  dives 
should  help  us  understand  what  factors  limit  the  ef- 
fectiveness and  safety  of  divers  who  work  underwater 
in  offshore  oil  fields.” 

jjc 

A biomedical  instrument  designer,  working  with 
Duke  eye  surgeons,  has  created  what  may  be  the 
world’s  smallest  pair  of  mechanical  scissors. 


AT  LEESBURG 

A private  psychiatric  hospital  in  the  Virginia  countryside,  35  miles  west  of  Washington,  D.C. 

jgplndividualized  and  confidential  care  in 
a comfortable  therapeutic  environment 

Suitable  for  the  most  demanding  patients 
including  professionals,  corporate 
executives,  government  officials,  and 
their  respective  family  members 


A broad  range  of  therapeutic  modalities, 
including  a specialized  program  for  the 
treatment  of  alcohol-  and  drug-related 
problems 

Accredited  by  the  Joint  Commission  on 


A 


Accreditation  of  Hospitals  (JCAH) 


liable  upon  request 

m 


President  of  the  Medical  Staff 
Leon  Yochelson,  M.D. 

Medical  Director 
Jesse  Rubin,  M.D. 

Clinical  Director 
C. Gibson  Dunn,  M.D. 

For  further  information,  contact: 
C. Gibson  Dunn,  M.D. 
Clinical  Director 
Spring-wood  at  Leesburg 
Route  2,  Box  44 
Leesburg,  Virginia  22075 
(703)  777-0800 
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The  new  scissors,  which  look  more  like  a fountain 
pen  than  the  small  shears  found  in  grandmother’s 
sewing  basket,  should  make  thousands  of  eye  opera- 
tions safer  and  more  effective,  according  to  Dr. 
Robert  Machemer,  chairman  of  ophthalmology  at 
Duke. 

They  are  formally  called  a membrane  peeler  cutter 
or  MPC. 

“We  are  very  excited  about  this  instrument,” 
Machemer  said  in  an  interview.  “I  presented  it  for  the 
first  time  at  a recent  professional  meeting  in  Los 
Angeles,  and  the  ophthalmologists  there  immediately 
wanted  to  know  where  they  could  get  one.” 

The  purpose  of  the  scissors,  according  to  their  de- 
signer Dyson  W.  Hickingbotham,  is  to  allow  eye  sur- 
geons to  cut  vision-threatening  scar  tissue  in  the  back 
of  the  eye.  The  scar  tissue,  which  results  from  injury 
or  severe  diabetes,  can  cause  blindness  by  pulling  the 
light  sensitive,  paper-thin  retina  away  from  its  proper 
position  lining  the  inside  of  the  eyeball. 

* * * 

One  of  four  scientific  exhibits  receiving  awards  for 
outstanding  educational  value  at  the  Annual  Scientific 
Assembly  of  the  American  Academy  of  Family  Physi- 
cians was  “Mammography  for  the  Clinician”  pre- 
sented by  Dr.  Robert  McLelland,  associate  professor 
of  radiology.  The  meeting  was  held  in  Atlanta. 

* * * 

Dr.  Joseph  E.  Sokal,  research  professor  of  medicine 
has  won  the  William  H.  Wehr  Award  presented  each 
year  by  Roswell  Park  Memorial  Institute  in  Buffalo  for 
noteworthy  clinical  cancer  research. 

* * ^ 

A Duke  physician  who  is  trying  to  encourage  other 
doctors  to  reduce  heart  disease  in  this  country  has 
received  a Preventive  Cardiology  Academic  Award 
from  the  National  Heart,  Lung  and  Blood  Institute. 

Dr.  Sue  Y.  S.  Kimm,  assistant  professor  of  pediat- 
rics,  said  the  award,  a $258,000  grant,  will  enable  her 
to  develop  a curriculum  in  preventive  cardiology  first 
tor  medical  students  and  later  for  post-graduate 
trainees  at  Duke. 

The  grant,  which  will  provide  most  of  Kimm’s  sal- 
ary over  the  next  five  years,  also  will  support  a nu- 
tritionist in  the  Department  of  Pediatrics,  10  summer 
fellowships  for  students  and  a number  of  visiting  pro- 
fessorships. 


When  John  Karis  of  Durham  was  a 16-year-old  high 
school  junior,  he  attracted  national  attention  by  de- 
- 'meting  an  electronic  device  that  is 
d during  open  heart  surgery  at 

Duke. 

in  electrical  engineering  at 
oung  man  has  developed  a 
be  even  more  impor- 
tant than  the  first. 


Kal  is’  new  invention  is  called  neuromuscular  block- 
ade monitor.  Its  purpose,  according  to  electrical  en- 
gineer Dr.  Larry  Burton,  is  to  increase  the  safety  of 
operations  by  showing  anesthesiologists  exactly  how 
relaxed  a patient  is  at  any  given  moment  during 
surgery. 

“You  can  tell  the  same  thing  with  a piece  of  equip- 
ment that  costs  about  $10,000,  but  that  machine  is 
much  more  complicated  to  operate,  and  as  a result,  it’s 
hardly  ever  used.”  Burton  said.  The  new  monitor, 
which  is  about  the  size  of  a tape  recorder,  is  very  easy 
to  handle,  totally  safe  and  should  cost  less  than  $1 ,000. 

The  inventor’s  father.  Dr.  Joannes  H.  Karis,  is 
professor  of  anesthesiology  at  the  medical  center. 

* * * 

Dr.  Elaine  K.  Crovitz,  associate  professor  of  medi- 
cal psychology,  presented  a talk  titled  “Women  En- 
tering Medical  School:  The  Challenge  Continues”  at 
the  annual  meeting  of  the  American  Association  of 
Medical  Colleges  in  Washington,  D.C.,  on  Nov.  7. 

Crovitz’s  talk,  which  was  given  at  a “Women  in 
Medicine”  research  symposium,  outlined  the  prog- 
ress women  have  made  in  being  accepted  into  medical 
schools  in  the  United  States. 

It  also  examined  the  social  and  psychological 
pressures  that  have  combined  to  delay  most  of  that 
progress  until  the  last  five  years.  Since  1974,  Crovitz 
pointed  out,  there  has  been  a 140  percent  increase  in 
the  proportion  of  women  medical  students  in  this 
country,  indicating  a greater  acceptance  of  women  in 
nontraditional  roles. 

* * * 

A 23-year-old  Swiss  nurse  paralyzed  from  the  neck 
down  in  a scuba  diving  accident  in  Jamaica  on  Nov. 
15,  markedly  improved  after  more  than  one  week 
of  round-the-clock  treatment  in  the  hyperbaric 
chamber. 

Doctors  here  say  Elian  Gehrig,  who  developed  air 
bubbles  in  her  brain  after  returning  to  the  surface  too 
quickly  following  a dive,  can  now  speak  and  move  her 
arms  well. 

Because  she  has  increased  feeling  and  movement  in 
her  legs,  the  physicians  say  they  are  optimistic  about 
her  recovery. 

The  American  College  of  Obstetricians  and  Gyne- 
cologists (ACOG)  has  awarded  first  place  in  its  junior 
fellow  scientific  paper  competition  to  Dr.  Daniel 
Clark- Pearson,  a fellow  in  gynecologic  oncology  at  the 
medical  center. 

Clark-Pearson  received  $250  for  his  paper  titled 
“Diagnosis  of  Deep  Venous  Thrombosis  in  Obstetrics 
and  Gynecology  by  Impedance  Phlebography”  at  the 
recent  annual  District  Four  ACOG  meeting  in  Miami 
Beach.  Fla. 

The  physician's  article  described  the  first  applica- 
tion of  a noninvasive  diagnostic  technique  to  women 
who  may  suffer  blood  clots  in  their  legs  during  or  after 
pregnancy. 
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Dr.  Henry  Kamin.  professor  of  biochemistry,  has 
been  named  vice  chairman  of  the  Food  and  Nutrition 
Board  of  the  National  Academy  of  Sciences’  National 
Research  Council. 

Kamin,  who  began  a three-year  appointment  on  the 
board  last  year,  will  serve  as  vice  chairman  through 
June  1980. 

Best  known  for  its  work  in  publishing  “Recom- 
mended Dietary  Allowances’’  every  five  years,  the 
Food  and  Nutrition  Board  also  advises  the  U.S.  gov- 
ernment and  other  groups  on  health,  food  safety, 
chemical  additives  in  food,  international  nutrition 
programs  and  food  resources. 

ijC  :Jc 

The  diagnosis  of  diseases  of  the  lungs  and  airways 
through  the  microscopic  examination  of  individual 
cells  is  the  subject  of  a new  book  just  published  by 
Masson  Publishing  USA  Inc.  of  New  York  City  and 
Paris. 

The  book,  Diagnostic  Respiratory  Cytopathol- 
ogy,  was  written  by  Drs.  William  W.  Johnston,  di- 
rector of  cytopathology  at  Duke,  and  William  J.  Fra- 
ble,  director  of  surgical  pathology  and  cytopathology 
at  the  Medical  College  of  Virginia.  Both  are  also  full 
professors  at  their  institutions. 

The  authors  say  their  book  has  been  designed  for 
medical  students,  physicians,  medical  technologists 


and  anyone  else  interested  in  lung  disease.  It  explores 
the  history  of  clinical  applications  and  technical 
methods  of  cytopathology,  a relatively  young  science 
that  began  in  earnest  35  years  ago  with  the  develop- 
ment of  the  Pap  smear  as  an  early  test  for  cervical 
cancer. 

* * * 

Dr.  Seymour  Grufferman,  assistant  professor  of 
pediatrics  and  director  of  the  Comprehensive  Cancer 
Center’s  epidemiology  program,  has  been  appointed 
to  a four-year  term  on  the  Clinical  Cancer  Program 
Project  and  Cancer  Center  Support  Review  Commit- 
tee of  the  National  Cancer  Institute.  Grufferman  also 
has  been  named  a member  of  the  N.C.  Secretary  of 
Human  Resources’  Commission  on  Cancer  Control. 

* * * 

The  Jay  M.  Arena  Fund  in  Pediatric  Pharmacology 
and  Toxicology  has  been  established  at  the  medical 
center.  It  honors  a physician  who  has  spent  his  entire 
professional  career  as  a Duke  pediatrician.  Arena  re- 
tired in  1979. 

Establishment  of  the  fund  was  announced  by  Dr. 
William  G.  Anlyan,  vice  president  for  health  affairs. 

“This  will  be  a fund  to  sponsor  research,  treatment 
and  programs  in  the  area  of  understanding  and  con- 
trolling the  effects  of  toxic  agents  on  the  unborn  fetus. 


HOLLY  HILL  HOSPITAL— A HOSPITAL  COMMUNITY 


— A private,  psychiatric  hospital  serving  adults 
and  adolescents 

— An  open  medical  staff  with  19  Psychiatrists 

— A consulting  medical  staff  representing  all 
specialties 

— Short,  intermediate,  and  long-term  treat- 
ment programs  tailored  to  each  patient’s 
needs 

— Psychiatric  consultation  and  hospitalization 
on  a 24-hour  basis 

For  further  information , please  contact: 

Mr.  Cliff  Christiansen,  Administrator 
Dr.  Robert  L.  Green,  Jr.,  Medical  Director 
3019  Falstaff  Road 
Raleigh,  North  Carolina  27610 
(919)  755-1840 

'.icensed  by  the  State  of  North  Carolina 


Fully  accredited  by  JCAH  for  adults,  chil- 
dren, adolescents,  drug-alcohol  abuse  and 
treatment 
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infant  and  child,”  Anlyan  said.  “This  has  been  Dr. 
Arena’s  main  interest  and  we  think  a most  appropriate 
way  to  honor  him  as  he  retires.” 

Former  students,  colleagues  and  friends  of  Arena 
have  already  begun  contributing  to  the  fund,  Anlyan 
said . 

Arena,  Duke’s  first  medical  graduate,  earned  his 
M.D.  in  1932.  He  pioneered  the  poison  control  center 
concept,  was  instrumental  in  developing  child-proof 
containers  for  medicines  and  toxic  products  and  is  the 
author  of  the  widely  acclaimed  textbook,  “Poisoning: 
Toxicology,  Symptoms,  Treatments,”  now  in  its 
fourth  edition. 


* * * 

Dr.  Michael  R.  Nathan,  a clinical  associate  in  the 
Department  of  Pediatrics  and  an  alumnus  of  the  medi- 
cal school,  died  Monday,  Nov.  4,  in  a Greensboro 
hospital  as  a result  of  gunshot  wounds  received  two 
days  earlier  when  violence  erupted  at  an  anti-Ku  Klux 
Klan  rally  in  which  he  was  participating. 

A 1969  Duke  graduate,  he  earned  his  M.D.  here  in 
1973.  He  had  been  chief  of  pediatrics  at  Lincoln 
Community  Health  Center  in  Durham  since  1978.  He 
held  a Duke  faculty  appointment  because  he  super- 
vised the  work  of  residents  and  medical  students  at 
Lincoln. 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


I he  Bowman  Gray  School  of  Medicine  has  ex- 
panded its  faculty  to  include  an  additional  10  fulltime 
faculty  members  and  10  members  of  the  part-time 
faculty. 

Those  joining  the  full  faculty  are  Dr.  E.  Ted  Chan- 
dler, associate  professor  of  medicine;  Dr.  Viola  R. 
Ebert,  instructor  in  neurology  (neuropsychology);  Dr. 
C.  Hugh  Everhart,  instructor  in  medicine  (pulmo- 
nary); Dr.  Benito  Galindo,  visiting  research  professor 
of  immunology;  Dr.  Jay  R.  Kaplan,  assistant  profes- 
sor of  comparative  medicine;  Dr.  Joseph  T.  O’Flah- 
erty, assistant  professor  of  medicine  (infectious 
diseases/immunology);  Dr.  Paul  L.  Salisbury  III,  in- 
structor in  dentistry;  Dr.  Lok  N.  Shandilya,  assistant 
professor  of  comparative  medicine;  Dr.  Michael 
Tytell,  assistant  professor  of  anatomy;  and  Dr.  Robert 
1 . V\ ' kle.  lescarch  associate  professor  of  biochemis- 
try. 

the  part-time  faculty  went  to  Dr. 

T'trcr  in  obstetrics  and  gynecology 
(population);  Dr  Edwards,  clinical  instructor 

Otis  N.  Fisher,  clinical  in- 
ns C.  Johnson,  clinical 
James  A.  McAlister  Jr., 
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Tenuate  ® 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan 

(diethylpropion  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short  term  adjunct  (a  lew 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse  Ourmg  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result) 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect  rather  the  drug 
should  be  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  ol  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  partof  a weight 
reduction  program  Abuse  of  amphetamines  ana  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  hign 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion: changes  are  also  noted  on  the  sleep  EEC  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses 
marked  insomnia,  irritability  hyperactivity,  and  personality  changes 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia  Use  in 
Pregnancy:  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  ihe  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidme  The  least  amount  feasible  should  be 
prescribed  or  dispensed at  onetime  in  order  tominimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary 

ADVERSE  REACTIONS  Cardiovascular  Palpitation  tachycardia 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub: 
fished  report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache,  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema 
lopoietic  System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger  Tenuate 
Dospan  (diethylpropion  hydrochloride) controlled  release  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom 
mended  for  use  in  children  under  12  years  of  age 
OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhytn 
mias,  hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamme  (Reoitine " ) has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage, 

Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inguiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215  USA 
Licensor  ol  Merrell " 

References:  1 Citations  available  on  request  from  Medical  Research 
Department,  MERRELL  NATIONAL  LABORATORIES,  Cincinnati 
Ohio  45215  2,  Hoekenga,  M T,  0 Dillon  | Dillon |,  R H , and  Leyland, 

H M A comprehensive  review  of  diethylpropion  hydrochloride  In 
Central  Mechanisms  of  Anorectic  Drugs.  S Garattim  and  R Samamn 
Ed  New  York.  Raven  Press,  1978.  pp  391-404 
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Overweight  may  not  always  be  simple- 
complications  can  develop! 

Complicated  or  not... 


*Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases 

Merrell 


For  prescribing  information  see  opposite  page 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  require 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the 
complications  in  some  patients.  Diethylpropion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen. Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page. 


In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


Clinical  effectiveness. 

The  anorectic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.1  And 
the  unique  chemistry  of  Tenuate  provides  “...anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.”2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 


Motrin  now  proved  an 
effective  analgesic 
for  mild  to  moderate  pain 


Motrin  400  mg  provided  greater  relief  of  pain  than  did 
propoxyphene  65  mg  in  controlled  clinical  pain  studies. 


Time  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

Mean  relief- 
of-pain  scores* 

Motrin  400  mg 
ibuprofen 

.89 

(108) 

1.25 

(108) 

1.36 

(108) 

1.28 

(107) 

1.19 

(106) 

(No.  patients 
reporting) 

Darvon  65  mg 

.66 

.99 

1.13 

.99 

.80 

propoxyphene 

(100) 

(99) 

(96) 

(96) 

(96) 

Statistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

0 = No  relief  1 = Partial  relief  2 = Complete  relief 

Data  on  file  at  The  Upjohn  Company 

Motrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Darvon  at  all  time  intervals. 


Motrin 

ibuprofen,  Upjohn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming 

• Rapid  analgesic  action  • Indicated  in  acute  and  chronic  pain 

• Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin 1 Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  preqnancy  or  bv 
nursing  mothers. 

Adverse  Reactions 

Incidence  greater  than  1 % 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea*  epigastric  pain,*  heartburn* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite  edema  huid 

PRECAUTIONS)  retent'°n  generally  responds  promp,ly  to  dru9  discontinuation  (see 

’Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage  melena 
bentral  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
heniatocrh  ^ ^CAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 

Causal  relationship  unknown 

Gaslroinfesdnal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
aresthesias  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia  Stevens- 
w0Omni°rSyndr0me',SJleciaul  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic- 
r0e™  y'lc  anem|a.  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allerqic: 
Ferer  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia 
poSy°ufiaC^otemiar^0VaSCUlar:  Arrhythmias-  Renal:  Decreased  creatinine  clearance,' 

°iacute  overdosa9e.  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial  y 

Dosage  and  Administration:  Rheumatoid  and  osteoarthritis  includinu  flares  of 
chronic  disease:  3,  . age  is  300, 400  or  600  mg  t.i.d.  or  q i d 9 ° 

Mild  to  moderate  pain.  ng  every  4 to  6 hours  as  necessary  for  relief  of  pain 

Do  not  exceed  2400  mg  ■ -;r  day. 

Caution:  Federal  law  pro  - dispensing  without  prescription. 

Sckaadg?S.Pr0dUCt  inf°"  :e  your  Upiohn  rePresentative  or  consult  the 
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What  would  you  call 
an  insurance  policy 
that  provides  the 
amount  of  coverage  you  want 
up  to  s5  million, 
with  expert  local  loss  control 
and  claims  service 
from  a company 
with  20  years  of 
medical  liability  experience 
in  North  Carolina? 

Our  claims-made 
contract  is 
responsive  to  the 
cost  of  cl  aims,  too. 
In  fact, today  North 
Carolina  doctors 
pay  rates  that  are 
the  lowest  of  29 
states  where  we 
write  medical 
malpractice 
insurance.  For 
details  see  your  St. 
Paul  agent  ....your 
insurance  expert. 

We  keep  making 
insurance  better 

IStRlllI 

Propefly& Liability 
Insurance 

jrance  Company  The  Si  Paul  Insurance  Company 
iates  ol  The  Si  Paul  Companies  Inc  Sami  Paul  Minnesota  55102 


Better. 


clinical  instructor  in  pathology;  Dr.  Joel  B.  Miller, 
clinical  instructor  in  obstetrics  and  gynecology;  Dr. 
Lawrence  R.  Singer,  clinical  instructor  in  obstetrics 
and  gynecology;  Dr.  Stephen  J.  Spann,  instructor  in 
family  medicine;  Dr.  Richard  D.  Tester,  clinical  in- 
structor in  radiology;  and  Dr.  David  R.  Zaritzky, 
clinical  instructor  in  radiology. 

* * * 

North  Carolina  Baptist  Hospital,  Bowman  Gray’s 
principal  teaching  hospital,  has  become  a charter 
member  of  the  Sun  Alliance,  a new  organization  of  22 
hospitals  in  nine  southeastern  states. 

The  alliance’s  primary  objective  is  health  care  cost 
containment. 

John  E.  Lynch,  director  of  Baptist  Hospital,  is  a 
member  of  the  board  of  trustees  of  the  alliance,  which 
is  headquartered  in  Charlotte. 

The  charter  member  hospitals  have  a total  of  about 
13,000  beds.  Three  other  hospitals  are  expected  to  join 
the  alliance  in  the  near  future. 

To  be  considered  for  alliance  membership,  a hospi- 
tal must  be  not-for-profit,  must  have  400  beds  or  more, 
must  be  well  managed  and  must  have  in  common  with 
other  members  such  things  as  management  strategies 
and  approaches  to  patient  care. 

The  alliance  is  based  on  the  concept  that  a small. 


cohesive  group  of  larger  hospitals  can  realize  sub- 
stantial cost  savings  and  can  effectively  address  some 
mutual  concerns  through  a flexible  organization  such 
as  the  Sun  Alliance. 

The  alliance’s  initial  emphasis  will  be  on  group  pur- 
chasing of  capital  equipment,  the  development  and 
sharing  of  comparative  data  and  management  infor- 
mation among  members,  and  possible  group  arrange- 
ments with  specialized  consultants. 

* * * 

With  the  help  of  special  inbred  guinea  pigs,  doctors 
in  a new  cancer  research  project  at  the  Bowman  Gray 
School  of  Medicine  are  looking  for  better  methods  of 
diagnosing  and  treating  melanoma. 

Supported  by  a $74,977  grant  from  the  National 
Cancer  Institute,  Dr.  Anne  Weeks,  assistant  professor 
of  microbiology  and  immunology,  will  produce  cancer 
in  the  guinea  pigs  and  then  will  treat  the  disease  with 
the  anti-tumor  vaccine,  BCG. 

According  to  Dr.  Weeks,  “Our  objective  is  to  inject 
the  BCG  vaccine  into  pre-cancerous  lesions  of  guinea 
pigs  and  destroy  the  tumor  cells  before  they  become 
malignant.  Eventually,  we  hope  to  adapt  its  use  to  the 
treatment  of  human  cancer.  One  advantage  of  BCG  is 
that  it  may  block  the  spread  of  cancer.  What  we  want 


Saint  Albans  Psychiatric  Hospital 

An  accredited  private  nonprofit  psychiatric 
hospital  for  the  treatment  of  all  major 
psychiatric  illnesses,  including  alcoholism  and 
drug  abuse,  of  adults  and  adolescents. 


Radford,  Virginia  24141 
Telephone  703  639  2481 
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to  determine  is  at  which  one  of  the  early  stages  of 
melanoma  can  we  use  BCG  to  prevent  spreading.” 
The  guinea  pigs  were  chosen  because  their  immune 
system  closely  resembles  that  of  man.  Inbreeding 
produces  animals  which  are  identical  genetically  and 
immunologically. 


Dr.  David  A.  Albertson,  assistant  professor  of 
surgery,  has  been  certified  as  a fellow  in  the  specialty 
of  general  surgery  by  the  Royal  College  of  Physicians 
of  Canada. 


5-1  % Jfc 

Kate  B.  Garner,  instructor  in  human  development, 
has  been  appointed  co-chairman  of  the  North  Carolina 
Families  Task  Force  by  Governor  James  Hunt. 

* * * 

Dr.  Robert  W.  Hamilton,  associate  professor  of 
medicine  (nephrology),  has  been  appointed  to  the 
Continuing  Ambulatory  Peritoneal  Dialysis  Steering 
Committee  of  the  Artificial  Uremic  Kidney  Program, 
National  Health  Services.  He  also  has  been  appointed 
to  the  board  of  directors  of  the  Renal  Physicians  As- 
sociation. 


* * * 

Dr.  C.  Nash  Herndon,  Bowman  Gray’s  associate 
dean  for  research  development,  has  been  selected  to 
serve  on  the  Special  Study  Section  for  Review  of 
Short-Term  Training  Grant  Applications  by  the  Divi- 
sion of  Research  Grants,  National  Institutes  of 
Health. 


* * * 

Dr.  J.  Maxwell  Little,  professor  of  pharmacology, 
has  been  listed  in  the  41st  edition  of  “Who’s  Who  in 
America”  and  the  5th  edition  of  “Who’s  Who  in  the 
World.”  Little  served  as  chairman  of  Bowman  Gray’s 
Department  of  Pharmacology  until  1973,  when  he  re- 
signed his  administrative  duties.  The  department  is 
now  a section  of  the  Department  of  Physiology. 

Little  joined  the  Bowman  Gray  faculty  in  1941,  and 
from  1957  to  1960  he  served  as  the  school’s  assistant 
dean.  As  a result  of  his  extensive  research  in  phar- 
macological problems,  he  is  listed  in  the  “World 
Who’s  Who  in  Science.” 

^ ^ 

Dr.  Quentin  N.  Myrvik,  professor  and  chairman  of 
the  Department  of  Microbiology  and  Immunology, 
has  been  appointed  chairman  of  the  Advisory  and 
Educational  Committee  of  the  Association  of  Medical 
School  Microbiology  Chairmen.  The  committee  will 
compile  and  review  questions  to  be  included  in  a 
computer-based  test  item  bank  covering  microbiology 
and  immunology. 

* * * 

Dr.  Stephen  H.  Richardson,  professor  of  micro- 


biology, has  been  elected  councilor  of  the  North  Car- 
olina branch  of  the  American  Society  of  Micro- 
biology. 


News  Notes  from  the 
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Dr.  Robert  C.  Cefalo  has  joined  the  Department  of 
Obstetrics  and  Gynecology  as  professor  of  obstetrics 
and  gynecology  and  chief  of  the  division  of  maternal 
and  fetal  medicine. 

Cefalo,  who  was  appointed  Nov.  1,  succeeds  Dr. 
Edward  H.  Bishop,  professor  of  obstetrics  and 
gynecology  and  the  division’s  first  director. 

Cefalo  received  his  medical  degree  in  1959  from  the 
Tufts  University  School  of  Medicine  and  a Ph.D.  in 
biophysiology  and  biophysics  in  1974  from 
Georgetown  University. 

Although  he  said  he  plans  to  remain  in  the  clinical 
sphere  of  medicine,  Cefalo  said  the  understanding  of 
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the  physiology  of  pregnancy  can  he  clinically  applied. 
He  has  a special  interest  in  studying  fetal  physiology 
as  applied  to  the  pregnant  ewe. 

Before  his  most  recent  appointment,  Cefalo  was 
assistant  chairman  of  obstetrics  and  gynecology  and 
director  of  residency  training  at  the  National  Naval 
Medical  Center  in  Bethesda,  Md.  He  held  appoint- 
ments as  professor  of  obstetrics  and  gynecology  at  the 
Uniformed  Services  University  of  Health  Sciences 
and  was  an  associate  professor  of  obstetrics  and 
gynecology  as  well  as  physiology  and  biophysics  at 
Georgetown  University.  Cefalo  received  his  entire 
training  in  obstetrics  and  gynecology  in  the  U.S.  Navy 
Medical  Corps  and  spent  21  years  of  active  duty  in  the 
Navy. 

* * * 

A misguided  agent  of  the  body’s  defense  system 
that  attacks  cells  in  the  brain  has  been  identified  by 
scientists  at  the  University  of  North  Carolina  at 
Chapel  Hill  medical  center  as  a likely  cause  of  sei- 
zures, psychoses  and  other  brain  disorders  in  people 
with  lupus. 

‘The  cause  of  these  neurological  problems  has  been 
one  of  the  biggest  puzzles  in  this  area  of  medicine,” 
said  Dr.  John  Wintield,  professor  and  chief  of 
rheumatology  and  immunology. 


But  now  Winfield  and  his  associate.  Dr.  H.  A.  Wil- 
son, may  have  discovered  the  puzzle's  most  important 
missing  piece.  They  have  identified  a specific  immune 
system  antibody  that  has  been  shown  in  laboratory 
tests  to  attack  brain  cells.  This  anti-brain  antibody  was 
subsequently  found  in  blood  samples  from  about  80 
percent  of  Winfield's  lupus  patients  who  experienced 
brain  disorders. 

Winfield  said  this  finding  suggests  that  the  newly 
discovered  anti-brain  antibody  produced  by  the 
body's  immune  system  may  be  responsible  for  some 
of  the  more  serious  brain  disorders  suffered  by  people 
with  lupus.  The  next  step,  he  said,  will  be  to  chemi- 
cally dissect  brain  cells  in  the  laboratory  to  find  out 
precisely  which  molecules  in  the  cells  are  targets  for 
the  antibody. 

* * * 

Michael  C.  Brown,  a member  of  the  board  of  direc- 
tors ot  North  Carolina  National  Bank  in  Wilmington, 
has  been  named  to  the  board  of  directors  at  North 
Carolina  Memorial  Hospital. 

Brown,  66,  a former  vice-president  of  NCNB- 
Wilmington,  was  appointed  to  the  hospital  board  by 
the  University  of  North  Carolina  at  Chapel  Hill  Board 
of  trustees  following  recommendation  by  the  hospital 
board. 


An  apple  a day  won’t 
keep  alcoholism  away! 

The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
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The  Wilmington  native  had  been  with  NCNB  since 
1948  until  his  retirement  in  1978.  He  served  as  senior 
vice  president  from  1960-78. 

Active  in  numerous  business  and  civic  organiza- 
tions, Brown  has  served  as  president  of  the  Eastern 
Business  Development  Corp.,  as  a trustee  at  New 
Hanover  Memorial  Hospital  in  Wilmington,  and  as  a 
member  of  the  United  Fund,  the  American  Red  Cross 
and  the  Chamber  of  Commerce. 

He  currently  serves  as  director  of  the  Cornelia 
Nixon  Davis  Nursing  Home,  as  a member  of  the  City 
Parking  Commission  in  Wilmington  and  as  a trustee  of 
the  Champion  McDowell  Davis  Charitable  Founda- 
tion. 

* * * 

Dr.  Eugene  S.  Mayer,  professor  of  family  medicine 
and  medicine  and  associate  dean  of  the  School  of 
Medicine,  has  been  elected  president  of  the 
Durham-Orange  Medical  Society  for  1980. 

Mayer  is  also  director  of  the  state’s  Area  Health 
Education  Centers  program  and  adjunct  associate 
professor  in  the  School  of  Public  Health. 

The  Durham-Orange  Medical  Society,  with  a mem- 
bership of  more  than  600  physicians,  works  to  im- 
prove the  health  in  the  two  counties  by  organizing 
projects  to  attack  specific  health  problems,  by  estab- 
lishing information  programs  and  by  sponsoring  con- 
tinuing education  programs  for  practicing  physicians. 

* * * 

Heather  Notermans,  an  intensive  care  nurse  at 
North  Carolina  Memorial  Hospital,  has  been  certified 
by  the  American  Association  of  Critical  Care  Nurses 
in  recognition  of  her  expertise  in  the  field.  Notermans 
is  a nurse  clinician  in  N.C.  Memorial’s  1CU. 

Notermans,  a native  of  London,  worked  in  several 
large  teaching  hospitals  in  England  before  coming  to 
N.C.  Memorial  in  April  1978. 

N.C.  Memorial  is  setting  up  a series  of  courses  to 
help  other  ICU  nurses  who  are  interested  in  studying 
for  critical  care  certification. 

* * * 

An  endangered  species’  fight  for  survival  was  given 
a boost  recently  by  eye  specialists  at  the  University  of 
North  Carolina  at  Chapel  Hill  medical  center.  They 
performed  cataract  surgery  to  help  a ruddy-headed 
goose  see  his  way  clear  to  produce  offspring. 

The  15-year-old  male  goose,  which  lives  on  a wa- 
terfowl preserve  near  Greensboro,  had  previously  lost 
one  eye  in  an  accident.  Development  of  a cataract  on 
his  remaining  eye  left  the  goose  almost  totally  blind 
and  unable  to  mate. 

“Visual  stimuli  apparently  are  very  important  in  the 
mating  process,’’  explained  Dr.  Robert  Peifter,  a vet- 
erinary eye  specialist  who  works  with  the  medical 
center’s  research  animals.  “We  just  wanted  to  restore 
sight  so  he  could  mate.’’ 

The  delicate  cataract  removal  was  performed  under 
a microscope  by  Dr.  Kenneth  Cohen. 


“We  just  thought  that  since  this  goose  was  a mem- 
ber of  an  endangered  species,  it  was  important  to 
provide  this  service  from  an  ecological  standpoint, 
said  Peiffer. 

* * * 

The  School  of  Medicine  has  been  awarded  a 
Wellcome  Visiting  Professorship  to  host  a distin- 
guished biochemist  and  1959  Nobel  prize  winner. 

Dr.  Arthur  Kornberg,  professor  of  biochemistry  at 
the  Stanford  University  School  of  Medicine,  will 
spend  April  28-May  2 at  UNC-CH , where  he  will  teach 
and  engage  in  discussions  with  students  and  faculty  of 
the  School  of  Medicine  and  the  Cancer  Research 
Center. 

This  year,  UNC-CH  is  among  1 8 universities  to  host 
a Wellcome  Visiting  Professor  chosen  by  the  Federa- 
tion of  American  Societies  for  Experimental  Biology 
and  the  Burroughs  Wellcome  Fund. 

The  Cancer  Research  Center  is  sponsoring 
Kornberg’s  visit.  While  here,  Kornberg  also  will  de- 
liver the  distinguished  Wellcome  Lecture  on  a subject 
related  to  biochemistry  on  April  29. 

* * * 

Dr.  Brian  Stabler,  associate  professor  of  psychia- 
try, has  been  awarded  a New  Investigator  Research 
Grant  by  the  Cystic  Fibrosis  Foundation.  The  award, 
totaling  more  than  $29,000,  will  support  Dr.  Stabler’s 
study,  titled^ ‘Facilitating  Positive  Psychosocial 
Adaptation  in  Children  with  Cystic  Fibrosis  by  In- 
creasing Family  Communication  and  Problem-Solv- 
ing Skills.’’ 

“Dr.  Stabler’s  research  will  eventually  help 
psychological  as  well  as  medical  specialists  in  their 
efforts  to  improve  the  quality  of  life  for  a chronically  ill 
patient  and  his  family,”  said  Robert  P.  Pace,  president 
of  the  N.C.  chapter  of  the  CF  Foundation. 

* * * 

Dr.  Donald  C.  Whitenack,  associate  professor  of 
family  medicine,  has  been  named  a fellow  of  the 
American  Academy  of  Family  Physicians. 

* * * 

Dr.  Frank  C.  Wilson,  professor  and  chief  of  or- 
thopaedic surgery,  participated  in  the  meeting  of  the 
House  of  Delegates  of  the  American  Medical  Associ- 
ation at  the  interim  meeting  of  the  association  Nov. 
30-Dec.  5 in  Honolulu.  Wilson  represented  the  Ameri- 
can Academy  of  Orthopaedic  Surgeons  in  the  House 
of  Delegates. 

* * * 

Dr.  Philip  D.  Buchanan,  adjunct  assistant  professor 
of  pediatrics,  presented  a seminar  on  “Gene  Regula- 
tion and  Preliminary  Linkage  Studies  of  Human  Im- 
munoglobulin Genes  Using  Human-Mouse  Hybrids” 
Dec.  5 at  Princeton  University’s  Department  of  Bio- 
chemical sciences. 
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Dr.  David  L.  Beckman,  professor  of  physiology  at 
the  East  Carolina  University  School  of  Medicine,  has 
received  a grant  from  the  National  Research  Council 
to  attend  the  International  Congress  of  Physiological 
Sciences  in  July  in  Budapest,  Hungary. 

Beckman  will  present  a paper  dealing  with  the  ef- 
fects of  stress  on  the  development  of  respiratory  dis- 
tress syndrome,  particularly  pneumonia.  The  grant 
provides  air  travel  to  Budapest  and  Milan,  Italy,  the 
site  of  a major  conference  on  respiration  also  being 
held  in  Europe  this  summer. 

According  to  Beckman,  car  accidents,  major  burns 
and  some  surgical  procedures  cause  general  stress 
which  may  stimulate  the  nervous  system  in  a way  that 
produces  pneumonia.  His  data  indicate  the  condition 
is  caused  by  stimulation  of  the  nervous  system  and  not 
activity  of  the  adrenal  gland  previously  thought  to 
trigger  the  syndrome.  Beckman's  studies  focus  on 
head  injuries.  He  reports  that  in  one  animal  model  65 
percent  of  the  head  injuries  produced  pneumonia. 

The  School  of  Medicine’s  new  vivarium  opened  in 
January  at  the  school’s  health  science  campus  adja- 
cent to  Pitt  County  Memorial  Hospital.  The  $2.5  mil- 


lion facility  and  a nearby  utility  plant  are  the  first  two 
buildings  to  open  on  the  40-acre  site  that  will  be  the 
permanent  home  for  the  school.  The  vivarium  makes 
available  needed  research  services  to  clinical  faculty 
whose  offices  are  located  in  the  hospital  teaching 
addition. 

* * * 

Several  faculty  members  recently  have  received 
grants  to  support  their  research  and  medical  school 
programs. 

Drs.  Judith  M.  Thomas,  Francis  T.  Thomas  and 
Andre  Van  Rij  from  the  Department  of  Surgery  re- 
ceived a $33,347  grant  from  the  National  Institutes  of 
Health  for  a project  on  “Cellular  Immunity  in  Renal 
Transplant  Recipients."  Another  project,  “Action  of 
Rabbit  Anti-Human  Thymocyte  Globulin,”  is  sup- 
ported by  an  $80,326  grant  from  NIH. 

Dr.  Andrea  L.  Hunter,  assistant  professor  of 
pharmacology,  is  investigating  “Hepatotoxic  Effects 
of  Thiono-Sulfur  Compounds”  under  a $40,963  grant 
from  the  Public  Health  Service. 

Dr.  George  J.  Kasperek,  associate  professor  of  bio- 
chemistry, has  received  $3,000  from  the  N.C.  United 
Way  to  study  “Hepatic  Protein  Loss  in  Exercised 
Rats.” 

* * * 

The  medical  school's  second  annual  Health  Law 
Forum  will  be  held  April  17-18  in  Greenville.  Edward 
E.  Hollowell.  lecturer  in  forensic  pathology,  will  serve 
as  program  director. 


Free,  Professional,  Confidential 

Problem  Pregnancy  Counseling 

Our  counselor  will  travel  to  your  patient 
if  she  cannot  come  to  our  office. 


The  Children’s  Home  Society  of  N.C.,  Inc. 

founded  1903 

P.O.Box  6587  Greensboro,  N.C.  27405 


Asheville  (704)  258-1661 
Chapel  Hill  (919)  929-4708 
Charlotte  (704)  334-2854 


Fayetteville  (919)  483-8913 
Greensboro  (919)  274-1538 
Greenville  (919)  752-5847 


Wilmington  (919)  799-0655 
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PRACTICE  MANAGEMENT  PRIMER 
HOW  TO  GET  YOUR  DAY  IN  COURT 

DO  accept  patients  that  are  critical  of  your  peers  and  have  “doctor  shopped’’  all  over  town. 

DON’T  participate  in  CME  as  this  may  reduce  future  allegations  of  misdiagnosis,  inappro- 
priate drug  regime,  outdated  information  and  surgical  procedures. 

DO  be  critical  of  another  doctor  or  his  management.  That  you  were  not  “there”  and  have 
incomplete  information  is  unimportant. 

DON’T  involve  the  patient.  Remain  aloof  and  adopt  the  master  and  servant  atmosphere. 
Then  when  a possible  complication  or  bad  result  occurs,  it  s all  your  fault. 

DO  obliterate  or  cunningly  change  record  errors  rather  than  circle  the  erroneous  entry  and 
correct  it  in  the  margin,  dated  and  initialed. 

DON’T  keep  detailed,  neat  and  orderly  records  as  this  will  indicate  your  carelessness  and 
disorganization.  Also,  don’t  record  broken  appointments  or  the  patient’s  failure  to  follow 
your  instructions. 

DO  all  you  can  to  avoid  patient  and  family  when  there  is  an  untoward  event.  An  attitude  of 
genuine  concern  with  appropriate  explanations  will  only  renew  their  confidence  and  lead 
them  to  believe  you  are  aggressively  managing  the  situation. 

DON’T  seek  a consultation  when  appropriate.  This  could  benefit  the  patient  or  support 
your  position. 

DO  persist  with  high  pressure  billing  practices  that  could  inflame  a patient,  for  without  first 
reviewing  the  chart  or  making  a sincere  effort  to  determine  the  reason  for  the  delinquency, 
there  may  be  a genuine  issue. 

DON’T  be  cognizant  of  your  office  staff.  Their  unconcerned  curtness,  inappropriate  ap- 
pointment scheduling  and  lack  of  empathy  can  cause  a patient  to  seek  redress  against 

you. 

Adhering  to  the  above  may  enable  you  to: 

Be  served  with  a Summons  and  Complaint. 

Have  your  name  brought  to  the  attention  of  the  news  media. 

Take  time  off  from  your  practice. 

Spend  some  sleepless  nights. 

Meet  new  friends  (lawyers,  court  reporters,  peer  experts,  etc.). 

Pay  higher  insurance  rates. 


MEDICAL  LIABILITY  MUTUAL  INSURANCE  CO. 

BOX  27285,  RALEIGH,  N.C.  27611 
(919)828-9334 


Month  in 
Washington 


Soviet  military  adventuring,  growing  debate  on  the 
strength  and  readiness  of  our  armed  forces,  and  a 
presidential  election  foretell  little  attention  to  medical 
matters  in  the  second  session  of  the  96th  Congress. 
But  Capitol  Hill  soothsayers  have  not  always  been 
correct. 

I he  president,  in  his  State  ot  the  Union  message, 
asked  the  Congress  to  approve  his  plan  for  national 
health  insurance,  stating  it  is  “ . . . the  solution  to  the 
thirty  years  of  congressional  battles  on  national  health 
insurance."  He  also  urged  the  Senate  to  rescue  his 
hospital  cost  containment  proposal,  declaring  that  the 
"longer  we  delay  enacting  cost  containment,  the  more 
expensive  our  fight  against  hospital  inflation  will  be- 
come. I he  president  later  in  his  budget  message 
spelled  out  more  details  of  his  administration's  think- 
ing about  the  federal  government’s  health  policies. 

* * * 

The  C alter  administration  has  asked  Congress  to 
approve  a $61  billion  budget  for  health  programs,  $5 
billion  more  than  last  year,  largely  because  of  the 
increased  cost  of  Medicare  and  Medicaid. 

1 he  budget  for  fiscal  1981,  the  year  starting  October 
1,  was  marked  by  "overall  fiscal  restraint”  due  to  the 
exigencies  of  inflation  and  international  confronta- 
tions, but  most  health  programs  were  ticketed  for 
modest  increases.  The  notable  exception  was  aid  for 
medical  education,  where  the  administration  again 
proposed  eliminating  capitation  aid  and  reducing 
funds  for  nurses’  training. 

A renewed  plea  was  made  for  passage  of  President 
Caitei  s National  Health  Plan,  but  significantly,  no 
start-up  funds  were  set  forth  in  the  budget. 

I he  administration  also  optimistically  assumes  that 
Congress  will  approve  the  Hospital  Cost  Containment 
Act  (with  a claimed  result  of  annual  "savings”  of  $700 
million)  despite  House  defeat  last  year. 

The  Health,  Education  and  Welfare  Department 
asked  for  $222.9  billion,  of  which  $153  billion  rep- 
resented Social  Security  disbursements  and  $51  bil- 
lion was  for  Medicare  and  Medicaid,  up  $5  billion. 

I he  budget  allocated  $326  million  for  support  of 
health  professions  training  programs  but  states  that 
by  1990  the  supply  will  exceed  the  need,  especially  for 
physicians.  I he  end  of  capitation  grants  to  medical 
schools,  a serious  fiscal  blow  to  the  schools,  would  be 
accompanied  by  a $77  million  cut  in  support  of  nurse 
education. 

! he  administration  s new  health  manpower  pro- 


giam  has  not  yet  been  sent  to  Congress,  so  the  law- 
makers probably  won't  have  time  to  act  this  year  and 
may  pass  a one-year  extension  of  existing  aid. 

I he  budget  provides  a $17.7  million  increase,  up  to 
$83.2  million,  for  expanded  programs  to  train  primary 
care  physicians. 

An  additional  765  new  and  converted  first-year 
family  medicine  residencies  will  be  created  nationally 
bringing  the  total  to  3,265.  Also  proposed  are  147  new 
first-year  residencies  in  other  primary  care  specialties 
such  as  general  internal  medicine  and  general  pediat- 
rics. 

Support  toi  direct  health  services  in  community 
health  centers  and  migrant  health  centers  would  be 
$436  million,  an  increase  of  $54  million. 

1 he  budget  for  the  National  Health  Service  Corps 
(NHSC)  would  total  $134  million,  up  $52  million.  This 
would  increase  the  present  corps  by  1,700  so  that 
4,500  health  care  professionals  would  be  serving.  At 
the  same  time,  the  NHSC  scholarship  program,  with 
an  additional  $8  million,  would  be  providing  $94  mil- 
lion in  support  of  6,700  students  who  later  would  join 
the  corps. 

Funds  lot  the  maternal  and  child  health  grants  to 
states  and  family  planning  programs  were  set  at  $537 
million,  a $27  million  increase. 

A total  of  $565  million  was  earmarked  for  the  Indian 
Health  Service,  a $50  million  increase. 

The  administration  is  requesting  $69  million  — a $ 10 
million  increase  — to  support  36  new  Health  Mainte- 
nance Organizations  (HMOs)  and  to  expand  47  exist- 
ing HMO  plans. 

The  president’s  budget  request  for  all  mental  health 
activities  in  1981  is  $671.3  million:  $367,775,000  for 
services,  $162,964,000  for  research,  $90,354,000  for 
training,  $12,1 17,000  for  formula  grants  to  states  and 
$38,1 13,000  for  administration. 

The  Medicare  and  Medicaid  programs  would  be 
expanded.  Legislation  will  be  sought  to  eliminate  the 
Medicare  requirement  that  beneficiaries  be  hos- 
pitalized for  three  days  before  they  are  eligible  for 
home  health  care  services.  Funds  were  proposed  fora 
Medicare  demonstration  project  to  determine  the 
costs  and  practicality  of  payment  to  home  health  aides 
for  providing  routine  homemaker  services,  in  con- 
junction with  home  health  care. 

I he  overall  Medicare  and  Medicaid  budget  request 
for  1981  is  $53.2  billion,  an  increase  of  $5.4  billion. 
This  proposal  includes  $403  million  for  the  Child 
Health  Assurance  Program  (CHAP)  now  under  con- 
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Entire  Colon— 

Hemoccult®  test  or  colonoscopy 


8 cm.  — Digital  examination 


25  cm. -Sigmoidoscopy 


Hemoccult 


The  world’s  leading  test  for 
fecal  occult  blood. 


Send  to: 


SJG 


SmithKIine  Diagnostics 

lU  880  West  Maude  Avenue,  P.O.  Box  61947 


Sunnyvale,  CA  94086 


r — | Please  send  me  the  Hemoccult  IF  Physician  s 
LJ  Complimentary  Starter  Package. 


Name 


Medical  Specialty 

Address 

City 


state 


Phone 


Routine  digital  examination 
explores  only  8 cm.  of  the  colon. 
Sigmoidoscopy  reveals  an  additional 
17  cm.  But  colorectal  cancer  can  occur 
throughout  the  colon.  And  it's  often 
asymptomatic. 

That’s  why  the  Hemoccult®  test  is  so 
valuable  as  a preliminary  diagnostic  screen. 
The  Hemoccult®  test  is  a reliable  detector 
of  blood  throughout  the  colon. 

In  addition,  it’s  accurate,  inexpensive, 
simple  to  use  and  easy  to  read.  The  test 
can  be  done  in  your  office  in  minutes, 
or  given  to  your  patient  to  take  home  and 
return  by  mail. 

More  than  1 14,000  cases  of  colorectal 
cancer  will  occur  in  the  United  States 
this  year.  The  earlier  they  are  diagnosed, 
the  greater  the  chances  for  successful 
treatment.  Send  for  your  free  Hemoccult® 
starter  package,  today. 


distributors,  nationwide. 


Hemoccult®  is  available  through  local 
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in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectsf 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


*This  drug  has  been  classified  probably"  effective  in  treating 
functional  bowel/irritable  bowel  syndrome. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  “prob- 
ably" effective: 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis, 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE.  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-etfective  indications 
requires  further  investigation 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis,  myasthenia  gravis.  WARNINGS  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with  Autonomic  neuropathy  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  ol 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  ot 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness;  insom- 
nia; nausea;  vomiting;  impotence;  suppression  of  lactation,  con- 
stipation; bloated  feeling,  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mg.  capsule  and  syrup:  Adults:  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants : 'h 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water  ) Bentyl  20  mg.  Adults:  1 tablet  three  or  tour 
times  daily  Bentyl  Injection  Adults  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing.  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholme"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October.  1978. 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES, INC  , Swiftwater.  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES,  Division  of  Richardson-Merrell  Inc , Cincinnati 
Ohio  45215,  U S A 


Merrell 

MERRELL  NATIONAL  LABORATORIES 
Division  ol  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215.  U S A 


sideration  in  the  Congress.  CHAP  would  extend 
health  care  to  an  additional  two  million  poor  children 
not  now  eligible  for  Medicaid. 

Expanded  services  to  migrant  children  and  to  poor 
children  in  urban  areas  would  result  from  a proposed 
$90  million  increase  in  the  budget  for  the  Head  Start 
Program. 

I he  budget  targets  $859  million,  up  $87  million,  for 
the  Public  Health  Service  to  promote  healthful  life- 
styles, provide  preventive  health  services  and  protect 
consumers  and  persons  in  the  workplace. 

The  National  Institutes  of  Health  budget  is  $3.6 
billion,  a $139  million  increase.  Only  minor  additional 
funds  were  sought  for  the  1 1 institutes.  The  National 
Cancer  Institute  continues  to  get  the  most,  $1  billion, 
with  Heart,  Lung  and  Blood  next  at  $548  million. 

* * * 

The  administration  plans  to  amend  its  National 
Health  Plan  to  eliminate  the  requirement  that  reim- 
bursable chiropractic  services  can  be  provided  only 
on  referral  from  physicians. 

Stuart  Eizenstat,  domestic  affairs  aide  to  Presi- 
dent Carter,  told  the  American  Chiropractic  Associa- 
tion and  the  International  Chiropractors  Association 
in  a letter  that  “initial  specifications  for  the  ad- 
ministration's legislation  were  altered  to  provide  a 
definite  role  for  chiropractors”  following  talks  with 
chiropractic  officials. 

HEW  will  soon  be  sending  Congress  a technical 
amendment  to  provide  chiropractors  a greater  role  in 
the  plan,  according  to  Eizenstat. 

The  Medicare-Medicaid  amendments  being  consid- 
ered in  the  House  and  Senate  also  relax  requirements 
for  chiropractic  reimbursement.  The  House  measure 
changes  present  requirements  by  reimbursing  chiro- 
practors for  the  costs  of  x-rays  to  diagnose  subluxa- 
tion of  the  spine.  Reimbursement  also  is  allowed  if 
subluxation  is  demonstrated  through  clinical  finding 
without  x-ray.  The  Senate  bill  follows  the  latter  provi- 
sion, simply  dropping  the  requirement  for  x-ray  to 
demonstrate  subluxation. 

* * * 

American  physicians  have  chalked  up  a “massive 
accomplishment”  in  keeping  medical  fees  below  the 
Consumer  Price  Index  (CPI)  in  a time  of  galloping 
inflation,  according  to  James  H.  Sammons,  M.D., 
executive  vice  president  of  the  AMA. 

Physicians  “have  clearly  demonstrated  their  inten- 
tion to  make  the  Voluntary  Effort  (VE)  work,”  Dr. 
Sammons  said.  “We  are  going  to  continue  to  extend 
our  best  efforts,”  he  pledged. 

Commenting  on  the  impact  of  the  VE  since  its  1977 
inception.  Dr.  Sammons  told  a Washington,  D.C., 
news  conference  the  results  mark  “a  rare  occasion  in 
history,  when  a professional  group  has  voluntarily 
restrained  the  rate  of  increase  in  its  fees  which  now 
stands  three  percentage  points  below  the  CPI.  “The 
achievement  is  all  the  more  noteworthy  because  the 
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buying  power  of  physicians  has  dropped  10  percent  in 
the  past  eight  years,”  he  added. 

Figures  released  at  the  briefing  showed  that  the 
nation's  hospitals  have  saved  consumers  more  than 
$2.88  billion  since  the  VE  was  established  and  that 
during  most  of  this  period  the  rate  of  increase  in  physi- 
cians' fees  has  consistently  been  several  points  below 
the  all-items  index  of  the  CPI.  Price  increases 
throughout  the  health  care  field  have  been  more  mod- 
erate than  the  overall  CPI.  The  latest  statistics  show 
that  the  medical  index  was  lower  than  the  overall  CPI 
for  the  13th  month  in  a row. 

Paul  Earle,  VE  executive  director,  said  the  VE 
goals  include  a continued  campaign  to  restrain  the 
increase  in  health  care  costs  to  attain  a closer  relation- 
ship between  total  health  care  expenditures  growth 
and  growth  in  the  total  gross  national  product. 

The  national  increase  in  total  inpatient  community 
hospital  expenditures  in  1980  should  decline  by  1.5 
percent  from  1979,  contingent  on  no  increase  in  the 
rate  of  inflation  in  1980,  he  indicated. 

The  total  number  of  hospital  beds  in  the  nation 
should  be  held  at  the  level  as  of  December  31,  1978, 
adjusted  for  any  new  beds  added  due  to  certificate- 
of-need  approvals  prior  to  that  date. 

The  latest  data  show  hospital  beds  increasing  at  the 
slowest  rate  (0.7  percent  for  the  first  nine  months  of 
1979)  since  1963,  the  first  year  for  which  data  are 
available. 

Physicians,  during  the  first  half  of  1980,  were  asked 
to  continue  voluntary  restraint  in  fee  increases  to 
maintain  the  1979  relationship  between  the  all-items 
index  and  the  physicians  service  index  of  the  CPI. 
This  target  will  be  reassessed  in  mid- 1980. 

The  VE  founding  members  are  the  AMA,  the 
American  Hospital  Association  and  the  Federation  of 
American  Hospitals.  In  addition  to  these  three  organi- 
zations, the  VE  partners  include  the  Blue  Cross/Blue 
Shield  Associations,  the  Health  Industry  Manufactur- 
ers Association,  the  Health  Insurance  Association  of 
America,  the  National  Association  of  Counties,  rep- 
resentatives of  business,  and  Virginia  Knauer  & As- 
sociates, a consumer  affairs  consulting  firm. 

* * * 

Some  of  the  toughest  and  most  far-reaching  social 
and  philosophical  questions  facing  medicine  are  on  the 
agenda  of  the  new  Presidential  Commission  for  the 
Study  of  Ethical  Problems  in  Medicine  and  Biomedi- 
cal and  Behavioral  Research. 

The  1 1-member  commission  has  conducted  its  first 
meeting  with  an  imposing  list  of  initial  assignments: 

• the  requirements  for  informed  consent  in  re- 
search and  medical  practice, 

• the  definition  of  death. 


• programs  for  genetic  testing,  counseling  and  edu- 
cation, 

• differences  in  the  availability  of  health  services 
by  income  or  place  of  residence, 

• the  confidentiality  and  privacy  of  medical  rec- 
ords. 

Commission  Chairman  Morris  Abram,  a New  York 
attorney,  said  “a  thoughtful  consideration  of  these 
subjects  reveals  great  concern  because  of  the  tensions 
which  have  resulted  from  enormous  strides  in  the 
natural  sciences. 

“The  once  simple  fact  of  death  has  been  rendered 
murky  by  machines  which  can  prolong  ordinary  vital 
functions,”  he  noted. 

“Informed  consent  becomes  complicated  when  ad- 
vanced therapies  are  difficult  to  explain  and  their  re- 
sults far  from  predictable. 

“Privacy  of  medical  care,  formerly  confidently  as- 
sumed, is  now  sorely  tested  by  the  proliferation  of 
technicians,  specialists  and  the  inevitable  records  and 
other  accoutrements  of  modern  medicine  and  life,” 
said  Abram. 

He  asked  if  there  is  any  way  to  wisely  and  fairly 
distribute  medical  care  not  only  on  the  basis  of  income 
and  geography  but  also  with  respect  to  age.  “In  other 
words,  should  the  society  concentrate  its  always  lim- 
ited medical  resources  to  barely  sustain  life  in  the  aged 
infirm  as  opposed  to  better  care  for  the  young? 

“The  hard  questions  are  endless  — but  they  are  not 
academic  and  the  answers  affect  the  quality  of  re- 
search. the  quality  of  life,  the  health  of  the  public  — 
and  the  pocketbook,”  said  Abram. 

Physician  members  of  the  Commission  are: 

Mario  Garcia-Palmieri,  M.D.,  professor  and  head 
of  the  Department  of  Medicine  of  the  University  of 
Puerto  Rico;  Donald  Medearis,  M.D.,  chief  of  chil- 
dren’s service  at  Massachusetts  General  Hospital; 
Charles  Wilder  , professor  of  pediatries  at  Harvard 
University;  Arno  G.  Motulsky,  M.D.,  professor  of 
medicine  and  genetics  and  director  of  the  Center  for 
Inherited  Diseases  at  the  University  of  Washington; 
Fritz  O.  Redlich,  M.D.,  professor  of  psychiatry  at  the 
University  of  California  at  Los  Angeles;  and 
Charles  J.  Walker,  a Nashville,  Tenn.  physician  in 
private  medical  practice. 

* * * 

The  Justice  Department  has  reported  that  100 
physicians  were  prosecuted  for  selling  drugs  illegally 
between  1972  and  1977.  The  drug  involved  was  a stim- 
ulant in  more  than  one-half  the  cases.  Only  one  in 
every  five  cases  involved  a narcotic.  Justice  said  that 
in  almost  all  cases  there  was  no  general  physical  ex- 
amination of  the  “patient”  before  distribution  of  the 
drug.  A majority  of  the  physicians  were  found  guilty 
and  received  prison  sentences. 
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OFFICIAL  CALL 
HOUSE  OF  DELEGATES 

pursuant  to  the  Bylaws,  Chapter  V,  Section  1: 

HOUSE  OF  DELEGATES 
Meetings  scheduled 

Notice  to:  Delegates,  Alternate  Delegates,  Officials  of 
the  North  Carolina  Medical  Society,  and  Presidents 
and  Secretaries  of  county  medical  societies. 

Sessions  of  the  HOUSE  OF  DELEGATES  will  convene  in  the 
Cardinal  Ballroom,  Pinehurst  Hotel,  Pinehurst,  North  Caro- 
lina, at  the  following  times: 

Thursday,  May  i,  1980— —10:00  a. in. — Opening  Session 
Saturday,  May  3,  1980—2:00  p.m.— Second  Session 

A member  of  the  CREDENTIALS  COMMITTEE  will  be  present  at  the 
Desk  in  the  Hotel  Lobby,  Thursday,  May  1,  1980,  from  8:30  a.m.  to 
12:30  p.m.  to  certify  Delegates.  Delegates  are  urged  to  bring  their 
Credential  Cards  for  presentation  at  the  Registration  Desk,  Delegate 
Badges  must  be  worn  to  be  seated  in  the  HOUSE  OF  DELEGATES. 


REFERENCE  COMMITTEE 
HEARINGS 


Reference  Committee  hearings  are  scheduled  to  begin  Thursday,  May  1,  1980,  at  2:00 


J.  B.  Warren,  M.D.,  President 
Henry  J.  Carr,  Jr.,  M.D.,  Speaker 
Jack  Hughes,  M.D.,  Secretary 
William  N.  Hilliard,  Executive  Director 


Highlights 
of  the 
Program 


NORTH  CAROLINA  MEDICAL  SOCIETY 
126TH  ANNUAL  SESSION 
May  1-4,  1980 

THURSDAY,  MAY  1 

8 00  am—  REGISTRATION  (West  Lobby) 

9 00  a. m. -12:00  Noon  — SECTION  ON  PUBLIC 

HEALTH  & EDUCATION  (Game  Room) 

9:00  a.m.  — AUDIO-VISUAL  PROGRAM  (HMS 
Bounty) 

10:00  a.m.  — HOUSE  OF  DELEGATES  — Opening 
Session  (Cardinal  Ballroom) 

10:30  a.m.  — SECTION  ON  UROLOGY  (Board 
Room) 

12:00  Noon  — SECTION  ON  OPHTHALMOLOGY 
— LUNCH  (Crystal  Room) 

12:00  Noon-5:00  p.m.  — SECTION  ON  OPH- 
THALMOLOGY (Crystal  Room) 

12:00  Noon-5 :00  p.m.  — SECTION  ON  NEUROL- 
OGY AND  PSYCHIATRY  (Dining  Room, 
Pinehurst  Country  Club) 

2:00  p.m.  — REFERENCE  COMMITTEE  HEAR- 
INGS (Cardinal  Ballroom  and  Game  Room) 

5:00  p.m. -7:00  p.m.  — NEUROLOGY  & PSYCHI- 
ATRY COUNCIL  MEETING  (Dining  Room, 
Pinehurst  Country  Club) 

5:30  p.m.  — SOCIAL  HOUR  — University  of  Vir- 
ginia (Room  240) 

5:30  p.m.  — SOCIAL  HOUR  — Section  on  Urology 
(Board  Room) 

6:00  p.m.  — SOCIAL  HOUR  — Mecklenburg 
County  Medical  Society  (West  Porch) 

6:00  p.m.  — RECEPTION  — North  Carolina  Medi- 
cal Society  Auxiliary  (Land  Sales  Office) 


FRIDAY,  MAY  2 

8:30  a.m.  — CONJOINT  SESSION  — North  Caro- 
lina Medical  Society  and  the  North  Carolina  Di- 
vision of  Health  Services  (Cardinal  Ballroom) 
9:00  a.m.  — FIRST  GENERAL  SESSION  (Cardinal 
Ballroom)  SURGERY  SESSION  — presented 
by  the  Department  of  Surgery,  University  of 
North  Carolina,  Chapel  Hill 
9:00  a.m.  — AUDIO-VISUAL  PROGRAM  (HMS 
Bounty) 

9:00  a.m. -10:30  a.m.  — Executive  Committee 
Meeting  — Section  on  Pediatrics  (Parlor  #129) 


9:00  a.m. -12:00  Noon  — SECTION  ON  OTOLAR- 
YNGOLOGY & MAXILLOFACIAL  SUR- 
GERY (Banquet  Room,  Pinehurst  Country 
Club) 

9:30  a.m. -12:00  Noon  — COMMISSION  FOR 
HEALTH  SERVICES  (Game  Room) 

10:30  a.m.  — Liaison  Committee  Meeting  — N.C. 

Pediatric  Society  (Crystal  Room) 

12:00  Noon  — Liaison  Committee,  N.C.  Pediatric 
Society  — LUNCH  (Crystal  Room) 

12:30  p.m. -2:00  p.m.  — Executive  Committee  Meet- 
ing NCOA  (Board  Room) 

12:30  p.m.  — SECTION  ON  SURGERY  — Business 
Meeting  (Cardinal  Ballroom) 

1:00  p.m.  — North  Carolina  Society  of  Internal 
Medicine  — Council  Meeting  (Merion  Cottage) 
LOO  p.m. -5:00  p.m.  — SECTION  ON  EMER- 
GENCY MEDICINE  (Game  Room) 

2:00  p.m. -5:00  p.m.  — SECTION  ON  FAMILY 
PRACTICE  (Main  Lobby,  Pinehurst  Country 
Club) 

2:00  p.m. -5:00  p.m.  - SECTION  ON  ORTHO- 
PAEDICS (Cardinal  Ballroom) 

2;00  p.m.  — SECTION  ON  OBSTETRICS  AND 
GYNECOLOGY  — Business  Meeting  (Parlor 
#129) 

2:00  p.m. -5:00  p.m.  — SECTION  ON  PEDIATRICS 
(Crystal  Room) 

3:00  p.m.  — SECTION  ON  INTERNAL  MEDI- 
CINE — Business  Meeting  (Merion  Cottage) 
5:30  p.m.  — SOCIAL  HOUR  — North  Carolina 
Society  of  Internal  Medicine  (Merion  Cottage) 
5:30  p.m.  — SOCIAL  HOUR  — Section  on  Ortho- 
paedics (HMS  Bounty) 

6:00  p.m. -7:00  p.m.  - SOCIAL  HOUR  - UNC 
Medical  Alumni  (West  Porch) 

6:30  p.m. -7:30  p.m.  — SOCIAL  HOUR  & DINNER 
— Bowman  Gray  School  of  Medicine  (Cardinal 
Ballroom) 

6:30  p.m. -7:30  p.m.  — SOCIAL  HOUR  & DINNER 
— Duke  Medical  Alumni  (Banquet  Room,  New 
Members  Club,  Pinehurst  Country  Club) 

7:00  p.m.  — BOARD  MEETING  — North  Carolina 
Radiology  Society  (Board  Room) 


SATURDAY,  MAY  3 

7-45  a.m.  — Meeting  — EDITORIAL  BOARD, 
NORTH  CAROLINA  MEDICAL  JOURNAL 
(Parlor  #129) 
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8:00  a. m. -1:00  p.m.  — SECTION  ON  PATHOL- 
OGY (HMS  Bounty) 

8:00  a. m. - 12:00  Noon  — SECTION  ON  DER- 
MATOLOGY (Crystal  Room) 

8:30  a. m. -5:00  p.m.  — SECTIONS  ON  RADIOL- 
OGY & NUCLEAR  MEDICINE  (Banquet 
Room.  New  Members  Club,  Pinehurst  Country 
Club) 

9:00  a.m.  — SECOND  GENERAL  SESSION  — 
Medical  Session  (Cardinal  Ballroom)  presented 
by:  Department  of  Medicine,  Bowman  Gray 
School  of  Medicine,  Winston-Salem 

9:00  a.m. -12:00  Noon  — SECTION  ON  PLASTIC  & 
RECONSTRUCTIVE  SURGERY  — Business 
Meeting  (Board  Room) 

1.00  p.m.  — LUNCH  — SECTION  ON  NEURO- 
LOGICAL SURGERY 

2:00  p.m.  — HOUSE  OF  DELEGATES  — Second 
Session  (Cardinal  Ballroom) 

2:00  p.m. -5:00  p.m.  — SECTION  ON  NEURO- 
LOGICAL SURGERY  (Crystal  Room) 


SUNDAY,  MAY  4 

8:00  a.m.  — BREAKFAST  MEETING  — (Crystal 
Room) 

“HOSPICE  CONCEPT” 

Dan  Gottovi,  M.D.,  Wilmington 
Sponsored  by:  Committee  on  Ethics  & Religion, 
Gloria  F.  Graham,  M.D.,  Chairman,  Wilson 
(Go  through  Buffet  line  then  into  Crystal  Room) 


CONJOINT  SESSION 

Friday,  May  2,  1980  Cardinal  Ballroom 

8:30  a.m. -9:00  a.m. 

CONJOINT  SESSION  — 

Noi th  Carolina  Division  of  Health  Services  and 
North  Carolina  Medical  Society 
Hugh  H.  1 ilson,  M.D.,  Director 


GENERAL  SESSIONS 

FIRST  GENERAL  SESSION 

Friday,  May  2,  1980  Cardinal  Ballroom 

9:00  a.m. -12:00  Noon 
Convene  Session 

Presiding:  J.  B.  Warren,  M.D.,  President,  New  Bern 
Invocation: 

Surgical  Session 

Department  of  Surgery,  University  of  North  Caro- 
lina, Chapel  Hill 

MODERATOR:  Colin  G.  Thomas,  Jr.,  M.D. 

9:05  a.m.  — COMPLETE  SURGICAL  TREAT- 
MENT OF  CORONARY  ARTERY  DIS- 
EASE, Peter  J.  K.  Starek,  M.D.,  Associate 
Professor,  Division  of  Cardiothoracic  Surgery 


9:20  a.m.  — NEONATAL  NECROTIZING  EN- 
TEROCOLITIS — SURGICAL  MANAGE- 
MENT, Robert  D.  Croom,  III,  M.D.,  As- 
sociate Professor,  Department  of  Surgery 
9:35  a.m.  — TOTAL  HIP  REPLACEMENT,  Paul 
H.  Wright,  M.D.,  Assistant  Professor,  Divi- 
sion ot  Orthopaedic  Surgery 
9:50  a.m.  — PRIMARY  MAXILLARY  SINUS 
CANCER:  PROGNOSTIC  FAC- 

IORS,  J.  Patterson  Browder,  M.D.,  Assistant 
Professor,  Division  of  Otolaryngology 
10:05  a.m.  — RECONSTRUCTION  OF  THE 
BREAST,  G.  Peter  Dingeldein,  M.D.,  Fellow, 
Division  of  Plastic  and  Reconstructive  Surgery 
10:20a.m.  — EXTRACRANIAL,  INTRACRANIAL 
ANASTOMOSIS,  Stephen  C.  Boone,  M.D., 
Associate  Piotessor,  Division  of  Neurosurgery 
10:35  a.m.  —THE  USE  OF  l125  SEED  IMPLANTA- 
TION IN  THE  TREATMENT  OF  PROS- 
TATIC CANCER,  J.  Pack  Hindsley,  Jr., 
M.D.,  Assistant  Professor,  Division  of  Urol- 
ogy 

10:50  a.m.  — THE  PERIPHERAL  VASCULAR 
DISEASE  LABORATORY  AND  ITS  ROLE 
IN  PATIENT  CARE,  Steven  J.  Burnham, 
M.D.,  Assistant  Professor,  Division  of  Vascu- 
lar Surgery 

11:05  a.m.  — BREAK 

11:20  a.m.  — HOOPER  MEMORIAL  LECTURE, 
PORTAL  HYPERTENSION  — OPTIONS 
FOR  SURGICAL  MANAGEMENT,  George 
Johnson,  Jr.,  M.D.,  Professor  and  Chief,  Divi- 
sion of  Vascular  Surgery 


SECOND  GENERAL  SESSION 

Saturday,  May  3,  1980  Cardinal  Ballroom 

9:00  a.m. -12:00  Noon 

Convene  Session 

Presiding:  Kenneth  E.  Cosgrove,  M.D.,  First  Vice 
President,  Hendersonville 

Medical  Session 

Department  of  Medicine,  Bowman  Gray  School  of 
Medicine,  Winston-Salem 

MODERATOR:  Joseph  E.  Johnson,  III,  M.D. 

9:00  a.m.  — SINGLE  DOSE  THERAPY  OF  URI- 
NARY TRACT  INFECTIONS,  Patricia 
Adams,  M.D.,  Assistant  Professor  of  Medicine 
(Nephrology) 

9:30  a.m.  — ADULT  IMMUNIZATIONS,  Samuel 
Pegram,  M.D.,  Assistant  Professor  of  Medi- 
cine (Infectious  Diseases) 

10:00  a.m.  — RECOGNITION  OF  PULMONARY 
EMBOLISM,  Kenneth  Gallup,  M.D.,  Assis- 
tant Professor  of  Medicine  (Pulmonary) 

10:30  a.m.  — QUESTIONS  AND  ANSWERS 

10:40  a.m.  — COFFEE 

11:00  a.m.  — MANAGEMENT  OF  BREAST 
CANCER,  Hyman  M uss,  M.D.,  Associate 
Professor  ot  Medicine  ( Hematology/Oncology) 
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1 1 ;30  a.m.  —CURRENT  STATUS  OF  CORONARY 
BYPASS  SURGERY,  Barry  Hackshaw, 
M.D.,  Assistant  Professor  of  Medicine  (Car- 
diology) 

12:00  Noon  — ANNUAL  ADDRESS  OF  THE 
PRESIDENT,  J.  B.  Warren,  M.D.,  President, 
New  Bern 


SECTION  ON  PUBLIC  HEALTH 
AND  EDUCATION 
Thursday,  May  1,  1980 

CHAIRMAN:  Ruth  B.  Burroughs,  M.D.,  Raleigh 
PROGRAM  CHAIRMAN:  Lewis  L.  Bock,  M.D., 
Raleigh 

9:00  a.m. -12:00  Noon Game  Room 

Scientific  Session 

PEDIATRIC  APPROACHES  TO  PREVENTIVE 
CARDIOLOGY,  Sue  Kimm,  M.D.,  M.P.H.  (Epi- 
demiology), M.S.  (Nutrition),  Duke  University 
Medical  Center,  Durham 

EXPERIENCES  WITH  PROPOXYPHENE  (DAR- 
VON):  PREVENTIVE  ASPECTS,  Arthur  J. 
McBay,  Ph.D.,  Page  Hudson,  M.D.,  Office  of  the 
Chief  Medical  Examiner,  University  of  North  Car- 
olina, Chapel  Hill 

HEALING:  DO  THEY  WANT  IT?  — DISPARITY 
BETWEEN  PROVIDER  AND  PATIENT  VAL- 
UES, Deborah  Bender,  M.A.  (Anthropology), 
Clinical  Instructor,  Department  of  Health  Admin- 
istration, UNC  School  of  Public  Health,  Chapel  Hill 

Business  Meeting 

Election  of  Officers,  Delegate,  Alternate  Delegate 
for  1980-1981 


SECTION  ON  UROLOGY 

Thursday,  May  1,  1980 

CHAIRMAN:  Grover  W.  White,  M.D.,  Gastonia 

10:30  a.m. -12:30  p.m Board  Room 

Business  Session 

10:30  a.m.  — Business  Meeting:  Election  of  Officers, 
Delegate  and  Alternate  Delegate  for  1980-1981 

Scientific  Session 

1 1 : 15  a.m.  — UROLOGY  UPDATE,  Lloyd  H.  Harri- 
son, M.D.,  Associate  Professor  of  Urology, 
Bowman  Gray 

11:45  a.m.  — CURRENT  TRENDS  IN  URORADI- 
OLOGY,  Joseph  W.  Hooper,  Jr.,  M.D.,  Past 
President,  Southeastern  Section,  American 
Urological  Association,  Wilmington 


SECTION  ON  OPHTHALMOLOGY 

Thursday,  May  1,  1980 

CHAIRMAN:  David  B.  Sloan,  Jr.,  M.D.,  Wilmington 
PROGRAM  CHAIRMAN:  John  W.  Reed,  M.D., 
Winston-Salem 


12:00  Noon-5:00  p.m Crystal  Room 

12:00  Noon-1 :50  p.m.  — Lunch  and  Business  Session 
— Election  of  Officers,  Delegate,  Alternate 
Delegate  for  1980-1981 


Scientific  Session 

2:00  p.m.— COPELAND  INTRAOCULAR  LENS 
— FOLLOWUP  ON  FIRST  FIFTY  IM- 
PLANTS, Martin  J.  Kreshon,  M.D.  and  John 
A.  Young,  M.D.,  Charlotte 
210  p.m.  — A REVIEW  OF  EXTRACAPSULAR 
TECHNIQUES  WITH  INTRAOCULAR 
LENS,  Steven  M.  White,  M.D.,  Greenville 
2:20  p.m.  — SECONDARY  INTRAOCULAR 
LENS  IMPLANTATION,  Charles  W.  Tillett, 
M.D.,  Charlotte 

2:30  D.m.  — INPATIENT  VERSUS  OUTPATIENT 
‘CATARACT  SURGERY  WITH  INTRAOC- 
ULAR LENS,  Robert  G.  Martin,  M.D.  and 
George  W.  Tate,  Jr.,  M.D.,  Southern  Pines 
2:40  p.m.  — DISCUSSION 

2:45  p.m.  — CONTINUOUS  WEAR  SILICONE 
CONTACT  LENSES  IN  APHAKIA,  Gary  N. 
Foulks,  M.D.,  Durham 

2:55  p.m.  — AUTO-REFRACTION  — PRACTI- 
CAL CONSIDERATIONS,  J.  Lawrence 
Sippe,  M.D.,  Durham 

3:05  p.m.  — PSEUDOEXFOLIATION  FRE- 
QUENCY IN  THE  SOUTHEAST,  L.  Frank 
Cashwell,  M.D.,  Winston-Salem,  M.  Bruce 
Shields,  M.D.,  Durham 
3:15  p.m.  — DISCUSSION 
3:20  p.m.  — COFFEE  BREAK 
3:40  p.m.  — SCLERAL  BUCKLING  PROCE- 
DURES — FIVE  YEAR  EVALUATION, 
Harold  N.  Jacklin,  M.D.,  Greensboro 
3:50  p.m.  — VITREOUS  SURGERY  IN  THE 
MANAGEMENT  OF  APHAKIC  CYSTOID 
MACULAR  EDEMA,  Maurice  B.  Landers, 
III,  M.D.  and  Brooks  McCuen,  M.D.,  Durham 
4:00  p.m.  — COMPUTERIZED  TOMOGRAPHY 
OFTHE  PARASELLAR  REGION  FORTHE 
OPHTHALMOLOGIST,  Baird  S.  Grimson, 
M.D.,  Chapel  Hill 

4:10  p.m.  — ORBITAL  MANIFESTATIONS  OF 
CARCINOMA  OF  THE  BREAST,  J.  Richard 
Marion,  M.D.,  Winston-Salem 
4:20  p.m.  — DISCUSSION 

4:25  p.m.  — TISSUE  ADHESIVES  IN  OPH- 
THALMOLOGY, Kenneth  L.  Cohen,  M.D., 
Chapel  Hill 

4:35  p.m.  — THE  DIAGNOSIS  AND  INCIDENCE 
OF  DACRYOLITHS,  James  P.  Pressly,  M.D., 
Charlotte 

4:45  p.m.  — TIMOLOL  AFTER  CATARACT  EX- 
TRACTION, Stanley  D.  Braverman,  M.D.  and 
M.  Bruce  Shields,  M.D.,  Durham 
4:55  p.m.  — DISCUSSION 
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SECTION  ON  NEUROLOGY  AND  PSYCHIATRY 

Thursday,  May  1,  1980 

C HAIRMAN:  William  Fowlkes,  Jr.,  M.D.,  Raleigh 

PROGRAM  CHAIRMAN:  Peter  T.  Loosen,  M.D., 
Raleigh 

12:45  p.m.-4:00  p.m.:  Old  Dining  Room  — Pinehurst 
Country  Club 

Scientific  Session 

12:45  — CALL  TO  ORDER 

12:45-1:30  — BEHAVIORAL  TREATMENT  OF 
PERIPHERAL  VASCULAR  DISEASE-  CNS 
CONTROL  OF  AUTONOMIC  FUNCTION, 
Richard  S.  Surwit,  Ph.D.,  Duke  University 
Medical  Center,  Durham 

1:30-2:15  — NEUROENDOCRINE  CONTRIBU- 
TIONS TO  PSYCHIATRIC  RESEARCH- 
PRESENT  AND  POTENTIAL,  A.  J.  Prange, 
Jr.,  M.D.,  UNC  School  of  Medicine,  Chapel 

2:15-2:30  — COFFEE  BREAK 

2:30-3: 15  — EVALUATION  OF  PATIENTS  WITH 
PRESEN  I EE  DEMENTIA,  B.  Hurwitz, 
M.D.,  Duke  University  Medical  Center,  Dur- 
ham 

3:15-4:00  — ADVANCES  IN  THE  DIAGNOSIS  OF 
MUSCLE  DISEASES,  G.  B.  Hartwig,  M.D., 
Duke  University  Medical  Center,  Durham 

Business  Meeting 

Election  of  Officers,  Delegate,  Alternate  Delegate 
for  1980-1981 


SECTION  ON  OTOLARYNGOLOGY  AND 
MAXILLOFACIAL  SURGERY 

Friday,  May  2,  1980 

CHAIRMAN:  William  R.  Pitser,  M.D.,  Winston- 
Salem 

PROGRAM  CHAIRMAN:  G.  Patrick  Henderson, 
Jr.,  M.D.,  Pinehurst 

9.00  a. m. -1:00  p.m Banquet  Room 

New  Members  Club,  Pinehurst  Country  Club 

Scientific  Session 

9:00-9:25  — CANCER  OF  THE  MAXILLARY 
SINUS:  AN  OCCUPATIONAL  DISEASE. 
Walter  R.  Sabiston,  M.D.,  Kinston  Clinic, 
Kinston 

9:25-9:50  — FACIAL  PLASTIC  SURGERY  — AS 
AN  OFFICE  PROCEDURE,  G.  Patrick  Hen- 
derson, Jr.,  M.D.,  Pinehurst  Surgical  Clinic, 
Pinehurst 

9:50-10:15  — CHEMOTHERAPY  IN  STAGES 
1 1 I/I  V SQUAMOUS  CELL  CARCINOMA 
OF  THE  HEAD  AND  NECK,  J.  Patterson 
Browder,  M.D.,  UNC  School  of  Medicine, 
Chapel  Hill 

10:15-10:30  — DISCUSSION  OF  PREVIOUS 
THREE  PAPERS 

10:30-10:45  — BREAK 


10:45-1 1:10  — CHONDROMA  OFTHE  LARYNX  — 
A CASE  REPORT  AND  REVIEW  OF  THE 
LI  I ERATURE,  George  B.  Ferguson,  M.D., 
McPherson  Hospital,  Durham 

1 1:10-1 1:35  — PARAGANGLIOMA  OF  THE  TYM- 
PANIC MEMBRANE  — A CASE  REPORT, 
Peter  G.  C hikes,  M.D.,  Concord 

11:35-12:00  — MANAGEMENT  OF  VASCULAR 
TUMORS  OF  THE  HEAD  AND  NECK: 
PERCUTANEOUS  EMOLIZATION  TECH- 
NIQUES, James  M.  Thompson,  M.D., 
Bowman  Gray  School  of  Medicine,  Winston- 
Salem 

12:00-12:15  — DISCUSSION  OF  PREVIOUS 
THREE  PAPERS 

Business  Session 

12:15-1:00  — Election  of  Officers,  Delegate,  Alternate 
Delegate  for  1980-1981 


SECTION  ON  SURGERY 

Friday,  May  2,  1980 

CHAIRMAN:  A.  J.  Dickerson,  M.D.,  Waynesville 

12.30  p.m Cardinal  Ballroom 

Business  Session  Only 

Election  of  Officers,  Delegate  and  Alternate  Dele- 
gate for  1980-1981 

(The  Scientific  portion  of  the  Section  on  Surgery  is 
being  presented  as  the  SURGICAL  SESSION  of  the 
FIRST  GENERAL  SESSION  on  Friday,  May  2, 
1980,  9:00  a.m.  in  the  Cardinal  Ballroom) 


SECTION  ON  ORTHOPAEDICS 

Friday,  May  2,  1980 

C HAIRMAN:  Cecil  H.  Neville,  Jr.,  M.D.,  Pinehurst 

1 2:30  p.m. -2:00  p.m.  — NCOA  Executive  Committee 

Meeting,  Board  Room 

2:00  p.m. -5:00  p.m.  — Business/Scientific  Session, 

Cardinal  Ballroom 

Business  Session 

2:00-2:15  — BUSINESS  MEETING,  SECTION  OF 
OR  I HOPAEDICS,  North  Carolina  Medical 
Society,  Cardinal  Ballroom,  Pinehurst  Hotel 

Election  of  Officers,  Delegate,  Alternate  Delegate 
for  1980-1981 

2:15-3:00  — SPRING  BUSINESS  MEETING, 
NORTH  CAROLINA  ORTHOPAEDIC  AS- 
SOC IA  I ION,  Cardinal  Ballroom,  Pinehurst 
Hotel 

Scientific  Session 

3:00-3:20  — SURGICAL  RELEASE  OF  POST- 
TRAUMATIC  ELBOW  FLEXION  CON- 
TRACT URES,  James  R.  Urbaniak,  M.D.  and 
Stephen  F.  Beissinger,  M.D. 

3:20-3:40  — INJURIES  OVTHE  ACROMIOCLAV- 
ICULAR JOINT,  Timothy  N.  Taft,  M.D. 
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3:40-4:00  — NON -CON STRAINED  TOTAL 
SHOULDER  REPLACEMENT,  William  H. 
Thomas,  M.D.,  Brigham  Orthopaedics  As- 
sociation, Inc.,  125  Parkes  Hill  Avenue,  Bos- 
ton, Massachusetts  02120 

4:00-4:20  — ROETGENOGRAPHIC  DIAGNOSIS 
OF  SCAPHOID  FRACTURES,  Timothy  N. 
Taft,  M.D.  and  J.  Wills  Oglesby,  M.D. 

4:20-4:40  — COMPLICATIONS  OF  NAVICULAR 
FRACTURES,  Gary  G.  Poehling,  M.D.  and 
Lawrence  Webb,  M.D. 

4:40-5:00  — REFLEX  SYMPATHETIC  DYSTRO- 
PHY, Gary  G.  Poehling,  M.D.  and  Steve 
Fleming,  M.D. 

5:30-6:30  — NCOA  COCKTAIL  PARTY 
H.M.S.  Bounty,  Pinehurst  Hotel 


SECTION  ON  OBSTETRICS  & GYNECOLOGY 

Friday,  May  2,  1980 

CHAIRMAN:  Edward  C.  Sutton,  M.D.,  Burlington 
2:00  p.m Parlor  #129 

Business  Meeting 

Election  of  Officers,  Delegate,  Alternate  Delegate 
for  1980-1981 


SECTION  ON  INTERNAL  MEDICINE 

Friday,  May  2,  1980 

CHAIRMAN:  Joseph  D.  Russell,  M.D.,  Wilson 
3:00  p.m Merion  Cottage  Parlor 

Business  Meeting 

Election  of  Officers,  Delegate,  Alternate  Delegate 
for  1980-1981 

(Scientific  Program  of  the  Section  on  Internal  Medi- 
cine is  presented  at  the  Medical  Session,  Second  Gen- 
eral Session,  Saturday,  May  3,  9:00  a. m..  Cardinal 
Ballroom). 


SECTION  ON  EMERGENCY  MEDICINE 

Friday,  May  2,  1980 

CHAIRMAN:  Earl  Schwartz,  M.D.,  Winston-Salem 
1:00  p.m. -5:00  p.m Game  Room 

Business  Session 

1 .00-1:30  — BOARD  OF  DIRECTORS  MEETING 
NORTH  CAROLINA  ACEP 
1:30-2:00  — GENERAL  MEETING,  NORTH 
CAROLINA  ACEP 

Election  of  Officers,  Delegate,  Alternate  Dele- 
gate for  1980-1981 

Scientific  Session 

2:00-3:00  — EMERGENCY  OPHTHALMOLOGY, 
John  W.  Reed,  M.D.,  Associate  Professor 
Ophthalmology,  Bowman  Gray  School  of 
Medicine,  Winston-Salem 


3:00-4:00  — LOCAL  ANESTHESIA  IN  THE 
EMERGENCY  ROOM,  Eliott  Strom,  M.D., 
Resident  in  Emergency  Medicine,  Charlotte 
Memorial  Hospital  and  Medical  Center,  Char- 
lotte 

4:00-5:00  — CENTRAL  LINES  AND  THE  MAST 
SUIT,  Mark  Meredith,  M.D.,  Resident  in 
Emergency  Medicine,  Bowman  Gray  School  of 
Medicine,  Winston-Salem 


SECTION  ON  FAMILY  PRACTICE 

Friday,  May  2,  1980 

2:00  p.m. -5:00  p.m. (Main  Lobby,  Pinehurst  Country 
Club) 

CHAIRMAN:  Richard  V.  Liles,  Jr.,  M.D. , Albemarle 
PROGRAM  CHAIRMAN:  Harry  H.  Summerlin,  Jr., 
M.D.,  Asheville 

Scientific  Session 

2:00  p.m.  — DAY  TO  DAY  OFFICE  TREATMENT 
OF  DIABETES,  Jerome  Feldman,  M.D. 

3 00  p.m.  — RESIDENT  PRESENTATION 
4:00  p.m.  — DIABETIC  EMERGENCIES,  Jerome 
Feldman,  M.D. 

Business  Session 

Election  of  Officers,  Delegate,  Alternate  Delegate 
for  1980-1981 


SECTION  ON  PEDIATRICS 

Friday,  May  2,  1980 

CHAIRMAN:  David  R.  Williams,  M.D.,  Thomasville 
PROGRAM  CHAIRMAN:  Campbell  W.  McMillan, 
M.D.,  Chapel  Hill 

2:00  p.m. -4:30  p.m Crystal  Room 

Scientific  Session 

PEDIATRIC  HEMATOLOGY 

NEUTROPENIA 

NATURAL  HISTORY  OF  SICKLE  CELL 
DISEASE 

HOME  TREATMENT  OF  HEMOPHILIA 
IMMUNOTHERAPY  OF  CHILDHOOD  CANCER 
THROMBOCYTOPENIA 
ANEMIA 

Business  Session 

Election  of  Officers,  Delegate,  Alternate  Delegate 
for  1980-1981 


SECTION  ON  DERMATOLOGY 

Saturday,  May  3,  1980 

CHAIRMAN:  Gloria  F.  Graham,  M.D.,  Wilson 
8:00  a. m. -12:00  Noon Crystal  Room 

Scientific  Session 

8:00  — WELCOME,  Gloria  F.  Graham,  M.D.,  Wil- 
son 
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8:30  — THE  AGING  SKIN,  James  Leyden,  M.D., 
Philadelphia,  Pennsylvania 
9:15  — MICROSCOPICALLY  CONTROLLED 
SURGERY  LOR  CARCINOMA  & MELA- 
NOMA OLTHE  SKIN,  Lrederic  Mohs,  M.D., 
Madison,  Wisconsin 
10:00—  INTERMISSION 

10:15  — AESTHETIC  PLASTIC  SURGERY  OF 
THE  FACIAL  AREA,  Hal  Chaplin,  M.D., 
Charlotte 

11:00  — RECONSTRUCTIVE  SURGERY  OF 
AGING  SKIN,  Nicholas  Georgiade,  M.D., 
Durham 

Business  Session 

Election  of  Officers,  Delegate  and  Alternate  Dele- 
gate for  1980-1981 

12:30  — PICNIC  LUNCH  — (Poolside) 

(The  Section  on  Plastic  and  Reconstructive  Surgery 
will  join  the  Dermatologists  for  the  picnic  lunch) 


SECTION  ON  PATHOLOGY 

Saturday,  May  3,  1980 

CHAIRMAN:  Joseph  B.  Dudley,  M.D.,  Winston- 
Salem 

PROGRAM  CHAIRMAN:  A.  Laurence  Dee,  M.D., 
Charlotte 

8:00  a.m.-l :()()  p.m H.M.S.  Bounty  Room 

Business  Session  I 

8:00-8:30  — BUSINESS  MEETING  I 

a.  Approval  of  minutes 
h.  I reasurer  s Report  — H.  A.  Wilkinson, 
M.D. 

c-  CAP  Delegate  Report  — E.  S.  Dummit, 
M.D. 

d.  ASCP  Delegate  Report  — J.  R.  Edwards, 
M.D. 

Scientific  Session 

8:30  — THE  USE  OF  THE  ELECTRON  MICRO- 
SCOPE IN  THE  PRACTICE  OF  THE  COM- 
MUNITY PATHOLOGIST,  Bruce  MacKay, 
M.D.  — M.D.  Anderson  Hospital,  Houston, 
Texas 

10:00  — BREAK 

10:15  — DEATHS  OF  PRESIDENTS,  Walter  Pories, 
M.D.,  Chairman  of  the  Department  of  Surgery, 
East  Carolina  University  School  of  Medicine, 
Greenville 

11:15  — THE  FORBUS  AWARD 
11:45  — BUSINESS  MEETING  II 

a.  Committee  Reports 

b.  New  Business 

c.  Election  of  Officers,  Delegate  and  Alternate 
Delegate  for  1 980- 1 98 1 

d.  Adjournment 


SECTIONS  ON  NUCLEAR  MEDICINE 
AND  RADIOLOGY 
Saturday,  May  3,  1980 
NUCLEAR  MEDICINE 

CHAIRMAN:  Edward  J.  Easton,  M.D.,  Charlotte 
PROGRAM  CHAIRMAN:  Nat  E.  Watson,  M.D., 
Winston-Salem 

8:30  a.m.-l 2:00  Noon Banquet  Room 

Pinehurst  Country  Club 

Scientific  Session 

IN  SEARCH  OF  AN  ABSCESS 
Edward  Coleman,  M.D.,  Durham 
EVALUATION  OF  THYROID  NODULES 
Kyle  Young,  M.D.,  Greensboro 
CSF  PATHWAYS  AND  PATHOLOGY 
Dixon  Moody,  M.D.,  Winston-Salem 
EVALUATION  OF  RENAL  MASSES 
James  Zuger,  M.D.,  Charlotte 
IN  SEARCH  OF  METASTASES 
Nat  E.  Watson,  M.D.,  Winston-Salem 

RADIOLOGY 

CHAIRMAN:  Edward  V.  Staab,  M.D.,  Chapel  Hill 
PROGRAM  CHAIRMAN:  Robert  S.  Lackey,  M.D., 
Charlotte 

2:00  p.m. -5:00  p.m Banquet  Room 

Pinehurst  Country  Club 

Scientific  Session 

2:00-5:00  — FILM  READING,  BODY  SCANS. 
Edward  V.  Staab,  M.D.,  Chape!  Hill 

Business  Sessions  (separate) 

Elections  of  Officers,  Delegate,  Alternate  Delegate 
for  1980-1981 

5:00-6:00  — COCKTAILS  — North  Carolina  Radi- 
ological Society 


SECTION  ON  PLASTIC  & 
RECONSTRUCTIVE  SURGERY 

Saturday,  May  3,  1980 

CHAIRMAN:  Julius  A.  Howell,  M.D.,  Winston- 
Salem 

PROGRAM  CHAIRMAN:  Vartan  Davidian,  M.D., 
Raleigh 

9:00  a.m.-I2:00  Noon  Carolina  Board  Room 

Scientific  Session 

(The  Scientific  portion  of  the  Section  on  Plastic  & 
Reconstructive  Surgery  is  being  presented  in  the  Sec- 
tion on  Dermatology) 


SECTION  ON  NEUROLOGICAL  SURGERY 

Saturday,  May  3,  1980 

CHAIRMAN:  Walter  S.  Lockhart,  Jr.,  M.D.,  Dur- 
ham 

LOO  p.m. -5:00  p.m Crystal  Room 
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Scientific  Session 

>00  _ NEURORADIOLOGY  OF  CEREBRO- 
VASCULAR INSUFFICIENCY,  Michael  D. 
Weaver,  M.D.,  Clinical  Assistant  Professor  of 
Radiology,  ECU  School  of  Medicine,  Green- 
ville 

2:20  — CAROTID  STENOSIS,  Ira  M.  Hardy,  II, 
M.D.,  Clinical  Associate  Professor  of  Surgery, 
ECU  School  of  Medicine,  Greenville 
2:40  — SURGERY  OF  GREAT  VESSEL  OCCLU- 
SION & STENOSIS,  Walter  J.  Pories,  M.D., 
Professor  & Chairman,  Department  of 
Surgery,  ECU  School  of  Medicine,  Greenville 
3:00  — EXTRACRANIAL  — INTRACRANIAL 
ANASTOMOSIS,  Stephen  C.  Boone,  M.D., 
Associate  Professor  of  Surgery,  UNC  School 
of  Medicine,  Chapel  Hill 
3:20—  DISCUSSION 

Business  Session 

Election  of  Officers,  Delegate  and  Alternate  Dele- 
gate for  1980-1981 


AUDIO-VISUAL  PROGRAM 

HMS  BOUNTY  — P1NEHURST  HOTEL 
Bruce  B.  Blackmon,  M.D.,  Chairman,  Buies  Creek 

THURSDAY,  MAY  1,  1980 

Morning  Session:  9:00  a.m.- 12:00  Noon 
SUBJECT:  “ENDOCRINOLOGY” 

Bowman  Gray  School  of  Medicine,  Winston-Salem 


Moderator:  Ronald  Michels,  M.D. 

— Acutely  Decompensated  Diabetes  Mellitus, 
Ketoacidosis  and  Hyperosmolar  State 
—Diagnosis  of  Hyperthyroidism 
— Complicated  Hypothyroidism 
— Thyroid  Nodule 
— Drugs  and  the  Menopause 
— Pregnancy  and  Diabetes  Mellitus 


Afternoon  Session:  2:00  p.m.-5:00  p.m. 

SUBJECT:  “PULMONARY  MEDICINE” 

Duke  University  School  of  Medicine 
Moderator: 

* * * 

FRIDAY,  MAY  2,  1980 
Morning  Session:  9:00  a.m.-l  1:40  a.m. 

SUBJECT:  “CARDIOVASCULAR  DISEASE” 
ECU  School  of  Medicine 
Moderator:  Allen  Bower,  M.D.,  Greenville 
11:40  a.m. -12:00  Noon  — Film:  “PHYSICIANS’ 
ROLE  IN  DISABILITY  EVALUATION”, 
Disability  Determination  Section,  Department 
of  Human  Resources,  Raleigh 


Afternoon  Session:  2:00  p.m. -5: 00  p.m. 

SUBJECT:  “HEMATOLOGY” 

UNC  School  of  Medicine 
Moderator:  William  B.  Wood,  M.D.,  Chapel  Hill 
— Venous  Thromboembolism:  Diagnosis,  Prophy- 
laxis and  Treatment 

— Blood  Components  & Their  Application 
— Anemia:  Signal  of  Disease 
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DORN  CARL  PITTMAN,  M.D. 

Dr.  Dorn  Pittman,  pioneer  radiologist  for  Ala- 
mance. Caswell  and  Person  counties,  died  December 
16.  Dorn  was  born  in  Fairmont  on  September  20.  1922, 
the  only  child  of  Carl  and  Fanny  Pittman.  He  gradu- 
ated from  Wake  Forest  in  1942  and  graduated  in  the 
second  class  of  Bowman  Gray  School  of  Medicine  in 
1945.  He  was  a captain  in  the  USAF  Medical  Corps 
from  1945-47,  interned  at  the  Medical  College  of  Vir- 
ginia and  completed  his  residency  in  1950  at  the  Uni- 
versity of  Virginia.  He  was  a member  of  the  First 
Baptist  Church. 

He  is  survived  by  his  wife,  the  former  Betty  Mitch- 
ell of  Winston-Salem,  two  sons,  Dorn  C.  Jr.  and  John 
Kennedy,  and  daughter  Leslie  Anne  (Mrs.  Craig  An- 
drew Smith)  and  his  mother. 

An  active  member  of  Alamance-Caswell  Counties 
Medical  Society,  he  served  as  its  president  in  1968. 
First  in  his  specialty  in  the  society,  he  began  his  prac- 
tice in  Burlington  in  1951  and  established  the  original 
x-ray  departments  at  Alamance  County  Hospital  and 
Alamance  General  Hospital,  subsequently  Memorial 
Hospital  of  Alamance  County.  For  15  years  he  and  his 
associates  also  provided  radiological  services  to  the 
Person  County  Memorial  Hospital  in  Roxboro. 

He  was  a diplomate  of  the  American  Board  of 
Radiology  and  a member  of  the  American  Medical 
Association,  the  North  Carolina  Medical  Society,  the 
Radiological  Society  of  North  America  and  the 
American  College  of  Radiology. 

As  a Councilor  for  the  American  College  of  Radiol- 
ogy, he  was  interested  in  the  training  of  x-ray  techni- 
cians and  devoted  much  time  to  this.  He  founded  a 
school  of  x-ray  technology  locally  and  served  as  di- 
rector for  its  duration.  He  surveyed  programs  in  North 
Carolina  and  nearby  states  for  accrediting  agencies.  In 
1973  he  was  selected  as  a Fellow  of  the  American 
College  of  Radiology. 

Dorn  was  a man  of  great  personal  integrity  and  a 
radiologist  of  unusually  tine  ability.  A colleague  once 
stated  that  he  was  sure  that  the  x-ray  films  talked  to 
Dorn  since  Dorn  always  seemed  to  know  all  the  films 
had  to  offer.  He  insisted  on  continuing  to  serve  Person 
County  Memorial  Hospital  since  that  community  was 
unable  to  attract  a fulltime  radiologist.  This  was  ac- 
complished by  considerable  personal  sacrifice  since 
fora  number  of  years  it  denied  him  much-needed  time 
oil.  His  loyalty  and  dependability  made  good  x-ray 
service  at  Alamance  County  Hospital  and  Memorial 
Hospital  a constant  fact.  It  was  the  above  combination 


of  excellence  in  his  field  and  his  sense  of  unwavering 
responsibility  to  the  public  and  hospitals  he  served 
that  made  him  so  valuable  to  his  fellow  man.  It  was  his 
enthusiasm,  his  constant  desire  not  to  wound  the 
feelings  of  others,  his  wit  and  humor,  and  his  uninhib- 
ited, almost  childlike  openness  of  expression  that 
made  him  loved. 

ALAMANCE-CASWELL  MEDICAL  SOCIETY 

FRED  J.  MERRITT,  M.D. 

Dr.  Fred  J.  Merritt  of  3702  Starmount  Drive, 
Greensboro,  chief  of  medicine  at  Wesley  Long  Hos- 
pital for  15  years,  died  December  6,  1979,  at  Duke 
Hospital. 

Dr.  Merritt  did  his  undergraduate  work  and  two 
years  of  medical  school  at  the  University  of  North 
Carolina  in  Chapel  Hill.  He  then  attended  medical 
school  at  Northwestern  LJniversity  and  completed 
internship  there  in  1938,  when  he  returned  to  Greens- 
boro to  practice.  He  served  four  years  in  the  Army  Air 
Corps,  attaining  the  rank  of  lieutenant  colonel,  and 
was  a retired  lieutenant  colonel  in  the  U.S.  Army 
Reserves.  He  was  a past  president  of  the  Guilford 
County  Medical  Society. 

Three  years  ago  he  stepped  down  as  chief  of  medi- 
cine at  Wesley  Long  Hospital.  He  practiced  with 
Greensboro  Medical  Associates.  A lifelong  resident  of 
Greensboro,  he  was  a past  president  of  the  medical 
board  at  Wesley  Long,  a member  of  the  N.C.  Society 
for  Internal  Medicine  and  a member  of  the  U.S.  Power 
Squadron.  A member  of  West  Market  Street  United 
Methodist  Church,  he  had  served  on  its  board  of  stew- 
ards. He  was  a member  of  the  Greensboro  Cotillion. 

In  his  medical  practice,  Fred  touched  the  lives  of 
thousands  of  people  who  will  remember  gratefully  his 
complete  devotion  to  his  work  and  his  inexhaustible 
sense  of  humor.  His  colleagues,  as  well  as  his  patients, 
will  miss  him  deeply. 

Surviving  are  his  wife,  Betty  Williams  Merritt;  sons 
John  Frederick  Merritt  and  Thomas  Williams  Merritt 
of  Greensboro;  his  mother,  Mabel  C.  Merritt,  former 
principal  of  Hunter  School;  a brother,  Robert  A.  Mer- 
ritt, Jr.,  of  Greensboro;  and  two  grandchildren. 

GUILFORD  COUNTY  MEDICAL  SOCIETY 

DEL  E.  BLAND,  M.D. 

The  death  of  Del  E.  Bland,  55,  on  November  22  was 
a shock  to  his  family,  friends  and  colleagues.  He  grad- 
uated from  Bowman  Gray  School  of  Medicine  in  1953, 
interned  at  City  Memorial  Hospital,  and  took  his  resi- 
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dency  training  at  North  Carolina  Baptist  Hospital.  He 
lived  his  entire  life  in  Winston-Salem  where  he  prac- 
ticed medicine  from  1957  until  the  day  before  he  died. 
He  was  a medical  consultant  for  Western  Electric 
Company. 

Del  was  always  smiling,  and  he  made  everyone  teel 
important.  He  never  spoke  unkindly  about  anyone  in 
the  medical  profession  and  he  always  took  time  to 
listen  to  others'  problems.  Losing  Dr.  Bland,  as  many 
of  his  patients  remarked,  was  like  losing  a member  of 
the  family. 

He  is  survived  by  his  wife,  Maxine  Hudson  Bland,  a 
son,  David  Michael  Bland;  and  two  daughters,  Kath- 
ryn Del  mar  Bland  and  Lis  Carol  Bland. 

LORSYTH  COUNTY  MEDICAL  SOCIETY 

FRANK  RAY  LOCK,  M.D. 

Dr.  Erank  Ray  Lock  was  born  October  30,  1910,  in 
Lake  Charles,  Louisiana.  He  spent  his  early  life  in 
Lake  Charles  and  Hot  Springs,  Arkansas.  He  received 
the  A.B.  degree  from  Cornell  University  in  1931  and 
the  M.D.  from  Tulane  University  School  of  Medicine 
in  1935.  He  interned  at  Southern  Pacific  Hospital  in 
San  Lrancisco  and  later  received  his  obstetrical  and 
gynecological  training  through  residency  and  fellow- 
ship at  Touro  Infirmary  and  Tulane  University  School 
of  Medicine.  He  studied  gynecologic  pathology  at 
Johns  Hopkins  University. 

In  1941  at  the  age  of  31,  Dr.  Lock  was  appointed 
chairman  of  the  Department  of  Obstetrics  and 
Gynecology  at  the  newly  established  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  College.  He 
served  with  distinction  in  that  capacity  tor  25  yeais 
until  a series  of  illnesses  forced  him  to  relinquish  the 
chairmanship  in  1966.  As  professor  ot  obstetrics  and 
gynecology  he  remained  active  in  teaching  and  patient 
care  until  his  retirement  in  1973.  He  enjoyed  more 
than  five  years  of  leisurely  lite  in  Florida. 

He  succumbed  to  a lung  operation  due  to  his  frail 
cardiovascular  condition  on  1 hursday,  Novembei  29, 
1979,  at  the  North  Carolina  Baptist  Hospital. 

A man  who  devoted  his  life  to  advancing  the  stan- 
dards of  medical  care,  he  attained  prominence  as  a 
teacher,  clinician,  investigator  and  author.  His  cur- 
riculum vitae  includes  70  major  publications  in  jour- 
nals and  textbooks.  His  professional  organization 
memberships  included  an  exhaustive  list  of  obstetii- 
cal,  gynecological  and  surgical  societies,  the  Ameri- 


can Medical  Association,  the  North  Carolina  Medical 
Society  and  the  Forsyth  County  Medical  Society. 

Dr.  Lock's  professional  leadership  in  obstetrics  and 
gynecology  is  unexcelled  in  modern  times.  In  1964  he 
became  the  first  person  to  hold  the  office  of  president  , 
simultaneously,  of  the  American  College  of  Obstetri- 
cians and  Gynecologists  and  the  Ameiican  Associa- 
tion of  Obstetricians  and  Gynecologists.  He  was 
elected  president  of  the  prestigious  American 
Gynecological  Society  in  1967  and  was  installed  to  the 
top  office  of  the  South  Atlantic  Association  of  Obste- 
tricians and  Gynecologists  in  1968.  Though  his  distinc- 
tions have  been  numerous,  his  gieatest  lemnins  the 
high  respect  and  admiration  in  which  he  is  held  by  his 
many  students,  residents,  colleagues  and  patients. 

Along  with  his  endless  schedule  of  work  and  travel  , 
he  found  time  to  enjoy  a better  than  average  profi- 
ciency on  the  golf  course.  He  was  a devoted  father  and 
husband,  rearing  three  adopted  daughters  in  addition 
to  his  three  natural  sons. 

He  was  affectionately  known  as  “Uncle  Frank”  by 
those  who  knew  and  loved  him. 

The  world  is  a better  place  because  Uncle  Frank 
lived  and  worked  here. 

FORSYTH  COUNTY  MEDICAL  SOCIETY 

WILLIAM  PAUL  SPEAS,  JR.,  M.D. 

William  Paul  Speas,  Jr.,  was  born  in  May,  1913  — 
the  first  of  five  sons  of  Dr.  W.  P.  Speas,  a prominent 
ophthalmologist  in  Winston-Salem.  After  graduating 
from  Georgia  Military  Academy  he  declined  a West 
Point  Academy  appointment  in  order  to  enter  Wake 
Forest  College  where  he  received  his  bachelor  s de- 
gree in  1934.  He  graduated  from  the  University  of 
Pennsylvania  School  of  Medicine  in  1939  where  he 
was  president  of  his  class.  Upon  completing  his  in- 
v temship  at  the  Gallinger  Municipal  Hospital  in  Wash- 
ington, D.C.,  he  entered  the  general  practice  of  medi- 
cine. 

Dr.  Speas  was  a faithful  member  of  the  Forsyth 
County  Medical  Society,  the  North  Carolina  Medical 
Society  and  the  American  Medical  Association.  He 
was  a sensitive  and  compassionate  man  who  treated 
his  patients,  colleagues  and  friends  with  understand- 
ing, respect  and  courtesy.  He  practiced  his  profession 
with  wisdom  and  honor  and  was  loved  and  respected 
by  all  who  knew  him. 

FORSYTH  COUNTY  MEDICAL  SOCIETY 
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NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 


Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $1 00  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month:  benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 


Classified  Ads 


EMERGENCY  PHYSICIANS  — Locum  Tenens  positions  available 
immediately  and  throughout  the  year  in  coastal,  Triangle,  and 
mountain  locations  of  North  Carolina.  Wide  range  of  patient  vol- 
ume. Malpractice  provided.  Contact:  Coastal  Emergency  Physi- 
cians, P.O.  Box  8703,  Durham,  N.C.  27707,  (919)  489-6521,  in 
North  Carolina  (800)  672-1665. 

EMERGENCY  PHYSICIANS  — Full  Time  — Directorships  avail- 
able. Immediate  openings  in  coastal,  Triangle,  and  mountain  loca- 
tions in  North  Carolina.  Malpractice  provided,  excellent  benefits. 
All  inquiries  confidential.  Grow  with  an  expanding  group.  Contact: 
Coastal  Emergency  Physicians,  P.O.  Box  8703,  Durham,  N.C. 
27707,  (919)  489-6521,  in  North  Carolina  (800)  672-1665. 

July  1,  1980,  POSITION  AVAILABLE,  COASTAL  COMMUNITY 
— Board  eligible  Family  Practitioner  or  Internal  Medicine  special- 
ist sought  for  medical  center  with  5,000  user  population.  Practice  is 
two  years  old,  new  7,500  sq.  ft.  facility,  minor  trauma,  x-ray  lab, 
Rescue  Squad,  Health  Department  on  site  plus  dental  and  home 
health.  Expansion  to  include  Ocracoke  Island.  Contact:  Adminis- 
trative Director,  HRHC,  P.O.  Box  194,  Swan  Quarter,  N.C., 
27885,  phone  (919)  926-1501.  Salary  — $40,000. 

G.P.  retiring.  Lucrative  practice  in  rapidly  growing  Piedmont  area  of 
N.C.  Small  town  with  130  bed  hospital  nearby.  Thirty  minutes  from 
large  metropolitan  area.  Centralized  office  site  and  equipment 
available. 

NOW  LEASING:  Blue  Ridge  Office  Center,  Across  from  new  Rex 
Hospital.  36,000  sq.  ft.  space  available  on  three  floors.  For  further 
information,  call  (919)  821-5454. 

FMG  Board  Eligible  Pediatrician  seeks  practice  opportunity  July 
1980.  University  trained.  Group  solo  institution  government  con- 
sidered. Write:  37  Judson  Street  #10B,  Edison,  New  Jersey  08817. 

EXCELLENT  OPPORTUNITY  IN  PRIVATE  PRACTICE  for  pri- 
mary care  MDs  in  beautiful  Danville,  Virginia;  annual  guaranteed 
income  of  $40,000;  office  space  available;  other  aspects  of  position 
negotiable.  Contact  Hunter  Grumbles,  Administrator,  The  Memo- 
rial Hospital,  Danville,  Virginia  (804)  799-3700. 

EMERGENCY  MEDICINE  OPPORTUNITIES  — Emergency 
physician  needed  to  provide  emergency  coverage  during  evening 
rotations  at  this  modern  facility  located  in  the  northeastern  portion 
of  North  Carolina.  Excellent  compensation  and  professional  liabil- 


ity insurance  provided.  For  details  send  credentials  in  complete 
confidence  to  Mr.  Joseph  Woddail,  970  Executive  Parkway,  St. 
Louis,  Missouri  63141,  or  call  toll-free  1-800-325-3982. 

NEW  FEDERALLY-SUBSIDIZED  rural  group  practice  in  beautiful 
Chatham,  Virginia  seeks  2 full-time  board-eligible  or  broad-certi- 
fied primary  care  MDs  for  July,  1980.  Approved  NHSC  site  but 
non-NHSC  candidates  eligible;  service  area  20,000;  on-site  practice 
administrator;  18  miles  from  urban  center  of  60,000  (Danville,  Va. ) 
with  459  bed  hospital;  excellent  salary  plus  fringe;  excellent  pros- 
pects for  traditional  private  practice  at  end  of  3 year  grant  period; 
mountains/lakes close  by;  Call  Ms.  Rosemary  Axelrod,  Pittsylvania 
Medical  Service  Center,  Inc.  (804)  432-2163. 

THE  NORTH  CAROLINA  ACADEMY  of  Physician's  Assistants  has 
established  an  Employment  Committee.  The  purpose  of  this  com- 
mittee is  to  assist  physicians  who  are  interested  in  hiring  physician’s 
assistants,  as  well  as  to  assist  the  P.  A.  in  their  search  for  satisfac- 
tory employment.  Any  physician  or  group  of  physicians  may  utilize 
the  services  of  this  committee  by  contacting  Ed  Manning,  P.A., 
Chairman,  Employment  Committee,  P.O.  Box  86,  Broughton 
Hospital,  Morganton,  N.C.  28655.  Home  telephone:  (704)  433-4914 
(after  5:00  p.m.);  work  telephone  (704)  433-2514  (8:00  a. m. -5:00 
p.m.) 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  OR  INTER- 
NIST to  work  for  expanding  established  multi-specialty  group;  1 18 
JCAH  hospital,  delightful  small  historic  town  on  Albemarle  Sound. 
Salary  & %.  Life,  health,  disability,  malpractice  insurance,  etc.  All 
available.  Send  resume  to:  David  Wright,  M.D.,  Chowan  Medical 
Center,  Edenton,  N.C.  27932  Tel:  (919)  482-2116. 

NORTH  CAROLINA  — Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
beaches.  Starting  from  $55,000  to  $60,000  guaranteed.  Unlimited 
growth  — excellent  benefit  package.  Call  or  write  about  this  ex- 
cellent opportunity:  Community  Physicians,  Inc.  113  Landmark 
Square,  Virginia  Beach,  Virginia  23452  (804)  486-0844. 

VIRGINIA  — Unique  opportunity.  Emergency  Medicine.  Modern 
service.  Immediate  or  delayed  openings  for  career-oriented  physi- 
cians, unlimited  potential.  Guaranteed  income  of  $55,000  to 
$60,000  plus  excellent  benefits.  For  additional  information  contact: 
Community  Physicians,  Inc.,  113  Landmark  Square,  Virginia 
Beach,  Virginia  23452  (804)  486-0844. 
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Blue  Cross  & Blue  Shield  of  N.C 125 

Burroughs  Wellcome  Company 153,  174 

Charlotte  Treatment  Center 121 
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Wyeth  Laboratories  133,  134,  135,  136 


Winchester  Surgical  Supply  Company 

200  South  Torrence- St.  Charlotte,  N.C.  28204 
Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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Now,  Iwo  dosage  forms 

Nolion 

fenoprofen  calcium 

300-mg.  Pulvules  and  600-mg.  Tablets 


JD ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

♦Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 
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1980  Annual  Sessions 
May  1-4 — Pinehurst 


1980  Committee  Conclave 
Sept.  24-28— Southern  Pines 


Aspects  of  management 


Monitoring  patient 

response  to'N^limn  (diazepam/Roche) 


Discontinuing  pharmacologic 

intervention  When  you  decide  to  discontinue 

therapy,  tapering  dosag  j 
is  good  medical  practic  j 
Although  rarely  nec- 
essary after  short-term 
treatment  with  Valium, 
gradual  dosage  reductii 
is  advisable  for  patients 
who  have  been  on  ex- 
tended therapy.  This  grc 
ual  discontinuance 

should  preclude  either 

recurrence  of  pretreatment  symptoms  or  development  of  un 
toward  side  effects.  Symptoms  of  withdrawal  have  almost  al 
ways  been  associated  with  abrupt  discontinuance  of  therapy 
higher  dosages  taken  continuously  over  long  periods  of  time. 


Assessing  initial  response  to  therapy 


During  the  first  follow-up  visit  after  initiating 
therapy,  both  physician  and  patient  should  de- 
termine if  Valium  (diazepam/Roche)  is  having 
the  desired  effect.  Most  patients  will  prompt  ' 
ly  report  a feeling  of  relaxation  and  relief  of 
anxiety  linked  symptoms  such  as  insom 
nia,  headaches,  palpitations  and 
hyperventilation. You  will  probably 
observe  that  the  patient  is  calmer 
and  more  relaxed.  If,  however, 
fs  patient  response  does  not  meas- 
ure up  to  expectations,  a reeval 
uation  of  the  patient’s  profile 
with  modification  of  the  dosage 
regimen  should  be  considered. 


Making  dosage  adjustments 


With  any  psychoactive  medication  it  is 
good  medical  practice  to  initiate  therapy  at 
base  dosage  levels  and  titrate  to  the  patient’s 
needs.  With  Valium,  experience  has  shown 
that  5 mg  t.i.d.  is  usually  sufficient  although 
some  patients  with  severe  or  persistent  anxiety 
may  require  higher  dosages  initially.  In  geriat- 
ric or  debilitated  patients,  the  recommended 

, — dosage  is  2 to  21/2  mg  once  or  twice  daily. 

When  anxiety  fluctuates,  as  is  common  with  most  patients,  the  dosage  mav 
ae  adjusted  as  needed  during  the  course  of  therapy;  three  strengths  in  scored 
tablets  give  you  unmatched  flexibility  and  simplicity  in  individualizing  dosage. 


2x  to  Ax 


daily 


Evaluating  progress 
toward  therapeutic  goals 

At  the  beginning  of 
therapy  it  is  now 
common  practice  for 
both  physician  and 
patient  to  establish 
treatment  goals  and  to 
estimate  the  amount  of 
time  needed  to  achieve 
them.  Then  the  patient 
knows  what  to  expect 
and  when  to  expect  it. 
home  physicians  find  that  compiling  a checklist  of  present 
ing  symptoms  and  complaints  is  useful  for  assessing  the 
patient’s  response  from  visit  to  visit.  In  this  way,  progress 
toward  attainment  of  the  therapeutic  goal  is  reviewed  at  reg- 
ular intervals.  As  patients  feel  their  symptoms  abate  and 
begin  to  develop  insight  into  the  sources  of  their  anxiety  and 
psychic  tension,  the  checklist  can  be  expected  to  dwindle. 


SET  GCALS 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

See  the  following  page  for  a summary 
of  product  information. 
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'W  ~Y  • 2-mg,  5-mg,  10-mg  scored  tablets 

Valium© 

diazepam/Roche 


Important  Adjunct  to\bur  Treatment 
Program  for  Excessive  Anxiety 


/allUm  (diazepam/Roche)  ® 

jefore  prescribing,  please  consult  complete 
jroducf  information,  a summary  of  which 
ollows: 

ndications:  Tension  and  anxiety  associated 
ivjth  anxiety  disorders,  transient  situational  dis- 
urbances  and  functional  or  organic  disorders; 
asychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive 
symptoms  or  agitation;  symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and 
Hallucinosis  due  to  acute  alcohol  withdrawal, 
adiunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology;  spasticity 
caused  by  upper  motor  neuron  disorders;  athe- 
tosis; stiff-man  syndrome,  convulsive  disorders 
not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient. 

Contraindicated:  Known  hypersensitivity  to 
the  drug.  Children  under  6 months  ol  age 
Acute  narrow  angle  glaucoma;  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness.  When  used 
adjunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion 
ot  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbi- 
turates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses.  Infrequently, 
milder  withdrawal  symptoms  have  been  re- 
ported following  abrupt  discontinuation  of 
benzodiazepines  after  continuous  use,  generally 
at  higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  contusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Para- 
doxical reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these 
occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts 
and  liver  function  tests  advisable  during  long- 
term therapy 

Dosage:  Individualize  lor  maximum  beneficial 
effect.  Adults  Tension,  anxiety  and  psycho- 
neurotic states,  2 to  10  mg  b i d.  to  q.i.d.; 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i  d as  needed,  adjunctively 
in  skeletal  muscle  spasm.  2 to  10  mg  t.i.d.  or 
q.i.d.;  adjunctively  in  convulsive  disorders,  2 to 
10  mg  b i d to  q.i.d.  Geriatric  or  debilitated 
patients:  2 to  2'/2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (See  Pre- 
cautions.) Children . 1 to  2'/2  mg  t.i.d.  or  q.i  d. 
initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6 months). 

Supplied:  Valium®  Tablets,  2 mg,  5 mg  and 
10  mg— bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse- 
i numbered  boxes  of  25,  and  in  boxes  containing 
. 10  strips  of  10;  Prescription  Paks  of  50,  available 

in  trays  of  10 
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What  would 
Thomas  Edison’s 
physician  have 
prescribed  for  a 
headache? 

(and  would  insurance 
have  covered  it?) 


In  1879,  Thomas  Edison  had  worked  for 
over  a year  and  conducted  hundreds  of 
experiments  to  find  the  right  substance  to 
use  as  the  heart  for  his  new  idea:  the 
incandescent  electric  light. 

Finally,  Edison  discovered  that  a carbon 
filament  in  a vacuum  produced  a good  deal  of 
light  when  an  electric  current  passed  through 
it.  He  introduced  the  electric  light  bulb  to  the 
world  a short  time  later. 

Inventing  the  light  bulb  was  no  easy  task. 

If  Edison  suffered  headaches  working  on  his 
bright  idea,  he  would  have  had  to  wait 
another  14  years  before  he  could  have  taken 
acetylsalicylic  acid  for  relief. 


With  Mutual  of  Omaha’s  Disability  Income 
Protection,  a disabling  sickness  or  accident 
no  longer  (as  in  Edison’s  day)  means  total 
financial  dependence  on  family  and  friends. 

If  you’re  under  the  age  of  55  and  are  active 
full  time  in  your  practice,  simply  fill  out  the 
coupon  below  and  return  it  today.  A Mutual 
of  Omaha  service  representative  will  provide 
personal,  courteous  service  in  furnishing  full 
details  of  coverage.  Of  course,  there’s 
no  obligation. 

Underwritten  by 

Mutual 

/OniflliiiW 

Peaplp  j him  can  count  on... 


You  see,  it  wasn’t  until  1893  that 
Hermann  Dreser  introduced  aspirin  to 
medical  science. 

Back  then,  the  expense  for  medication, 
prescribed  or  otherwise,  came  out  of  the 
sufferer’s  pocket.  And  the  only  insurance 
available  — accident  coverage  — did  not 
cover  illness. 

Today,  as  a member  of  the  North  Carolina 
Medical  Society,  you  can  get  protection 
like  Disability  Income  for  younger 
doctors.  It  provides  you  a regular  monthly 
benefit  when  sickness  or  injury  keeps  you 
from  your  practice.  And  you  can  use  your 
benefits  any  way  you  wish  — to  buy 
groceries,  make  house  payments  or  provide 
for  your  children’s  education. 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE:  OMAHA.  NEBRASKA 



Mutual  of  Omaha  Insurance  Company 
Dodge  at  33rd  Street  lj 

Omaha,  Nebraska  68131 

Please  provide  me  complete  information  | 

on  the  Disability  Income  Protection  Plan 
available  to  members  of  the  North  Carolina 
Medical  Society  who  are  under  age  55. 
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State  Zip 


Morris  E.  Chafetz,  M.D., 

Founding  Director  of  the  National 
Institute  on  Alcohol  Abuse  and  Alcoholism, 
is  pleased  to  announce 
the  opening  of  a private 
residential  alcoholism  treatment  facility 
in  Charleston,  South  Carolina. 


HALL 


John  H.  Magill,  Executive  Director.  Layton  McCurdy  M.D.,  Medical  Director.  Phone  803-559-2461 . 


What  would  you  call 
an  insurance  policy 
that  provides  the 
amount  of  coverage  you  want 
up  to  s5  million, 
with  expert  local  loss  control 
and  claims  service 
from  a company 
with  20  years  of 
medical  liability  experience 
in  North  Carolina? 

Our  claims- made 
contract  is 
responsive  to  the 
cost  of  claims, too. 
In  fact, today  North 
Carolina  doctors 
pay  rates  that  are 
the  lowest  of  29 
states  where  we 
write  medical 
malpractice 
insurance.  For 
details  see  your  St. 
Paul  agent  ....your 
insurance  expert. 

We  keep  making 
insurance  better 

istfeul 

Properly &Liabilily 
Insurance 


jrance  Company  The  Si  Paul  Insurance  Company 

tales  ol  The  Si  Paul  Companies  Inc  Sami  Paul  Minnesota  55102 
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2024  Quail  Ridge  Rd.,  Raleigh  27609 

Radiology Edward  V.  Staab,  M.D. 

Department  of  Radiology,  UNC,  Chapel  Hill  27514 

Surgery a.  J.  Dickerson,  M.D. 

1600  N.  Main  St.,  Waynesville  28786 

Urology  Grover  W.  White,  M.D. 

631  Cox  Road,  Gastonia  28052 


Delegates  to  the  American  Medical  Association 

James  E.  Davis.  M.D.,  2609  N.  Duke  St.,  Ste.  402,  Durham  27704 
— 2-year  term  (January  1,  1979-December  3 1,  1980) 

John Glasson.  M.D..2609N.  Duke  St.,  Ste.  301.  Durham  27704  — 
2-year  term  (January  1,  1979-December  31,  1980) 

David  G.  Welton,  M.D.,  3535  Randolph  Rd.,  101-W,  Charlotte 
28211  — 2-year  term  (January  1,  1980-December  31,  1981) 
Frank  R.  Reynolds.  M.D.,  1613  Dock  St.,  Wilmington  28401  — 
2-year  term  (January  1,  1979-December  3 1 , 1980) 

Louis  deS.  Shaffner,  M.D.,  Bowman  Gray,  Winston-Salem 
27103  — 2-year  term  (January  1,  1980-December  31,  1981) 
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Endorsed  & Approved  for  eligible  members  since  1939 


Official  Disability  Income  Plan 


What 

it  means 
to  you... 

our  40th  year 

of  Professionals  Serving  Professionals 

means  the  “HALLMARK  OR  RELIABILITY” the  peace  of  mind  in  knowing  that  there  would  be  adequate 

icome  to  insure  your  lifestyle  should  you  be  disabled  to  practice  your  profession. 

/e,  at  CRUMPTON  COMPANY,  specialize  in  the  professional  Disability  field  and  pay  all  claims  personally  (Last 
ear  alone,  over  one  million  dollars  to  disabled  physicians  in  North  Carolina).  The  record  is  well  known.  Let  us  know 
ow  we  may  assist  you  by  calling  or  writing  to  us  for  information. 


J.  L.  fc?  J.  SLADE  CRUMPTON 

INCORPORATED 

PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 


Academy  Center  • 3001  Academy  Road  • P.O.  Box  8500  • Durham.  N.C.  27707  • (919)  493-2441 
APPROVED  INSURERS  TO:  N.C.  Medical  • N.C.  Dental  • N.C.  Bar  Groups  • N.C.  Engineers  • N.C.  AIA  • N.C.  CPA’s 


PRACTICE  MANAGEMENT  PRIMER 
HOW  TO  GET  YOUR  DAY  IN  COURT 

DO  accept  patientsthat  are  critical  of  your  peers  and  have  “doctor  shopped”  all  over  town. 

DON’T  participate  in  CME  as  this  may  reduce  future  allegations  of  misdiagnosis,  inappro- 
priate drug  regime,  outdated  information  and  surgical  procedures. 

DO  be  critical  of  another  doctor  or  his  management.  That  you  were  not  “there”  and  have 
incomplete  information  is  unimportant. 

DON’T  involve  the  patient.  Remain  aloof  and  adopt  the  master  and  servant  atmosphere. 
Then  when  a possible  complication  or  bad  result  occurs,  it’s  all  your  fault. 

DOobliterateorcunningly  change  record  errors  ratherthan  circle  the  erroneous  entry  and 
correct  it  in  the  margin,  dated  and  initialed. 

DON’T  keep  detailed,  neat  and  orderly  records  as  this  will  indicate  your  carelessness  and 
disorganization.  Also,  don’t  record  broken  appointments  or  the  patient’s  failure  to  follow 
your  instructions. 

DO  all  you  can  to  avoid  patient  and  family  when  there  is  an  untoward  event.  An  attitude  of 
genuine  concern  with  appropriate  explanations  will  only  renew  their  confidence  and  lead 
them  to  believe  you  are  aggressively  managing  the  situation. 

DON’T  seek  a consultation  when  appropriate.  This  could  benefit  the  patient  or  support 
your  position. 

DO  persist  with  high  pressure  billing  practices  that  could  inflame  a patient,  for  without  first 
reviewing  the  chart  or  making  a sincere  effort  to  determine  the  reason  for  the  delinquency, 
there  may  be  a genuine  issue. 

DON’T  be  cognizant  of  your  office  staff.  Their  unconcerned  curtness,  inappropriate  ap- 
pointment scheduling  and  lack  of  empathy  can  cause  a patient  to  seek  redress  — against 
you. 

Adhering  to  the  above  may  enable  you  to: 

Be  served  with  a Summons  and  Complaint. 

Have  your  name  brought  to  the  attention  of  the  news  media. 

Take  time  off  from  your  practice. 

Spend  some  sleepless  nights. 

Meet  new  friends  (lawyers,  court  reporters,  peer  experts,  etc.). 

Pay  higher  insurance  rates. 


MEDICAL  LIABILITY  MUTUAL  INSURANCE  CO. 

BOX  27285,  RALEIGH,  N.C.  27611 
(919)828-9334 


PRESIDENT  S NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


NO.  11 


APRIL  1980 


The  April  showers  have  started  in  Eastern  North  Carolina  and  everything  is  bursting 
with  energy  and  growth.  Everything  seems  anxious  to  get  the  year  started.  bo, 
also  the  North  Carolina  Medical  Society  is  getting  set  for  the  Annual  Meeting 
starting  May  1st  at  Pinehurst.  I hope  that  this  will  be  the  best  ever.  A ine 
scientific  presentation  will  be  held  in  the  General  Sessions  and  much  useful  infor 
mation  will  be  passed  out  along  with  the  opportunity  for  good  solid  Category  i 

credits . 

By  this  time  your  Delegates  should  have  gotten  their  packets  with  all  the  resolu- 
tions that  have  been  submitted  as  of  this  date.  They  will  be  getting  more  a ter 
the  April  13th  Executive  Council  meeting,  but  they  should  be  familiar  with  many  o 
matters  to  be  acted  upon  by  the  House  of  Delegates,  some  of  which  are  as  follows. 

Wake  County  Medical  Society  wishes  to  rescind  compulsory  pre-marital  syphilis 

serology  screens.  They  cite  88,000  pre-marital  serologies  m 1979 that  seems 

like  a lot  of  marrying  going  on  in  North  Carolina. 


Buncombe  County  has  entered  three  resolutions.  The  first  is  to  stop  publicati 
of  the  NORTH  CAROLINA  MEDICAL  JOURNAL;  the  second  is  to  have  a committee  of  the^ 
Society  advise  the  Legislature  on  appropriate  action  to  take  in  revising  prescription 
forms.  It  is  worth  bringing  to  the  attention  of  your  legislative  representatives 
the  interest  of  the  Medical  Society  before  the  1981  session  begins.  The  third 
resolution  directs  our  AMA  Delegation  to  work  diligently  to  the  end  that  inspections 
of  hospitals  and  other  health  facilities  be  unified  under  a single  agency  to 
reduce  duplication  and  the  expense  of  multiple  inspections. 

From  the  Section  on  Family  Practice,  we  have  a resolution  endorsing  flouridation 
of  all  public  water  supplies.  A second,  that  the  Medical  Society  urge  the  Governor 
and  Department  of  Human  Resources  to  support  primary  care  residencies,  AHEC,  the 
Office  of  Rural  Health  Services,  and  the  programs  for  crippled  children,  high  risk 
obstetric  care  and  genetic  counseling;  but  to  refrain  from  the  further  development 
of  and  implementation  of  primary  care  clinics  in  public  health  departments.  Two 
other  resolutions  support  family-oriented  hospital  deliveries  and  obstetrical  tram 
, ing  for  Family  Practice  residents. 

Lenoir-Greene  Medical  Society  has  entered  a resolution  recommending  that  the  State 
I Society  withdraw  from  participation  in  PSRO.  This  resolution  will  need  to  e 
i changed  somewhat,  because  the  Society  does  not  now  participate  in  PSRO  except  to 
name  two  members  to  the  State  PSRO  Council.  It  is  individual  physicians  who  belong 
, to  PSRO’s. 

Nash  County  wishes  to  engage  the  North  Carolina  Medical  Society  in  efforts  to  have 
PSRO  repealed  outright.  Nash  has  a resolution  condemning  the  New  Generations  Bill 
and  the  Child  Health  Plan  for  Raising  a New  Generation.  This  resolution  asks  for 
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aid  from  the  Auxiliary  and  that  repeal  be  undertaken.  The  third  resolution  would 
request  the  North  Carolina  Commission  on  Prepaid  Health  Plans  to  document  that  IPA's 
can  deliver  medical  care  of  a quality  equal  to  that  which  is  now  available  and  with- 
out excessive  cost;  that  feasibility  studies  include  a comparison  of  costs  and  that 
the  North  Carolina  Medical  Society  should  neither  endorse  or  oppose  IPA's  until  it 
is  shown  that  IPA's  can  deliver  quality  care  at  reasonable  cost.  They  also  have 
a resolution  to  oppose  the  concept  of  setting  up  the  AMA  as  a "organization  of 
organizations" . 

The  Committee  on  Cancer  is  recommending,  among  other  things,  that  all  dysplasias  be 
referred  for  diagnosis  and  treatment.  They  are  worried  about  the  prolonged  time 
between  initial  diagnosis  and  treatment  that  has  existed  sometimes  up  to  six  months 
in  some  of  the  public  health  clinics. 

The  present  law  requires  that  optometrists  using  drugs  consult  with  physicians. 

It  is  possible  that  this  part  of  the  law  is  not  being  complied  with,  and  I would 
like  for  members  to  be  on  guard  for  this  and  report  events  to  the  Medical  Society. 

It  is  also  important  that  you  keep  adequate  records  regarding  consultations  on 
optometrists'  patients  and  never,  never,  never  give  an  okay  over  the  phone.  Your 
Legislative  Committee  has  requested, through  your  Executive  Council,  that  the  name 
of  the  consulting  M.D.  be  included  on  any  Medicaid  or  Medicare  reporting  form. 

Has  anybody  out  there  come  up  with  a workable  solution  to  the  problem  of  over- 
utilization of  expensive  emergency  rooms?  If  you  have,  let  us  know.  I am  sure 
Sarah  Morrow  would  pin  a medal  on  anyone  who  can  solve  this  problem. 

Your  Executive  Council  submitted  the  names  of  A.  Sherman  Morris,  Jr.,  M.D.,  of  Ashev: 
and  John  W.  Foust,  M.D.,  of  Charlotte,  as  suggestions  for  nomination  to  the  Blue 
Cross  and  Blue  Shield  Board  of  Directors.  The  Board  saw  fit  to  re-elect  the  two 
incumbent  physicians  James  E.  Davis,  M.D.,  of  Durham,  and  Roy  Bigham,  M.D. , of 
Charlotte.  Congratulations  Jim  and  Roy. 

The  President's  year  is  winding  to  a close,  and  I must  say  that  I have  enjoyed 
being  your  President  and  writing  you  these  monthly  newsletters.  I have  received 
a lot  of  mail  in  return,  mostly  positive  and  always  thoughtful.  It  is  important 
for  you, the  members,  to  communicate  with  the  officers.  You  can  do  this  through 
phone  calls,  letters,  or  the  personal  scream.  Your  officers  are  listed  in  the 
red  book  or  Medical  Society  Directory,  and  also  in  each  issue  of  the  Journal. 

You  belong  to  the  most  democratic  organization  I have  ever  seen.  It  is  more  demo- 
cratic than  a Baptist  church  and  just  as  autonomous.  Support  your  Society,  keep 
it  strong.  Agree  or  disagree,  but  stick  with  it.  I have  been  pleasantly  surprised 
at  the  wisdom  of  the  group.  Participate  in  person  or  through  your  District 
Councilor.  Get  in,  stay  in,  and  bring  in  others. 

I will  write  a short  report  on  the  Convention  next  month  as  my  "swan  song".  I 
hope  to  see  many  of  you  there.  So  have  a safe  trip  to  Pinehurst! 


Sincerely , 


President 


s my  practice: 


I'm  a physician.  But  I'm  also 
a business  man.  That’s  why 
our  clinic  has  a business 
manager. 

It  takes  a lot  of  work  to  man- 
age all  the  business  details  of 
a growing  practice  like  ours. 
That's  why  we  have  BASMED. 
It  cuts  work  and  handles  the 
details. 

That  makes  everything  a lot 
easier.  Like  insurance  process- 
ing. With  BASMED  we  do  little 
more  than  enter  the  name,  date, 
and  procedure  for  each  patient. 
BASMED  fills  in  the  rest  from 
its  vast  electronic  files.  It  prints 
the  forms  for  the  right  insurance 
companies,  ready  for  mailing. 

BASMED  makes  short  work 
of  administrative  tasks  too— 


like  balancing  daily  receipts 
and  charges.  And  it  generates 
periodic  reports  at  the  touch  of 
a button.  For  example,  if  we 
want  information  on  account 
aging,  total  dollars  and  units 
by  procedure,  charges  by  doc- 
tor, or  insurance  claims  aging, 
BASMED  puts  it  right  in  our 
hands. 

The  result  is  a more  efficient 
office  and  improved  cashflow. 
In  fact,  BASMED  does  its  job 
so  well  that  I hardly  know  it's 
there. 

But  my  business  manager 
does.  And  my  office  staff  does. 
They're  very  happy  with 
BASMED. 

That  makes  me  happy. 

And  that  means  we  all  do  a 
better  job. 


For  more  information  on 
how  to  give  your  practice  the 
business,  write  or  call: 


Medical  Systems  Division, 
Business  Application  Systems. 


BASMED 


The  Medical 
Business  System 


business  application  systems,  inc. 
7334  chapel  hill  road 
’ raieigh,  n.c.' ' 27607 ' ' (919)' 851-8512 


Vermox:  the  only  anthelmintic 
highly  effective 
against  whipworm. 


Cure  Rate Egg  Reduction 

VERMOX®  68%  * 93%** 

Mintezol1  35%  t 45%  tt 

Antiminth2  Not  Indicated 

Povan3  Not  Indicated 


Also  highly  effective  against 
roundworm  and  hookworm 

Since  whipworm,  roundworm  and  hookworm  are  all  soil-borne 
helminths,  mixed  infections  are  not  uncommon.  Only  one  anthelmintic 
exhibits  high  efficacy  rates  for  all  three  nematodes:  whipworm-68%; 
roundworm -98%;  hookworm -96%.  That  agent  is  VERMOX?’ 

Please  see  following  page  for  Summary  of  Prescribing  Information. 


Broad-spectrum  coverage 
in  mixed  helminthic  infections 

Vermox™ 

(mebendazole) 


£ 
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JANSSEN  PHARMACEUTICA  INC. 
New  Brunswick,  N.J.  08903 


Committed  to  research. . . 
because  so  much  remains  to  be  done. 

©Janssen  Pharmaceutics  Inc.  1980  JPI-023 


NORTH  CAROLINA 
MEDICAL  SOCIETY 
MEETINGS 


Broad-spectrum 
coverage  in  mixed 
helminthic  infections 


Vermox 


(mebendazole) 


Contraindications  VERMOX  is  contraindicated  in 
pregnant  women  (see:  Pregnancy  Precautions)  and 
in  persons  who  have  shown  hypersensitivity  to 
the  drug. 

Precautions  PREGNANCY.  VERMOX  has  shown 
embryotoxic  and  teratogenic  activity  in  pregnant  rats 
at  single  oral  doses  as  low  as  1 0 mg/kg.  Since 
VERMOX  may  have  a risk  of  producing  fetal  damage 
if  administered  during  pregnancy,  it  is 
contraindicated  in  pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively 
studied  in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  two  years  the  relative 
benefit/risk  should  be  considered. 

Adverse  Reactions  Transient  symptoms  of 
abdominal  pain  and  diarrhea  have  occurred  in  cases 
of  massive  infection  and  expulsion  of  worms. 

Dosage  and  Administration  The  same  dosage 
schedule  applies  to  children  and  adults.  The  tablet 
may  be  chewed,  swallowed  or  crushed  and  mixed 
with  food.  For  the  control  of  pinworm  (enterobiasis), 
a single  tablet  is  administered  orally,  one  time. 

For  the  control  of  roundworm  (ascariasis),  whipworm 
(trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and 
evening,  on  three  consecutive  days. 

If  the  patient  is  not  cured  three  weeks  after 
treatment,  a second  course  of  treatment  is  advised. 
No  special  procedures,  such  as  fasting  or  purging, 
are  required. 

* Mean  cure  rate  of  VERMOX®  in  treating  whipworm; 
cure  rate  range  of  61-75%.  Data  on  file  at  Janssen 
Pharmaceutica  Inc. 

* Mean  egg  reduction  of  VERMOX®  in  treating 
whipworm;  egg  reduction  range  of  70-99%.  Data  on 
file  at  Janssen  Pharmaceutica  Inc. 

t Rollo,  I.M. : Drugs  used  in  the  chemotherapy  of 
helminthiasis,  in  Goodman,  L.S.;  and  Gilman,  A. 
(eds.):  The  Pharmacological  Basis  of  Therapeutics, 
ed.  5.  New  York,  Macmillan,  1975,  p.  1034. 

T Miller,  M.J.;  Krupp,  I.M.;  Little,  M.D.;  Santos,  C.: 
Mebendazole  an  effective  anthelmintic  for 
trichuriasis  and  enterobiasis.  JAMA  230  (10):  1412- 
MU,  Dec.  9,  1974. 

1 . Registered  trademark  of  Merck  Sharp  and  Dohme. 

2.  Registered  trademark  of  Roerig. 

3.  Registered  trademark  of  Parke-Davis. 


E3  JANSSEN  PHARMACEUTICA  INC. 
New  Brunswick,  N.J.  08903 

Committed  to  research. . . 
because  so  much  remains  to  be  done. 


ANNUAL  MEETING 

May  1-4,  1980 

Pinehurst  Hotel 
Pinehurst,  N.C. 

Opportunity  to  complete 
up  to  25  hours  of 
Continuing  Medical 
Education  credit. 


COMMITTEE  CONCLAVE 
September  24-28,  1980 

Mid  Pines  Club 
Southern  Pines,  N.C. 


LEADERSHIP  CONFERENCE 
February  6-7,  1981 

Raleigh,  N.C. 


NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 


Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $1 00  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month:  benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 


IT'S  HIGHIY 
RECOMMENDED... 

AND  FOR  GOOD  REASONS 


provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 
helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses;  and  it’s  painless 
and  cosmetically  pleasing 

contains  three  antibiotics  that  are  rarely  used  systemically 

you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  V2  oz  tube,  or  the  versatile,  single-use 
foil  packet 


selected 


by  NASA  for 
the  Apollo  and 

Skylab  missions 
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polymyxin  B-bacitracin-neomycin) 


iach  gram  contains  Aerosporin®  (Polymyxin  B Sulfate) 
\000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
|;  mg  (equivalent  to  3.5  mg  neomycin  base);  special  white 
'letrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
approx.)  foil  packets 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
oxicity  and  ototoxicity  due  to  neomycin,  care  should  be 
ixercised  when  using  this  product  in  treating  extensive 
lurns,  trophic  ulceration  and  other  extensive  conditions 
vhere  absorption  of  neomycin  is  possible  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  oris 
eceiving  other  aminoglycoside  antibiotics  concurrently, 
lot  more  than  one  application  a day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin.  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a failure  to  heal.  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served. These  symptoms  regress  quickly  on  withdrawing 
the  medication.  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  preparations. 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi  Appropriate  measures  should 
be  taken  if  this  occurs 


ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section) 
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ECG  Interpretation  and  Arrhythmia  Management 

June  13  8.  14,  1980 
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Each  of  these  distinguished  faculty  members  is  nationally  recognized  for  his  expertise 
and  communicative  ability.  You  won’t  attend  a more  informative  program  on  this 
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Please  Send  Me  information  On: 

□ The  Above  Course 

Other  CME  Seminars: 


□ Clinical  Management  of  Coronary  Disease 
and  Exercise  Testing 

□ Cardiac  Ischemia  and  Arrhythmia-Current 
Concepts  for  Diagnosis  and  Treatment 

□ EKG  Interpretation  and  Arrhythmia  Management 
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Towards  Wholeness 


SPECIAL  ARTICLE 

On  Epidemics,  Metaphors  and  Madness 

John  H.  Felts,  M.D. 


IN  her  fascinating  examination  of 
Illness  as  Metaphor , 1 Susan 
Sontag  shows  how  using  sickness 
and  disease  to  describe  non-medical 
phenomena  distorts  our  views  not 
only  of  illness  but  of  the  fields  in- 
vaded by  medical  metaphor.  We 
need  only  consider  Richard  Nixon’s 
medical  wars  and  the  efforts  of  the 
Ford  administration  to  cope  with 
the  threat  of  an  epidemic  of  swine 
influenza  to  appreciate  her  point. 
Perhaps  we  use  our  medical  vocab- 
ulary to  define  our  non-medical 
world  because  we  have  no  expres- 
sions strong  enough  to  characterize 
economic,  social  and  political 
catastrophe. 

More  recently  Fleilbroner2  has 
observed  that  “inflation  has  be- 
come the  great  besetting  ailment  of 
western  society,  a global  malady  of 
capitalism  ...  for  we  regularly  use 
the  metaphor  of  illness  to  describe 
the  problem  of  inflation.’’  He  warns 
us  that  such  usage  may  be  danger- 
ous because  medical  metaphors 
imply  that  we  can  know  what  a 
healthy  society  is  and  so  can  heal  an 
ailing  one  by  standard  therapeutic 
measures.  But  because  “economic 
systems  are  not  living  bodies”  our 
remedies  may  be  worse  than  the 


1 From  the  Department  of  Medicine  (Nephrology) 

Bowman  Gray  School  of  Medicine  of  Wake  Forest 

| University 

Winston-Salem,  N.C.  27103 


disease,  a predicament  said  to  have 
been  characteristic  of  every  medical 
era  but  ours.  Yet  Heilbroner's  own 
use  of  metaphor  may  be  misleading. 
Economics  in  its  development  may 
be  where  medicine  was  before  Har- 
vey and  his  successors  used  what 
wits  and  words  they  had  to  intro- 
duce something  really  new. 

We  need  only  look  to  the  medi- 
eval figures  of  famine,  war,  pesti- 
lence and  death  to  perceive  the 
common  origin  of  our  metaphorical 
speculations.  But  conquest  of  pes- 
tilence is  a crowning  glory  of  west- 
ern society  which  takes  many  of  its 
own  descriptive  features  from  past 
ecclesiastical  and  monarchial 
pomp.  Where  mythic  heroes  fought 
all  sorts  of  enemies  in  the  Dark  Ages 
— dragons,  devils,  affronted  an- 
cestors and  mighty  kings  turning  to 
war  in  spring — our  heroes  are  trium- 
phant in  the  natural,  not  the 
spiritual,  world.  Instead  of  aspiring 
for  knighthood  and  priesthood,  al- 
though military  academies  and 
seminaries  still  flourish  and  some 
mistake  entertainers  for  heroes,  the 
ambitious  among  us  seek  M.D.s  and 
M.B.A.s,  enthralled  by  measure- 
ment and  by  precision. 

Like  our  ancestors  we  don't  like 
mystery  and  seek  explanations  on 
our  own  terms.  As  medieval  man 
faced  with  “dungeon,  fire  and 
sword”  reacted  in  eschatological 


and  ecclesiastical  terms,  so  we  re- 
spond to  inflation,  energy  short- 
ages, pollution  and  anarchy  in 
technological  terms  — for  medical 
science  and  diagnostics  offer 
method  and  answer  to  deal  with  our 
fears.  We  have  no  unexplained 
epidemics  anymore;  eradication  of 
epidemic  smallpox  has  now  been 
certified.3  Despite  bureaucratic  as- 
surances and  a confused  approach 
to  the  problem  by  the  press  and  by 
the  Center  for  Disease  Control,4  the 
swine  influenza  epidemic  did  not 
happen  and  the  response  of  the 
medical  community  and  the  public 
in  general  to  Legionnaire’s  disease 
was  sensible  and  even  encouraging. 

Laced  with  Iranian  anarchy  and  a 
visible,  highly  articulate  etiologic 
agent,  the  Ayatollah  Khomeini,  we 
react  less  reasonably  perhaps  be- 
cause we  no  longer  understand  a 
bloody  prophet  who  does  not  know 
our  vocabulary,  doesn’t  care  to  and 
is  convinced  our  metaphors  are 
meaningless.  Such  behavior  is 
threatening  when  it  happens  today 
but  fascinating  when  it  took  place 
yesterday.  We  weren't  involved 
then  and  the  epidemic  viral  and 
bacteriological  catastrophes  are 
preserved  partly  in  the  names  of  the 
heroes  their  conquest  produced: 
Gorgas,  Jenner,  Koch,  Pasteur, 
Lister  and  all  the  rest. 

To  understand  our  own  frustra- 


Aprii  1980,  NCMJ 


221 


tion  and  confusion  about  today’s 
global  malady,  it  is  perhaps  worth 
examining  how  people  in  other 
times  responded  to  disaster.  An- 
cient Athens  at  the  peak  of  its  power 
started  the  Peloponnesian  War, 
having  passed  from  democracy  to 
empire,  only  to  be  defeated  by 
Sparta  and  her  allies.  Athens,  how- 
ever, did  not  lose  the  war  because 
she  was  beaten  on  the  battlefield  but 
because  her  spirit  was  broken  by  a 
plague  which  raged  in  the  city  for 
three  years,  430-427  B.C.,  killing  a 
fourth  of  the  army  and  rendering  the 
population  destitute.  Thucydides’s 
description  of  the  epidemic  (see 
page  230)  is  of  course  classical  al- 
though we  do  not  know  to  this  day 
whether  the  plague  was  caused  by 
Pasteurella  pestis,  malaria  or  some 
other  equally  vicious  organism. 
Lucretius5  noted  that  Athenian 
fields  were  laid  waste,  highways 
were  turned  into  deserts  and  cities 
drained  of  their  citizens  as  “they 
began  to  surrender,  battalions  at  a 
time,  to  sickness  and  death.’’  But 
neither  Thucydides  nor  Lucretius, 
unlike  later  chroniclers,  attributed 
the  plague  to  divine  displeasure  and 
both  noted  that  good  and  bad  were 
struck  alike. 

After  the  fall  of  Athens,  the  tides 
of  power,  first  secular  and  later 
ecclesiastical,  flowed  to  Rome  and 
the  Greek  religion  eventually  died 
along  the  Mediterranean  shore  to  be 
replaced  by  a syncretic  Christian- 
ity, absorbing,  often  unaware  that  it 
was  doing  so,  aspects  of  Greek 
Stoicism,  Judaic  monotheism  and 
polytheism  of  many  pagan  tribes  to 
be  blended  with  Pauline  Chris- 
tianity. This  change  in  the  religious 
climate  was  characterized  by  the 
emergence  of  the  conception  of  sin 
foreign  to  the  Greeks  and  a view 
that  an  angry  God  could  act  mys- 
teriously to  punish  sinners  who 
often  had  no  awareness  of  their 
deeds.  Floods,  volcanic  eruptions 
and  epidemics  could  then  be  inter- 
preted as  visitations  of  an  irate  God. 
By  “The  Calamitous  14th  Cen- 
tury.’’'' this  transition  appears  to 
have  been  complete  so  that  when 
the  Black  Death  arrived  it  was 
treated  as  a visitation  of  holy  wrath. 
Between  1348  and  1350  it  killed  a 
quarter  of  Europe’s  people  and  by 


1400  a third  of  the  population  had 
died  of  the  disease.  For  the  sur- 
vivors, a new  view  of  the  world  be- 
came necessary.  Jews  were  blamed, 
intensifying  an  already  pervasive 
anti-Semitism;  flagellants  roamed 
the  streets  and  barren  country 
whipping  themselves  so  that  their 
sins  would  be  driven  away; 
Satanism  and  witchcraft  flourished 
and  roads  were  crowded  by  the 
frightened  fleeing  and  the  penitent 
on  pilgrimage  to  the  shrines  of 
prophylactic  saints.  Economic  life 
was  disrupted,  agriculture  col- 
lapsed and  famine  followed  pesti- 
lence. The  apocalypse  promised  in 
Revelation  had  come  and  man  was 
now  a mere  pawn  in  a macabre 
game.6 

Writings  of  the  time  leave  no 
doubt  as  to  the  horror.  Boccaccio, 
Dante,  Pepys  (for  London  was 
struck  by  the  plague  in  1665),  Wy- 
cliffe,  Calvin,  Luther  testify  to  their 
own  fear  and  to  their  guilt  in  sur- 
viving. Francesco  di  Marco  Datini 
(1335-1410),  The  Merchant  of 
Prato,1  has  left  us  in  his  letters  and 
account  books  a remarkable  picture 
of  14th  Century  life.  For  a man  who 
lived  for  God  and  profit  and  who 
might  have  thought  profit  in  busi- 
ness was  proof  of  God’s  grace  to 
become  a pilgrim,  in  robe  and  cowl, 
carrying  a candle,  was  typical  of  the 
times.  Pestilence  threatened  to  take 
away  all  material  gain  as  well  as  life 
itself.  Half  of  Datini’s  life  was  spent 
under  the  menace  of  Black  Death 
which  moved  as  capriciously  as  the 
stock  market  and  which  behaved 
with  a mystery  beyond  under- 
standing. The  first  plague  in  1383 
struck  Prato,  the  next  in  1389  did 
not  but  Datini’s  family  was  spared. 
When  it  came  again  in  1399.  Fran- 
cesco, now  64  years  old,  was  much 
concerned  with  his  sin.  “1  have 
sinned  in  my  life  as  much  as  a man 
can  sin  . . . and  have  not  known 
how  to  moderate  my  desires,’’  he 
wrote  to  his  wife,  aware  as  he  was  of 
his  besetting  greed.  He  then  sought 
salvation  in  the  renewal  of  religious 
observations.  So  on  August  18, 
1399,  he  went  as  a pilgrim,  barefoot 
and  dressed  entirely  in  white,  from 
Piato  to  the  Arno,  thence  to  Arezzo 
and  to  Florence  before  returning  to 
his  home  there  for  he  had  moved 


from  Prato  as  his  business  became 
more  prosperous.  The  following 
year  the  plague  came  again  and  he 
signed  his  will  which  left  most  of  his 
fortune  to  the  poor.  On  the  same 
day  he  tied  to  Bologna  where  he  was 
to  live  for  14  months  before  return- 
ing to  his  home  in  Tuscany  where  he 
died  at  the  age  of  75  of  kidney  dis- 
ease having  avoided  the  plague. 

In  response  to  cataclysmic  stress, 
man  usually  must  flee  or  sacrifice; 
few  are  so  strong  as  to  accept  the 
unknown  or  to  observe  it  so  that  it 
may  be  later  explained.  By  pro- 
pitiating the  inhabitants  of  the 
spiritual  world  atonement  may  be 
made  for  real  and  imaginary  of- 
fenses. Such  is  the  ebb  and  How  of 
nature  that  coincidental  ritual  and 
retreat  of  evil  beget  enthusiasm  for 
the  ceremony  and  confirm  the 
honor  and  selection  of  those  in- 
volved. When  a people  has  entered 
into  a holy  covenant  such  rites  be- 
come further  charged  with  occult 
meaning  because  repetition  con- 
firms the  value  of  that  agreement 
and  bonds  both  parties  even  more 
strongly.  And  the  mediators  be- 
tween God  and  the  people  accumu- 
late power,  respect,  even  reverence 
and  exert  awesome  authority. 
When  then  troubles  multiply  and 
ritual  fails,  blame  must  be  laid. 
Hence  witches,  scapegoats,  human 
sacrifices,  exorcisms,  pilgrimages 
and  the  need  for  secret  knowledge 
for  the  protection  of  self  and  tribe. 

Cultural  time  between  the  plague 
at  Athens  and  “The  Judgment  of 
Smallpox’’8  in  Boston  in  the  spring 
of  1721  was  shorter  than  the  130 
years  separating  the  birth  of  Charles 
Darwin  in  1809  and  the  death  of 
Sigmund  Freud  in  1939.  Mendel  had 
created  his  silent  revolution  before 
1900  and  Einstein  had  done  his 
seminal  work  before  Freud's  death. 
So  let  us  look  to  colonial  Boston 
where  physics  was  a theological 
science  which  defined  the  settled 
order  of  nature  through  which 
God’s  world  would  come  to  pass. 

The  Puritans  had  entered  into  a 
covenant  with  God,  establishing  a 
special  relation  which  would  allow 
them  to  build  the  City  on  the  Hill  in 
New  England,  an  ultimate  theoc- 
racy unshackled  by  the  heresies  of 
the  Church  of  England  or  the  op- 
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pressions  of  government  and  the 
evil  wars  of  western  Europe.  If  the 
Puritans  lived  up  to  the  terms  of  the 
bargain,  their  spiritual,  and  even 
material,  progress  should  be  unim- 
peded and  heaven  should  be 
realized  in  Boston.  But  smallpox 
came  in  minor  epidemic  in  1678 
suggesting  some  secret  sin  within 
the  congregation.  But  the  trouble 
passed,  however,  and  the  faithful 
continued  to  be  confirmed  in  their 
covenant . That  is  until  June  6,  1721, 
when  smallpox  recurred  in  truly 
epidemic  proportion  bringing  with  it 
panic  and  fear  and  trembling  at  the 
judgment  of  heaven.  The  eminent 
divine  and  Fellow  of  the  Royal  So- 
ciety, Cotton  Mather,  had  earlier 
suggested  that  Boston  was  steeped 
in  sin  but  these  observations  had  not 
been  confirmed  by  his  fellow  sin- 
ners until  the  epidemic  brought 
forth  fasting  and  humiliation  before 
God  and  man.  For  the  great  pox  was 
considered  a powerful  weapon  in 
Jehovah’s  arsenal  for  the  punish- 
ment of  sinners. 

When  standard  liturgical  ma- 
neuvers failed,  Mather  looked 
elsewhere,  particularly  to  Zabdiel 
Boylston,  a practical  physician, 
suggesting  that  inoculation  as  prac- 
ticed by  the  Turks  be  tried  to  stem 
the  epidemic  in  Boston.  There  was 
no  reason  to  expect  that  Boylston 
would  be  successful;  data  were  in- 
adequate, the  germ  theory  was  still 
in  gestation  and  the  idea  of  a control 


group  to  assess  the  efficacy  of  a 
remedy  was  waiting  for  the  efforts 
of  Capt.  James  Lind  of  the  British 
Navy  in  the  guise  of  sailors  with 
scurvy.  But  theological  authority 
carried  the  day;  by  December 
smallpox  had  been  arrested  by  in- 
oculation and  the  Mathers,  the  fa- 
ther Increase  and  the  son  Cotton, 
were  triumphant  — by  chance.  The 
sole  trained  physician  in  the  com- 
munity, William  Douglass,  called 
the  experiment  “rash  and  bold”  and 
condemned  the  whole  business.  It 
of  course  turned  into  a theological 
brawl  with  Douglass  the  physician 
joining  moderate  Puritans  in  criti- 
cizing the  Mathers.  Medically 
Douglass  was  convinced  by  Boyl- 
ston’s  success  and  practiced  in- 
oculation in  the  epidemic  of  1730, 
but  he  could  not  accept  Mather’s 
notion  of  sickness  as  sin  nor  his 
dogmatism.  The  editorial  voice  of 
those  against  inoculation  was  the 
Boston  C our  ant,  edited  by  James 
Franklin,  who  was  helped  by  his 
younger  brother  Benjamin.  Even- 
tually the  Courant  failed  and  Ben- 
jamin sought  work  in  Philadelphia. 
An  account  of  Boylston’ s work  was 
published  in  London  in  1726;  his 
objectivity  earned  him  a respectful 
audience  and  a street  was  eventu- 
ally named  for  him  in  Boston.  Sev- 
enty years  later  Jenner  would  vac- 
cinate for  smallpox  and  in  1977  the 
last  endemic  case  of  the  disease 
would  be  reported  in  a cook  in 


Somalia  named  Ali  Maow  Maalen.3 

As  our  world  glows  smaller  and 
contingencies  multiply,  lack  of  en- 
ergy, pollution  and  inflation  have 
replaced  pestilence  although  in 
Bangladesh  it  can  recur  as  cholera 
in  conjunction  with  famine  and 
those  religious  wars  now  so  foreign 
to  the  western  mind.  We  do  have 
influenza  to  bedevil  us  as  the  fiasco 
of  1977  attests.  Still  we  can  antici- 
pate the  behavior  of  epidemics  now 
and  prepare  vaccines.  The  risk  ot 
neuropathies  such  as  the  Landry- 
Guillain-Barre  syndrome  is  small 
when  we  consider  the  20  million 
people  who  died  of  influenza  in  the 
pandemic  of  1918-1919.  As  Mac- 
Cormack  and  Koomen9  indicate 
(page  224),  the  influenza  virus  is  ex- 
tremely resourceful  but  so  is  man.  It 
we  don’t  so  mix  our  metaphors  that 
we  cloud  our  thinking,  we  may  have 
left  an  empty  saddle  for  one  of  the 
horses  of  the  riders  of  the  Apoca- 
lypse. Unfortunately,  others  are 
competing  for  the  stirrups  and  reins. 
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Concerning  Sternutation  or  Sneezing,  and  the  custom  of  saluting  or  blessing  upon  that  motion,  it  is 
pretended,  and  generally  believed  to  derive  its  original  from  a disease,  wherein  Sternutation  proved 
mortal,  and  such  as  Sneezed,  died.  And  this  may  seem  to  be  proved  from  Carolus  Sigomus,  who  in  his 
History  of  Italy,  makes  mention  of  a Pestilence  in  the  time  of  Gregory  the  Great,  that  proved  permtious 
and  deadly  to  those  that  Sneezed.  Which  notwithstanding  will  not  sufficiently  determine  the  grounds 
hereof:  that  custom  having  an  elder  Era,  then  this  Chronology  affordeth.  — Sir  Thomas  Browne, 
Pseudodoxia  Epidemica . 
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Influenza 

J.  N.  MacCormack,  M.D.,*  and  Jacob  Koomen,  M.D.,  M.P.H.** 


IT  has  become  customary  to  begin 
presentations  on  the  subject  of 
influenza  with  a statement  to  the 
effect  that  “influenza  is,  and  will 
remain  for  the  foreseeable  future, 
the  most  important  infectious  dis- 
ease in  this  country” 'or  to  refer  to 
this  disease  as  “the  last  great  plague 
of  man.”2  These  statements  reflect 
medical  science’s  frustration  in  at- 
tempts to  control  the  wily  influenza 
virus  or  even  predict  its  behavior 
from  year  to  year.  Although  we 
have  learned  a great  deal  about  in- 
fluenza in  the  last  few  decades,  the 
disease  continues  to  exact  signifi- 
cant morbidity  and  mortality. 

HISTORY 

The  first  description  of  an  in- 
fluenza epidemic  is  attributed  to 
Hippocrates  (412  B.C.).  Several 
epidemics  are  described  in  medieval 
writings,  and  between  1510  and 
1918  — the  year  of  the  great  “Span- 
ish” flu  pandemic  — some  29  pan- 
demics were  recorded.3  As  early  as 
1580  there  was  evidence  for  origin 
of  these  pandemics  in  Asia.4 
The  great  pandemic  of  1918-19  re- 
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suited  in  an  estimated  20  to  40  mil- 
lion deaths  worldwide  with  at  least 
500,000  in  this  country.  One  of  its 
striking  features  was  the  inordinate 
case-fatality  ratio  among  healthy 
young  adults.  The  U.S.  Army,  still 
mobilized  in  the  fall  of  1918,  re- 
corded 2 1 , 193  deaths  from  influenza 
and  pneumonia  in  personnel 
stationed  in  the  continental  United 
States  from  September  6 to 
November  29. 5 During  the  deadly 
second  of  the  three  waves  of 
“Spanish”  influenza,  13,644  North 
Carolinians  died  of  the  disease.6 
Community  life  was  seriously  dis- 
rupted across  the  land  during  the  fall 
and  winter  of  1918-19  and,  although 
a variety  of  nostrums  were  tried  (in- 
cluding several  influenza  “vac- 
cines”), the  only  thing  that  seemed 
to  make  any  difference  in  survival 
was  good  nursing  care. 

Although  it  was  fairly  conclu- 
sively shown  during  the  1918-19 
pandemic  that  Hemophilus  influen- 
zae, or  “Pfeiffer’s  bacillus”  as  it 
was  then  called,  was  not  the 
etiologic  agent  of  influenza  as  once 
believed,  the  first  isolation  of  an  in- 
fluenza virus  from  a human  was  not 
achieved  until  1933,  three  years 
after  Shope  isolated  a virus  from  a 
pig  from  Iowa.  These  first  isolates 
were  shown  to  be  antigenically  re- 
lated but  not  identical  — i.e.,  both 
are  what  we  presently  classify  as 


type  A influenza  viruses.  The  first 
type  B virus  was  isolated  in  1940, 
and  the  relatively  unimportant  type 
C in  1949. 

The  discovery  in  1935  that  in- 
fluenza viruses  would  multiply  in 
embryonated  chicken  eggs  paved 
the  way  for  development  of  a vac- 
cine. With  a few  important  refine- 
ments, the  vaccine  in  use  in  this 
country  today  is  still  produced  in 
much  the  same  manner  as  that  of  the 
early  1940s. 

Although  the  A influenza  viruses 
that  prevailed  in  the  1930s  were  re- 
placed by  the  Ai  or  A'  virus  in  1947, 
the  next  major  pandemic  following 
the  1918-19  experience  occurred  in 
1957  when  “Asian”  or  A2  influenza 
arrived  on  the  scene.  From  October 
1957  through  March  1958  some 
69,800  excess  deaths  occurred  in 
the  United  States  in  the  second 
worst  influenza  pandemic  in  this 
century.  By  contrast,  the  arrival  of 
the  A/Hong  Kong  virus  in  1968  re- 
sulted in  about  half  as  many  excess 
deaths  — 33,800  — during  the  in- 
fluenza season  of  1968-69. 7 The  ap- 
pearance (reappearance?)  of  swine 
influenza  in  humans  at  Fort  Dix, 
New  Jersey,  in  January  1976  re- 
sulted in  an  elaborate  federal  in- 
fluenza immunization  program  to 
combat  another  potentially  pan- 
demic strain  of  virus  which  — at  this 
writing  — has  yet  to  evidence  any 
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such  potential.  More  recently  we 
have  been  confronted  with  the 
reappearance  of  an  Ai  virus  in  the 
form  of  A/USSR/77,  which  made  its 
debut  in  China  in  May  1977.  It  was 
finally  documented  in  North  Caro- 
lina in  March  1978. 

Viewed  historically,  the  morbid- 
ity and  mortality  exacted  by  the  in- 
fluenza viruses  is  awesome.  Figure 
1 shows  the  death  rates  for  influenza 
and  for  pneumonia  and  influenza 
combined  in  North  Carolina  since 
death  registration  began  in  1914. 
The  1918-19  pandemic  stands  out 
strikingly  on  this  graph.  Note  that 
since  the  start  of  the  antibiotic  era 
both  rates  have  declined  to  a fairly 
stable  level.  The  small  peaks  pro- 
duced by  the  1957-58  and  1968-69 
pandemics  are  not  as  striking  on  this 
graph  as  they  would  have  been  had 
the  curves  been  plotted  using  week- 
ly or  even  monthly  rather  than  an- 
nual rates. 

While  not  all  pneumonia  deaths 
are  attributable  to  influenza,  bacte- 
rial pneumonia  as  a complication  is 
the  most  frequent  cause  of  death  in 
influenza.  Our  system  of  coding 
from  death  certificates  dictates  that 
pneumonia  deaths  be  lumped  in 
with  those  coded  directly  to  in- 
fluenza for  a more  complete  picture . 
Excess  mortality  during  influenza 
pandemics  is  also  noted  in  deaths 
from  such  conditions  as  tuber- 
culosis, asthma,  rheumatic  heart 
disease,  diabetes  mellitus  and 

FIGURE  1 

INFLUENZA  AND  INFLUENZA  & PNUEMONI A 
DEATH  RATES  PER  100,000  POPULATION, 
Mir  NORTH  CAROLINA,  1914-1976 
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neoplasms.8  One  estimate  of  the 
cost  of  the  Hong  Kong  influenza 
pandemic  of  1968-69  in  this  country 
— including  the  costs  of  health  care, 
work  days  lost,  and  lost  earnings  — 
was  $3.9  billion.1 

VIROLOGY,  IMMUNOLOGY, 
AND  EPIDEMIOLOGY 

An  appreciation  of  some  of  the 
fundamentals  of  influenza  virology 
and  immunology  is  basic  to  under- 
standing its  epidemiology. 

The  three  influenza  virus  sero- 
types, A,  B,  and  C,  are  distin- 
guished from  one  another  by  nu- 
cleocapsid  antigens  within  the  core 
of  the  virus  particle  (Figure  2).  All 
type  A viruses,  for  example,  share  a 
common  nucleocapsid  protein  (nu- 
cleoprotein)  which  can  be  distin- 
guished from  those  of  types  B and  C 
viruses  by  either  complement  fixa- 
tion or  immunoprecipitin  tests. 
Whereas  types  B and  C influenza 
viruses  have  been  recovered  only 
from  man,  type  A viruses  also  in- 
fect several  animal  hosts;  this  prop- 
erty of  the  A viruses  may  be  im- 
portant in  the  evolution  of  pandemic 
strains,  another  characteristic 
unique  to  the  A viruses. 

The  nucleocapsid  core  influenza 
virus  contains  eight  single-strand 
segments  of  ribonucleic  acid 
CRN  A),  in  addition  to  nucleoprotein 
and  some  enzymes  (polymerases). 
The  separation  of  these  RNA 
genomes  into  distinct  individual 
packets  of  genetic  material  permits 
the  process  of  genetic  recombina- 
tion to  occur  if  an  animal  cell  is 
simultaneously  infected  with  more 
than  one  strain  of  influenza  A virus. 
This  phenomenon  of  recombination 
has  been  experimentally  demon- 
strated in  pigs,  using  the  A/Hong 
Kong  and  A/swine/Iowa  viruses. 
Several  recombinant  viruses  were 
recovered  from  pigs  simultaneously 
infected  with  these  viruses.  The 
total  number  of  recombinations 
theoretically  possible  using  two  vi- 
ruses with  eight  genomes  apiece  is 
28  or  256. 9 

Overlying  the  nucleocapsid  of  the 
virus  is  a coat  of  matrix  protein. 
Like  the  nucleoprotein,  the  matrix 
protein  exhibits  antigenic  differ- 
ences between  types  A,  B,  and  C 
influenza  viruses  but  does  not  differ 


Figure  2 

INFLUENZA  VIRUS 

(Srhemotlc  Drawing) 


between  subtypes  or  strains  of  a 
type  of  virus.  A lipid  bilayer  which 
is  apparently  derived  from  host  cell 
material  encloses  the  matrix  pro- 
tein. 

Projecting  from  the  lipid  outer 
membrane  of  the  virus  are  two  types 
of  spike-like  structures,  the 
hemagglutinin  and  neuraminidase. 
These" glycoproteins  are  believed  to 
be  more  important  in  the  induction 
of  protective  antibodies  than  either 
the  nucleoprotein  or  the  matrix 
protein.  The  hemagglutinin  spikes 
peimit  the  influenza  virus  to  attach 
to  a host’s  cell  before  invasion  and 
to  direct  its  “machinery”  to  the 
manufacture  of  more  virus.  The 
neuraminidase,  on  the  other  hand, 
seems  to  be  responsible  for  release 
of  the  viral  particles  from  infected 
cells.  Viral  spread  from  cell  to  cell  is 
facilitated  by  its  presence  and, 
when  red  blood  cells  are  aggluti- 
nated by  the  viral  hemagglutinin  in 
tissue  culture  of  influenza  viruses, 
enzymatic  lysis  of  the  bond  at  the 
hemagglutinin-red  blood  cell  site  is 
accomplished  by  neuraminidase. 

Evidence  shows  that  the  hemag- 
glutinin of  an  influenza  virus  is  more 
important  in  stimulating  protective 
antibody  production  in  the  host  than 
the  neuraminidase.  Although  spe- 
cific antibodies  are  produced  to 
both  these  antigens,  antihemag- 
glutinin prevents  actual  infection 
whereas  anti-neuraminidase  seems 
to  act  by  inhibiting  the  release  of 
viral  particles  from  infected  cells. 

At  this  point  it  might  be  helpful  to 
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consider  the  influenza  viruses  of 
animals.  Figs,  horses  and  birds  can 
all  be  naturally  infected  with  in- 
fluenza viruses,  and  each  type  of 
animal  has  its  own  set  of  viruses.  As 
noted  above,  the  first  influenza 
virus  ever  isolated  was  from  a pig  in 
the  early  1930s.  Horses  and  birds 
were  not  recognized  as  species  sus- 
ceptible to  infection  until  1955, 
however.  Whereas  four  hemag- 
glutinin and  two  neuraminidase 
types  have  been  documented  so  far 
in  human  influenza  viruses,  pig  vi- 
ruses have  only  one  of  each  of  these 
surface  antigens,  horse  viruses  have 
two  of  each,  and  avian  influenza 
viruses  have  so  far  been  shown  to 
have  nine  different  types  of 
hemagglutinin  and  six  different 
neuraminidase  moieties  as  surface 
antigens.  To  avoid  complete  confu- 
sion, a new  system  of  nomenclature 
has  been  worked  out  for  influenza 
viruses  which,  while  superficially 
confusing  in  itself,  nevertheless 
gives  organization  to  a complex 
subject.1"  The  first  item  in  the  com- 
plete name  of  an  influenza  virus  is 
its  type:  A,  B,  orC.  If  it  is  an  animal 
vims,  the  type  of  animal  follows 
next  after  a slash,  as  in  A/swine, 
A/turkey  or  A/horse.  Animal  vi- 
ruses are  confined  to  type  A.  This 
part  of  the  name  is  omitted  with 
human  strains.  The  geographical 
place  of  origin  of  the  virus  follows 
next  in  sequence,  again  separated 
by  a slash.  Following  this  is  a strain 
(or  isolate)  number  assigned  by  the 
World  Health  Organization  refer- 
ence laboratory  making  or  con- 
firming the  identification  of  the 
virus,  and  the  year  of  isolation  fol- 
lows this.  Finally,  for  type  A vi- 
aises,  the  antigenic  subtype  of  the 
hemagglutinin  and  neuraminidase 
are  enclosed  in  parentheses.  The 
suffixes  “sw”,  “eq”  and  “av”  are 
added  here  if  the  hemagglutinin  or 
neuraminidase  are  of  porcine, 
equine  or  avian  origin  respectively. 
Thus,  for  example,  the  proper  name 
for  the  pandemic  Hong  Kong  virus 
of  1968  is  A/Hong  Kong/1/68 
(H3N2);  a virus  isolated  from  a 
Wisconsin  turkey  in  1966  was 
mimed  A/turkey/Wisconsin/1/66 
(Hav5N2).  Note  that  in  this  latter 
example  the  neuraminidase  is 
labelled  “N2”  and  not  “Nav2.” 


This  is  because  — to  make  matters 
more  complex  — different  species 
may  share  certain  hemagglutinin 
and  neuraminidase  subtypes.  In  this 
instance  man  and  birds  may  share 
the  H2  and  H3  hemagglutinins  and 
the  N1  and  N2  neuraminidases;  the 
neuraminidase  subtype  of  this  par- 
ticular influenza  virus  isolated  from 
the  Wisconsin  turkey  was  N2,  a 
subtype  very  similar  to  if  not  identi- 
cal with  the  human  N2  subtype. 

Antigenic  variation  in  the 
hemagglutinin  and  neuraminidase  is 
the  basis  for  influenza  epidemics 
and  pandemics.  Two  types  of  varia- 
tion are  noted  and  are  referred  to  as 
antigenic  “drifts”  and  “shifts.”  A 
drift  occurs  when  a point  mutation 
develops  in  either  the  hemagglutinin 
or  neuraminidase  that  is  im- 
munologically  advantageous  to  a 
strain  of  influenza  virus.  This  muta- 
tion may  be  a change  in  only  one  of 
the  many  amino  acids  making  up 
one  of  the  peptides  in  a hemaggluti- 
nin or  neuraminidase  subunit,  but  it 
gives  the  “new”  virus  a distinct  ad- 
vantage over  its  predecessor  in  the 
availability  of  susceptible  hosts  to 
infect.  Just  as  antibiotic  therapy 
may  sometimes  operate  to  the  ad- 
vantage of  resistant  strains  of  a 
bacterium,  the  mutated  influenza 
virus  utilizes  the  immunologic 
“pressure”  built  up  in  a population 
infected  by  its  non-mutated  ances- 
tor as  a stepping  stone  to  a name  for 
itself.  Antigenic  drifts  result  in  in- 
fluenza epidemics  of  significantly 
smaller  magnitude  than  the  pan- 
demics induced  by  antigenic  shifts. 
The  evolution  of  A/Texas  influenza 
from  the  A/Victoria  strain  repre- 
sents the  most  recent  drift  of  im- 
portance. 

Although  the  origin  of  antigenic 
drifts  seems  to  be  agreed  upon  by 
most  influenza  experts,  the  story  of 
shifts  is  quite  another  matter.  At 
least  three  theories  have  been  put 
forth  to  account  for  these  dramatic 
changes  in  the  antigenic  composi- 
tion of  the  type  A virus  (type  B vi- 
ruses undergo  drifts  only,  and  type 
C influenza  has  been  so  rarely  iso- 
lated that  it  has  not  been  adequately 
studied).  The  least  plausible  of 
these  theories  is  that  — as  in  an- 
tigenic drift  — there  are  significant 
mutations  in  the  hemagglutinin 


and/or  neuraminidase  surface  anti- 
gens of  the  virus,  giving  rise  to  a 
new  virus  that  is  so  different  anti- 
genically  from  the  previously  domi- 
nant strain  that  it  rapidly  infects 
millions  of  people  around  the  world 
in  a few  months.  The  most  impor- 
tant evidence  refuting  this  theory  is 
the  striking  differences  between  the 
amino  acid  sequences  in  the 
hemagglutinin  of  the  A/Hong  Kong 
vims  of  1968  and  those  of  the  pre- 
ceding Asian  strains  of  the  1957-68 
era,  differences  that  are  quite  dif- 
ficult to  explain  by  one  genetic  mu- 
tation.11 

A second  theory  is  that  man  is 
infected  with  an  animal  influenza 
virus  and  that  this  virus  then 
spreads  to  other  humans.  The  Fort 
Dix,  New  Jersey,  experience  of 
1976  is  a case  in  point,  where  there 
was  evidence  of  swine  influenza 
infection  in  man.  The  reference 
strain  of  Shope’s  1930  isolate  from  a 
pig  in  Iowa12  is  currently  designated 
A/swine/Iowa/15/30  (HswlNl). 
Study  of  current  swine  influenza 
vims  isolates  reveals  only  slight 
drifting  of  the  swine  virus  since  the 
1930s  with  no  major  antigenic  shift. 
Clinical  influenza  in  pigs  was  First 
recognized  during  the  1918-19  pan- 
demic of  human  influenza,  and  it 
has  been  suggested  that  pigs  caught 
it  from  humans  rather  than  the  other 
way  around.12  Influenza  in  pigs  is 
fairly  common  each  year  in  the 
United  States  and,  although  there  is 
serologic  evidence  linking  a swine 
vims  with  the  1918-19  pandemic, 
the  first  actual  isolation  of  a swine 
vims  from  a human  did  not  occur 
until  1 974. 1:1  The  patient  was  a 16- 
year-old  boy  with  Hodgkin’s  dis- 
ease who  lived  on  a farm  and  had 
daily  contact  with  pigs  which  ex- 
hibited serologic  evidence  of  swine 
influenza  virus  infection.  The  as- 
sociation of  the  soldiers  at  Fort  Dix 
who  contracted  swine  influenza  in 
1976  with  pigs  is  not  nearly  so  clear 
cut.  The  important  finding  in  the 
Foil  Dix  outbreak  that  stimulated 
interest  in  a nationwide  immuniza- 
tion program  was  the  apparent 
human-to-human  transmission  of 
the  virus.  Previous  and  subsequent 
studies  of  swine  influenza  infections 
in  man  revealed  that  serologic  evi- 
dence of  past  infection  exists  in 
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many  individuals  with  close  pig 
contact  but  that  documented,  or 
even  suspected,  human-to-human 
[spread  is  rare.14  Many  of  these  in- 
fections are  apparently  subclinical. 

A third  theory  of  the  origin  of 
pandemics  is  that,  as  has  been 
[shown  to  occur  experimentally,9 
recombinant  viruses  develop  when 
(there  is  concomitant  infection  of  an 
animal  or  man  with  more  than  one 
[strain  of  influenza  virus  simultane- 
ously. Supporting  this  theory  are 
the  similarities  of  both  the 
hemagglutinin  of  a virus  isolated 
from  Ukrainian  ducks  in  1963  and 
an  equine  virus  hemagglutinin  iso- 
lated in  the  same  year  in  Florida  to 
the  hemagglutinin  of  the  A/Hong 
Kong/68  virus.15 

Relevant  to  this  theory  also  is  the 
evidence  that  human  influenza  vi- 
ruses seem  to  be  recycling. 
Serologic  studies  have  demon- 
strated similarities  between  the 
H2N2  “Asian”  strains  of  the 
1957-68  era  and  influenza  viruses 
that  circulated  among  humans  in  the 
late  1800s;  there  is  also  evidence 
that  a virus  with  a hemagglutinin 
similar  to  that  of  the  A/Hong  Kong 
virus  which  appeared  in  1968  (H3) 
and  a neuraminidase  resembling 
most  closely  the  equine  Neq2  anti- 
gen succeeded  this  H2N2  virus 
around  the  turn  of  the  century.16’  17 
Although  the  full  meaning  of  these 
studies  remains  a bit  unclear,  the 
“doctrine  of  original  antigenic  sin” 
has  been  an  interesting  corollary. 
The  first  influenza  virus  with  which 
an  individual  is  infected  in  his  or  her 
lifetime  will  remain  the  type  to 
which  the  individual  has  the  highest 
antibody  titer  throughout  life.  It  is 
postulated  that  there  is  repeated 
anamnestic  boosting  of  antibody 
titers  to  the  original  infecting  virus 
by  reinfections  over  the  years  with 
drifting  but  related  strains  of  virus. 

There  have  been  only  three  major 
pandemics  in  this  century:  the 
1918-19  experience;  the  pandemic 
of  1957-58  when  both  hemagglutinin 
and  neuraminidase  shifted  from 
, H1N1  to  H2N2;  and  the  Hong  Kong 
i pandemic  of  1968-69,  when  there 
was  a shift  in  the  hemagglutinin 
from  H2  to  H3  resulting  in  an  H3N2 
strain.  The  “shift”  from  HON  1 to 
H1N1  that  occurred  in  1947  is  now 


viewed  by  many  influenza  vir- 
ologists as  not  nearly  so  significant 
as  it  was  once  felt  to  be,  the  differ- 
ence between  the  HO  and  H 1 
hemagglutinins  not  being  very 
marked.  It  is  not  too  surprising, 
then,  to  note  the  somewhat  embar- 
rassing historical  fact  that  there 
really  was  no  pandemic  in  1947. 

The  “immunologic  recapitula- 
tion” studies  of  the  1960s  and  early 
1970s,  coupled  with  other  advances 
in  influenza  virology,  inevitably  led 
to  the  almost  unverbalized  predic- 
tion that  there  might  be  a revisit  of  a 
virus  similar  to  the  one  causing  the 
1918-19  pandemic.18  When  swine 
influenza  infections  in  humans  were 
documented  at  Fort  Dix  in  1976, 
there  were  indeed  fears  that  this 
prediction  might  be  coming  true. 

VACCINE  AND  VACCINE 
PROGRAMS 

Influenza  vaccines  have  histori- 
cally been  poor  cousins  of  those 
available  to  protect  against  many 
other  communicable  diseases.  This 
is  partially  due  to  the  capability  of 
the  influenza  virus  to  drift  and  shift 
away  from  the  prevailing  strains  in- 
corporated in  a particular  year’s 
vaccine.  Coupled  with  this  draw- 
back, however,  has  been  the  reac- 
tinogenicity  of  influenza  vaccine 
preparations,  particularly  before 
the  availability  of  zonally  cen- 
trifuged and  subunit  or  “split”  vac- 
cines. Vaccine  efficacy  in  a given 
setting  depends  upon  several  fac- 
tors: the  immunologic  priming  of 
the  vaccine  recipients,  the  amount 
of  antigen  in  the  vaccine,  and  the 
match  between  the  antigen  in  the 
vaccine  and  the  circulating  in- 
fluenza virus. 

The  presently  licensed  vaccines 
in  this  country  are  inactivated 
(“killed”)  preparations  made  from 
embryonated  chicken  eggs  inocu- 
lated with  influenza  virus.  At  least 
three  experimental  vaccines  hold 
promise  for  the  future:  an  at- 
tenuated live  vaccine,  a recombi- 
nant virus  vaccine  and  a vaccine 
produced  by  subjecting  influenza 
viruses  to  in  vitro  immunologic 
“pressure.” 

The  Russians  have  had  the 
greatest  experience  with  live  vac- 
cines, reportedly  administering 


these  since  1952  to  more  than  30 
million  people  each  year.19  Live 
vaccines  have  the  advantage  over 
inactivated  preparations  of  better 
antibody  stimulation  but  take  longer 
to  produce  than  killed  vaccines,  a 
factor  of  some  importance  when 
significant  antigen  variation  occurs 
in  the  prevailing  A influenza  virus 
after  vaccine  production  has  al- 
ready begun. 

Recombinant  influenza  vaccines 
are  produced  by  hybridization  of 
viaises  in  the  laboratory,  and  both 
live  and  inactivated  products  have 
been  developed.  The  process 
utilizes  the  ability  of  influenza  vi- 
ruses to  form  recombinant  viruses, 
discussed  earlier  in  this  paper.  The 
technique  simply  involves  co-pas- 
sage of  two  strains  of  virus  in  tissue 
culture.20 

As  immunologic  pressure  in  a 
population  results  in  antigenic 
drifting  of  influenza  viruses  in  na- 
ture, point  mutations  can  be  forced 
in  vitro  by  a technique  developed 
by  Fazekas  de  St.  Groth.21  Variants 
so  produced  are  then  selected,  re- 
treated, and  finally  a “senior” 
strain  of  virus  evolves  which  can 
purportedly  be  used  to  prepare  a 
vaccine  which  will  protect  against 
the  beginning  and  intermediate 
“junior”  strains  from  which  it  is  de- 
rived. Such  a vaccine  would  not  be 
useful  if  there  is  a major  antigenic 
shift  away  from  the  parent  strain.  Its 
usefulness  would  be  during  the 
10-to-15  year  period  immediately 
following  a shift  to  protect  against 
the  antigenic  drifts  that  occur  before 
the  next  shift. 

Except  in  the  military,  there  had 
been  no  widespread  mass  influenza 
immunization  program  in  this 
country  until  the  Swine  Influenza 
Program  of  1976.  Each  year  the 
Public  Health  Service  Advisory 
Committee  on  Immunization  Prac- 
tices would  recommend  that  indi- 
viduals at  high  risk  of  serious  com- 
plications of  influenza  (those  with 
chronic  cardiopulmonary  disor- 
ders, diabetics,  and  older  adults  in 
general)  take  the  vaccine,  and  each 
year  about  20%  of  the  high  group 
would  do  so.  Then  A/New  Jersey 
influenza  arrived  on  the  scene  and, 
with  impressive  speed.  Congress 
was  persuaded  to  appropriate  $135 
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million  for  a massive  immunization 
program  to  protect  the  U.S.  popu- 
lation against  this  virus. 

The  decision  to  undertake  the 
Swine  Influenza  Program  was 
criticized  by  some  as  politically 
motivated  and  by  others  as 
scientifically  unsound.  We  may 
never  know  what  role  pure  politics 
played  in  President  Gerald  Ford’s 
decision  to  back  the  program;  we 
can,  however,  surmise  that  he 
would  not  have  approved  the  pro- 
gram unless  the  scientific  commu- 
nity — both  governmental  and  pri- 
vate — had  requested  that  he  do  so 
(which  they  did).  The  criticism  on 
scientific  grounds  related  mainly  to 
the  nagging  and  frustrating  question 
of  whether  the  A/New  Jersey  in- 
fluenza virus  would  really  fulfill  its 
pandemic  potentials.  There  seemed 
to  be  general  agreement  that  an 
A/New  Jersey  vaccine  should  be 
produced,  but  the  doubters  believed 
that  the  vaccine  should  be  stock- 
piled rather  than  administered  at 
once  until  there  was  evidence  of 
significant  spread  of  the  virus  be- 
yond Fort  Dix.  The  program  back- 
ers countered  that  never  before  in 
modern  times  had  an  antigenic  shift 
in  the  virus  of  the  magnitude  of  the 
shift  in  question  not  been  followed 
by  a pandemic  and  that,  in  any  case, 
if  evidence  of  wide  dissemination  in 
the  human  population  were 
awaited,  it  would  most  likely  be  too 
late  to  immunize  a significant 
number  of  people  before  the  full 
force  of  the  pandemic  struck.  Al- 
though recollections  of  the  deadly 
1918-19  pandemic  inevitably  crept 
into  these  discussions,  it  was 
pointed  out  that  there  was  no  evi- 
dence that  the  A/New  Jersey  virus 
possessed  the  virulence  of  the  ap- 
parent swine  flu  virus  that  caused 
“Spanish  flu."  The  virulence  of  an 
influenza  virus  is  apparently  en- 
coded in  one  or  more  of  the  eight 
RNA  packets  in  the  viral  core,  but 
virologists  are  only  now  finding 
ways  to  sort  out  these  genes.22 

In  this  setting  A/New  Jersey  vac- 
cine production  got  under  way.  To 
complicate  matters,  there  were  ac- 
tually three  different  influenza  vac- 
cines prepared  for  the  1976-77  flu 
season:  a monovalent  A/New  Jer- 
sey vaccine  for  the  healthy  popula- 


tion, a bivalent  A/New  Jersey-B/ 
Hong  Kong  preparation  for  the  high 
risk  group,  and  a monovalent  B / 
Hong  Kong  vaccine  which  was  pro- 
duced and  distributed  through  the 
usual  commercial  channels  outside 
the  Swine  Influenza  Program.  In 
North  Carolina  the  Executive 
Council  of  the  N.C.  Medical  Soci- 
ety, at  its  April  17,  1976,  meeting, 
approved  a motion  that  the  society 
support  and  participate  in  the  im- 
plementation of  the  program  and 
encourage  the  county  medical 
societies  to  actively  participate.  An 
ad  hoc  advisory  committee  on 
swine  flu  vaccine  was  appointed 
by  President  Caldwell  and  this 
group,  meeting  with  the  Medical 
Services  Committee  of  the  N.C. 
Association  of  Local  Health  Di- 
rectors as  the  North  Carolina  Coor- 
dinating Committee  on  Influenza, 
established  guidelines  for  local  im- 
munization programs. 

Plans  were  laid  for  a west-to-east 
sweep  across  the  state  with  vaccine 
gun  crews  administering  vaccine  in 
each  county  as  supplies  became 
available.  This  plan  had  to  be  aban- 
doned, however,  because  vaccine 
did  not  become  available  in  July  or 
August  as  originally  anticipated. 
The  reason  for  this  delay  was  the 
issue  of  liability,  an  issue  that  con- 
tinues to  plague  immunization  pro- 
grams today. 

The  vaccine  manufacturers  con- 
tended that,  since  they  could  not 
obtain  liability  insurance  coverage 
for  the  swine  flu  program,  the  gov- 
ernment would  have  to  assume  the 
risks.  In  an  unusual  move,  the  Con- 
gress finally  did  just  that.  The  vac- 
cine manufacturers  and  the  program 
participants  were  indemnified  by  a 
special  act  of  Congress,  and  vaccine 
finally  began  to  flow  to  the  states  by 
late  September.  This  was  too  late 
for  a west-to-east  county-by-county 
sweep,  however,  so  vaccine  was 
distributed  to  all  counties  on  a 
population  basis  as  it  became  avail- 
able. 

People  thus  finally  began  to  re- 
ceive vaccine  in  October,  1976,  and 
matters  were  going  fairly  smoothly 
until  three  deaths  occurred  among 
elderly  vaccine  recipients  in  a 
Pittsburgh,  Pennsylvania,  public 
clinic  on  October  II.  Although  it 


was  documented  that  these  deaths 
were  caused  by  myocardial  infarc- 
tions, the  news  media  greatly  ex- 
aggerated the  significance  of  the 
event.  Then,  as  the  program  began 
rolling  again,  an  association  be- 
tween influenza  immunization  and 
the  development  of  Guillain-Barre 
syndrome  was  noted.  This  resulted 
in  a moratorium  on  the  whole  pro- 
gram beginning  December  16,  and 
the  Swine  Influenza  Program  was 
dead. 

Although  there  were  anecdotal 
accounts  of  an  association  of 
Guillain-Barre  syndrome  with  sev- 
eral vaccines  and  antitoxins  prior  to 
1976, 23  this  marked  the  first  time 
that  surveillance  for  vaccine  reac- 
tions in  a public  immunization  pro- 
gram turned  up  a quite  significant 
association  of  this  disorder  with  in- 
fluenza vaccine.  When  the  dust  had 
settled  and  the  data  were  analyzed, 
the  relative  risk  of  developing 
Guillain-Barre  syndrome  following 
influenza  immunization  in  1976  was 
10.1  for  all  ages;  this  relative  risk  is 
obtained  by  dividing  the  Guillain- 
Barre  syndrome  attack  rate  of  9.0 
cases/million  people/month  for 
those  immunized  by  the  attack  rate 
of  0.89  cases/million  unimmunized 
people/month.24  Thus,  although  the 
rate  of  Guillain-Barre  syndrome  ap- 
proximates 1/100,000  in  individuals 
receiving  influenza  vaccine  (proba- 
bly not  just  swine  flu  vaccine  alone), 
this  rate  is  10  times  greater  than  the 
expected  incidence  in  a non-vac  - 
cinated  population. 

Litigation  involving  the  Swine 
Influenza  Program  continues  today. 
As  early  as  February  2,  1977  — less 
than  two  months  after  the  cessation 
of  the  program  — over  $13  million  in 
claims  had  been  filed  and  it  was  es- 
timated that  as  many  as  60%  of 
these  claims  would  wind  up  in 
court.25 

Despite  these  problems,  867,469 
doses  of  swine  flu  vaccine  were 
given  in  North  Carolina  by  De- 
cember 16,  1976.  Twenty  per  cent  of 
these  doses  were  given  by  physi- 
cians in  private  practice,  42%  by 
health  departments,  and  the  re- 
maining 38%  in  special  mass  clinics 
that  were  by  and  large  the  coordi- 
nated efforts  of  local  medical 
societies  and  health  departments. 
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Expressed  as  a percentage  of  the 
estimated  1976  state  population, 
16.5%  of  the  population  over  three 
years  of  age  received  vaccine;  by 
age-specific  groupings,  34.8%  of  the 
:65-and-over  population  were  im- 
munized, 26.2%  of  the  45-64  year- 
old  group  got  vaccine,  and  19.8%  of 
the  25-44  year-olds  were  im- 
munized. Relatively  few  children 
were  immunized  against  A/New 
Jersey  influenza  because  dosage 
recommendations  for  this  group 
were  not  available  until  late  in 
the  program,  and  these  recom- 
mendations — when  they  finally 
were  received  — specified  two 
doses  of  vaccine.  The  relevance  of 
the  concept  of  “original  antigenic 
sin”  was  seen  in  the  field  trials  of 
the  vaccine  with  children;  because 
of  their  lack  of  “natural”  exposure 
to  viruses  antigenically  related  to 
the  A/New  Jersey  virus,  more  an- 
tigenic priming  was  required  to 
elicit  a significant  antibody  re- 
sponse. 

So  the  Swine  Influenza  Program 
ended  with  only  partial  achieve- 
ment of  its  goal.  In  retrospect,  of 
course,  it  was  not  neeaed  since  the 
A/New  Jersey  virus  has  been  only 
sporadically  isolated  since  the  Fort 
Dix  experience.  It  might  be  well  to 
reflect  at  this  time  upon  a statement 
made  by  Dr.  Edwin  Kilbourne  early 
in  the  course  of  the  program: 

At  best,  immunization  of 
most  Americans  with  swine 
influenza  vaccine  will  prevent 
thousands  of  deaths,  millions 
of  illnesses,  and  the  loss  of  bil- 
lions of  dollars.  For  the  first 
time  in  history,  the  impact  of 
pandemic  influenza  — the  last 


great  plague  — will  have  been 
blunted  by  human  interven- 
tion. At  worst,  the  effort  will 
have  been  in  vain  if  spread  of 
virus  does  not  extend  beyond 
Fort  Dix,  N.J.  To  say  that  the 
program  is  a gamble  is  correct, 
but  there  is  no  middle  ground, 
and  the  stakes  are  very  high 
indeed  if  the  alternative 
(nonimmunization)  is  ven- 
tured and  lost.28 

The  emergence  of  Russian  flu 
posed  new  mysteries  to  be  pon- 
dered. Although  termed  “an  anach- 
ronism” in  the  sense  of  an  event 
occurring  outside  its  normal  time 
sequence  by  Hilleman,  earlier  in- 
fluenza anachronisms  such  as  the 
Fort  Dix  outbreak  of  A/New  Jersey 
flu  were  circumscribed  occur- 
rences and  did  not  result  in  pan- 
demic spread  as  occurred  with  the 
A/USSR  virus.27  The  1977-78  in- 
fluenza season  in  the  United  States 
was  kicked  off  with  A/Texas-A/ 
Victoria  (H3H2)  viral  activity  ac- 
counting for  excess  pneumonia  and 
influenza  deaths  in  the  121  cities 
monitored  by  the  Center  for  Disease 
Control.  As  the  “P&I”  mortality 
curve  began  to  return  to  its  baseline, 
outbreaks  of  A/USSR  (H1N1) 
erupted  among  young  people  across 
the  country.  Although  the  attack 
rates  in  studied  outbreaks  were  ex- 
ceedingly high  among  people  under 
25  years  of  age,  illness  was  mild,  the 
older  population  experienced  little 
difficulty,  and  the  P&I  curve  con- 
tinued its  downward  course.  This 
phenomenon  apparently  relates  to 
the  earlier  predominance  of  the 
FUN1  viruses  between  1947  and 
1957  and  the  original  antigenic  sin 
concept. 
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Every  man  is  not  a proper  Champion  tor  Truth,  not  fit  to  take  up  the  Gantlet  in  the  cause  ot  Vei  itie.  Many 
from  the  ignorance  of  these  Maximes,  and  an  inconsiderate  zeale  unto  Truth,  have  too  rashly  charged  the 
troopes  of  error,  and  remaine  as  Trophees  unto  the  enemies  of  Truth.  ...  — Sir  Thomas  Browne, 
Reiigio  Medici. 
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HISTORICAL  ARTICLE 


The  Plague  in  Athens 


Thucydides.  The  History  of  the  Peloponnesian  War. 
Translated  by  Thomas  Hobbes. 


IN  the  very  beginning  of  summer, 
the  Peloponnesians  and  their 
confederates,  with  two  thirds  of 
their  forces  as  before,  invaded  At- 
tica under  the  conduct  of  Archi- 
damus  the  son  of  Zeuxidamas,  king 
of  Lacedaemon:  and  after  they  had 
encamped  themselves,  wasted  the 
country  about  them.  They  had  not 
been  many  days  in  Attica,  when  the 
plague  first  began  amongst  the 
Athenians,  said  also  to  have  seized 
formerly  on  divers  other  parts,  as 
about  Lemnos  and  elsewhere;  but 
so  great  a plague  and  mortality  of 
men  was  never  remembered  to  have 
happened  in  any  place  before.  For 
at  first  neither  were  the  physicians 
able  to  cure  it,  through  ignorance  of 
what  it  was,  but  died  fastest  them- 
selves, as  being  the  men  that  most 
approached  the  sick;  nor  any  other 
art  of  man  availed  whatsoever.  All 
supplications  to  the  gods,  and  en- 
quiries of  oracles,  and  whatsoever 
other  means  they  used  of  that  kind, 
proved  all  unprofitable;  insomuch 
as  subdued  with  the  greatness  of  the 
evil,  they  gave  them  all  over. 

4K.  It  began,  by  report,  first  in 
that  part  of  /Ethiopia  that  lieth  upon 
Egypt;  and  thence  fell  down  into 
Egypt  and  Africa,  and  into  the 
greatest  part  of  the  territories  of  the 
king  ii  invaded  Athens  on  a sud- 
den; iched  first  upon  those 

that  dwelt  in  Peiraeus;  insomuch  as 


they  reported  that  the  Peloponne- 
sians had  cast  poison  into  their 
wells;  (for  springs  there  were  not 
any  in  that  place).  But  afterwards  it 
came  up  into  the  high  city,  and  then 
they  died  a great  deal  faster.  Now 
let  every  man,  physician  or  other, 
concerning  the  ground  of  this  sick- 
ness, whence  it  sprung,  and  what 
causes  he  thinks  able  to  produce  so 
great  an  alteration,  speak  according 
to  his  own  knowledge.  For  my  own 
part,  I will  deliver  but  the  manner  of 
it,  and  lay  open  only  such  things,  as 
one  may  take  his  mark  by  to  dis- 
cover the  same,  if  it  come  again; 
having  been  both  sick  of  it  myself, 
and  seen  others  sick  of  the  same. 

49.  This  year,  by  confession  of  all 
men,  was  of  all  other,  for  other  dis- 
eases, most  free  and  healthful.  If 
any  man  were  sick  before,  his  dis- 
ease turned  to  this;  if  not,  yet  sud- 
denly, without  any  apparent  cause 
preceding  and  being  in  perfect 
health,  they  were  taken  first  with  an 
extreme  ache  in  their  heads,  red- 
ness and  inflammation  of  the  eyes; 
and  then  inwardly,  their  throats  and 
tongues  grew  presently  bloody,  and 
their  breath  noisome  and  un- 
savoury. Upon  this  followed  a 
sneezing  and  hoarseness,  and  not 
long  after  the  pain,  together  with  a 
mighty  cough,  came  down  into  the 
breast.  And  when  once  it  was  set- 
tled in  the  stomach,  it  caused  vomit. 


and  with  great  torment  came  up  all 
manner  of  bilious  purgation  that 
physicians  ever  named.  Most  of 
them  had  also  the  hickyexe,  which 
brought  with  it  a strong  convulsion, 
and  in  some  ceased  quickly,  but  in 
others  was  long  before  it  gave  over. 
Their  bodies  outwardly  to  the  touch 
were  neither  very  hot  nor  pale;  but 
reddish,  livid,  and  beflowered  with 
little  pimples  and  whelks;  but  so 
burned  inwardly,  as  not  to  endure 
any  the  lightest  clothes  or  linen 
garment  to  be  upon  them,  nor  any- 
thing but  mere  nakedness;  but 
rather  most  willingly  to  have  cast 
themselves  into  the  cold  water.  And 
many  of  them  that  were  not  looked 
to,  possessed  with  insatiate  thirst, 
ran  unto  the  wells;  and  to  drink 
much  or  little  was  indifferent,  being 
still  from  ease  and  power  to  sleep  as 
tar  as  ever.  As  long  as  the  disease 
was  at  its  height,  their  bodies 
wasted  not,  but  resisted  the  torment 
beyond  all  expectation;  insomuch 
as  the  most  of  them  either  died  of 
their  inward  burning  in  nine  or 
seven  days,  whilst  they  had  yet 
strength;  or  if  they  escaped  that, 
then  the  disease  falling  down  into 
their  bellies,  and  causing  there  great 
exulcerations  and  immoderate 
looseness,  they  died  many  of  them 
afterwards  through  weakness.  For 
the  disease,  which  took  first  the 
head,  began  above,  and  came  down 
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and  passed  through  the  whole  body; 
and  he  that  overcame  the  worst  of  it, 
!was  yet  marked  with  the  loss  of  his 
extreme  parts;  for  breaking  out  both 
at  their  privy  members,  and  at  their 
fingers  and  toes,  many  with  the  loss 
of  these  escaped:  there  were  also 
some  that  lost  their  eyes.  And 
many,  that  presently  upon  their  re- 
covery were  taken  with  such  an 
oblivion  of  all  things  whatsoever,  as 
they  neither  knew  themselves  nor 
their  acquaintance. 

50.  For  this  was  a kind  of  sickness 
which  far  surmounted  all  expres- 
sion of  words,  and  both  exceeded 
human  nature  in  the  cruelty  where- 
with it  handled  each  one;  and  ap- 
peared also  otherwise  to  be  none  of 
those  diseases  that  are  bred 
amongst  us,  and  that  especially  by 
this.  For  all,  both  birds  and  beasts, 
that  use  to  feed  on  human  flesh, 
though  many  men  lay  abroad  un- 
buried, either  came  not  at  them,  or 
tasting  perished.  An  argument 
whereof  as  touching  the  birds,  is  the 
manifest  defect  of  such  fowl;  which 
were  not  then  seen,  neither  about 
the  carcases  or  any  where  else.  But 
by  the  dogs,  because  they  are 
familiar  with  men,  this  effect  was 
seen  much  clearer. 

51.  So  that  this  disease,  (to  pass 
over  many  strange  particulars  of  the 
accidents  that  some  had  differently 
from  others),  was  in  general  such  as 
I have  shown;  and  for  other  usual 
sicknesses,  at  that  time  no  man  was 
troubled  with  any.  Now  they  died, 
some  for  want  of  attendance,  and 
some  again  with  all  the  care  and 
physic  that  could  be  used.  Nor  was 
there  any,  to  say  certain  medicine, 
that  applied  must  have  helped  them; 
for  if  it  did  good  to  one,  it  did  harm 
to  another.  Nor  any  difference  of 
body,  for  strength  or  weakness,  that 
was  able  to  resist  it;  but  it  carried  all 
away,  what  physic  soever  was  ad- 
ministered. But  the  greatest  misery 
of  all,  was  the  dejection  of  mind  in 
such  as  found  themselves  beginning 
to  be  sick:  (for  they  grew  presently 
desperate,  and  gave  themselves 
over  without  making  any  resis- 
tance): as  also  their  dying  thus  like 
sheep,  infected  by  mutual  visita- 
tion; for  the  greatest  mortality  pro- 
ceeded that  way.  For  if  men  fore- 
bore to  visit  them  for  fear,  then  they 


died  forlorn;  whereby  many  fami- 
lies became  empty,  for  want  of  such 
as  should  take  care  of  them.  If  they 
forbore  not,  then  they  died  them- 
selves, and  principally  the  honest- 
est  men.  For  out  of  shame  they 
would  not  spare  themselves,  but 
went  in  unto  their  friends;  espe- 
cially after  it  was  come  to  this  pass, 
that  even  their  domestics,  wearied 
with  the  lamentations  of  them  that 
died,  and  overcome  with  the  great- 
ness of  the  calamity,  were  no  longer 
moved  therewith.  But  those  that 
were  recovered,  had  much  compas- 
sion both  on  them  that  died,  and  on 
them  that  lay  sick;  as  having  both 
known  the  misery  themselves,  and 
now  no  more  subject  to  the  danger. 
For  this  disease  never  took  any  man 
the  second  time,  so  as  to  be  mortal. 
And  these  men  were  both  by  others 
counted  happy;  and  they  also  them- 
selves, through  excess  of  present 
joy,  conceived  a kind  of  light  hope 
never  to  die  of  any  other  sickness 
hereafter. 

52.  Besides  the  present  affliction, 
the  reception  of  the  country  people 
and  of  their  substance  into  the  city, 
oppressed  both  them,  and  much 
more  the  people  themselves  that  so 
came  in.  For  having  no  houses,  but 
dwelling  at  that  time  of  the  year  in 
stifling  booths,  the  mortality  was 
now  without  all  form;  and  dying 
men  lay  tumbling  one  upon  another 
in  the  streets,  and  men  half-dead 
about  every  conduit  through  desire 
of  water.  The  temples  also  where 
they  dwelt  in  tents,  were  all  full  of 
the  dead  that  died  within  them.  For 
oppressed  with  the  violence  of  the 
calamity,  and  not  knowing  what  to 
do,  men  grew  careless  both  of  holy 
and  profane  things  alike.  And  the 
laws  which  they  formerly  used 
touching  funerals,  were  all  now 
broken;  every  one  burying  where  he 
could  find  room.  And  many  for  want 
of  things  necessary,  after  so  many 
deaths  before,  were  forced  to  be- 
come impudent  in  the  funerals  of 
their  friends.  For  when  one  had 
made  a funeral  pile,  another  getting 
before  him  would  throw  on  his 
dead,  and  give  it  fire.  And  when  one 
was  in  burning,  another  would 
come,  and  having  cast  thereon  him 
whom  he  carried,  go  his  way  again. 

53.  And  the  great  licentiousness. 


which  also  in  other  kinds  was  used 
in  the  city,  began  at  first  from  this 
disease.  For  that  which  a man 
before  would  dissemble,  and  not 
acknowledge  to  be  done  for  volup- 
tuousness, he  durst  now  do  freely; 
seeing  before  his  eyes  such  quick 
revolution,  of  the  rich  dying,  and 
men  worth  nothing  inheriting  their 
estates.  Insomuch  as  they  justified  a 
speedy  fruition  of  their  goods,  even 
for  their  pleasure;  as  men  that 
thought  they  held  their  lives  but  by 
the  day.  As  for  pains,  no  man  was 
forward  in  any  action  of  honour  to 
take  any;  because  they  thought  it 
uncertain  whether  they  should  die 
or  not  before  they  achieved  it.  But 
what  any  man  knew  to  be  delightful, 
and  to  be  profitable  to  pleasure,  that 
was  made  both  profitable  and  hon- 
ourable. Neither  the  fear  of  the 
gods,  nor  laws  of  men,  awed  any 
man;  not  the  former,  because  they 
concluded  it  was  alike  to  worship  or 
not  worship,  from  seeing  that  alike 
they  all  perished:  nor  the  latter,  be- 
cause no  man  expected  that  lives 
would  last  till  he  received  punish- 
ment of  his  crimes  by  judgment.  But 
they  thought,  there  was  now  over 
their  heads  some  far  greater  judg- 
ment decreed  against  them;  before 
which  fell,  they  thought  to  enjoy 
some  little  part  of  their  lives. 

54.  Such  was  the  misery,  into 
which  the  Athenians  being  fallen 
were  much  oppressed;  having  not 
only  their  men  killed  by  the  disease 
within,  but  the  enemy  also  laying 
waste  their  fields  and  villages  with- 
out. In  this  sickness  also,  (as  it  was 
not  unlikely  they  would),  they 
called  to  mind  this  verse,  said  also 
of  the  elder  sort  to  have  been  ut- 
tered of  old: 

A Doric  war  shall  fall. 

And  a great  plague  withal. 

Now  were  men  at  variance  about 
the  word,  some  saying  it  was  not 
[plague]  that  was  by  the  ancients 
mentioned  in  that  verse  but 
[famine].  But  upon  the  present  oc- 
casion the  word  [plague]  deservedly 
obtained.  For  as  men  suffered,  so 
they  made  the  verse  to  say.  And  I 
think,  if  after  this  there  shall  ever 
come  another  Doric  war,  and  with  it 
a famine,  they  are  like  to  recite  the 
verse  accordingly.  There  was  also 
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reported  hy  such  as  knew,  a certain 
answer  given  by  the  oracle  to  the 
Lacedaemonians,  when  they  in- 
quired whether  they  should  make 
this  war  or  not:  that  if  they  warred 
with  all  their  power,  they  should 


have  the  victory;  and  that  the  God 
himself  would  take  their  parts . And 
thereupon  they  thought  the  present 
misery  to  be  a fulfilling  of  that 
prophecy.  The  Peloponnesians 
were  no  sooner  entered  Attica,  but 


the  sickness  presently  began;  and 
never  came  into  Peloponnesus,  to 
speak  of,  but  reigned  principally  in 
Athens,  and  in  such  other  places 
afterwards  as  were  most  populous. 
And  thus  much  of  this  disease. 


Virtuous  thoughts  of  the  day  laye  up  good  treasors  for  the  night,  whereby  the  impressions  of 
imaginane  formes  arise  into  sober  similitudes,  acceptable  unto  our  slumbring  selves,  and  preparatory 
unto  divine  impressions:  hereby  Solomons  sleepe  was  happy.  Thus  prepared,  Jacob  might  well  dreame 
of  Angells  upon  a pillowe  of  stone,  and  the  first  sleepe  of  Adam  might  bee  the  best  of  any  after. 

I hat  there  should  be  divine  dreames  seemes  unreasonably  doubted  by  Aristotle  That  there  are 
demomcall  dreames  wee  have  little  reason  to  doubt.  Why  may  there  not  bee  AngelicalP  If  there  bee 
Guardian  spirits,  thev  may  not  bee  unactively  about  us  in  sleepe,  butt  may  sometimes  order  our  dreames 
and  many  strange  hints,  instigations,  or  discoveries  which  are  so  amazing  unto  us,  may  arise  from  such 
foundations. 


Butt  the  phantasmes  of  sleepe  do  commonly  walk  in  the  great  roade  of  naturall  & animal  dreames- 
whenn  the  thoughts  or  actions  of  the  day  are  acted  over  and  ecchoed  in  the  night.  Who  can  therefore 
wonder  that  Chrysostome  should  dreame  of  St.  Paul  who  dayly  read  his  Epistles:  or  that  Cardan  whose 
head  was  so  taken  up  about  the  starres  should  dreame  that  his  soul  was  in  the  moone!  Pious  persons 
whose  thoughts  are  dayly  buisied  about  heaven  & the  blessed  state  thereof,  can  hardly  escape  the  nightly 
p antasmes  of  it,  which  though  sometimes  taken  for  illuminations  or  divine  dreames,  yet  rightly 
perpended  may  prove  butt  animal  visions  and  naturall  night  scenes  of  their  waking  contemplations 
Many  dreames  are  made  out  by  sagacious  exposition  & from  the  signature  of  their  subjects;  carrying 
their  interpretation  in  their  fundamental!  sence  & mysteriee  of  similitude,  whereby  bee  that  understands 
upon  what  naturall  fundamental!  every  notionall  dependeth,  may  by  symbolical!  adaption  hold  a readie 
way  to  read  the  characters  of  Morpheus.  — Sir  Thomas  Browne,  Miscellaneous  Writings. 
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Dean’s  Page 


THE  RETURN  OF  THE  NATIVE 

It  is  such  an  extraordinary  experience  to  return  to 
live  in  North  Carolina  after  living  in  other  states  for 
nearly  a quarter  of  a century  that  I would  like  to  begin 
this  Dean's  Page  by  sharing  some  of  the  observations 
and  perspectives  on  the  first  six  months  of  this  ex- 
perience and  end  the  page  by  commenting  from  these 
perspectives  on  three  issues  which  I believe  will  be 
before  us  in  the  coming  decade. 

1 have  been  immensely  impressed  anew  by  the 
strength  and  vigor  of  the  social  fabric  ot  Noith  Caro- 
lina. Ours  is  a robust  society.  Its  strength  is  perhaps 
nowhere  better  exemplified  than  by  the  strength  ot  the 
great  universities,  public  and  private,  and  their  medi- 
cal schools.  To  this  returnee,  the  breadth  of  the  in- 
teraction between  our  universities  along  with  their 
medical  schools  and  the  many  facets  of  the  life  of  the 
state  and  its  people  is  striking. 

I have  been  impressed  again  that  the  people  of 
North  Carolina  are  characteristically  caring  and  in- 
volved. In  no  state  that  I know  of  have  the  people  built 
stronger  and  more  effective  statewide  entei  prises. 
The  AHEC  program  is  one  prominent  example  of  this 
characteristic  and,  in  my  view,  the  quality  ot  the 
leadership  and  the  programs  of  the  North  Carolina 
Medical  Society  similarly  reflect  the  personal,  profes- 
sional commitment  and  concern  of  the  physicians  ot 
the  state. 

Recognizing  many  opportunities  for  improvement, 

I have  been  convinced  by  observation  that  the  health 
care  system  of  North  Carolina  is  outstanding.  Hospi- 
tals are  for  the  most  part  strong  and  effective.  Across 
the  state  there  are  physicians  of  the  highest  compe- 
tence who  offer  the  full  array  of  health  care  to  the 
people  of  the  state.  Less  than  in  other  states  has  the 
regulatory  bureaucracy  stifled  personal  or  institu- 
tional responsibility  and  initiative.  As  a result,  prom- 
ising advances  in  the  approaches  to  health  care  are 
being  explored.  A substantial  base  of  social,  be- 
havioral, and  biomedical  research  is  well  linked  to  the 
educational  and  patient  care  programs  to  assure  con- 
tinuing progress.  The  medical  schools  ot  the  state  are 
diverse  and  each  in  its  own  way  outstanding.  Consid- 
ered together,  they  constitute  an  immense  resource 
for  the  people  of  the  state.  But  there  are  serious  prob- 
lems, some  urgent  and  some  long-standing. 

I would  like  to  consider  briefly  several  issues  which 
appear  to  me  to  be  paramount  in  the  years  ahead. 

I believe  that  the  financing  of  health  care  and  medi- 
cal education  will  come  to  have  a pervasive  effect  on 


the  practice  of  medicine  in  the  future.  As  physicians, 
most  of  us  are  ill-prepared  to  participate  in  the  eco- 
nomic dialogue.  Since  there  will  be  no  separating  of 
the  economics  of  health  care  from  the  content,  I be- 
lieve it  is  very  important  that  the  voice  of  the  knowl- 
edgeable clinician  be  heard  in  terms  understandable  to 
the  economist,  the  politician  and  the  people  in  these 
dialogues.  In  fact,  at  the  moment  it  seems  to  me  most 
likely  that  a “cap"  of  some  form  will  ultimately  be 
imposed  upon  all  types  of  health  care  expenditures.  In 
a sense,  there  will  be  a widening  gap  between  the 
actual  and  the  potential  in  health  care.  If  this  should 
come  to  pass,  we  will  have  another  professional  re- 
sponsibility for  which  we  are  poorly  prepared,  that  of 
participating  in  the  allocation  of  resources  within  the 
system,  as  for  example  between  resources  for  chronic 
care  and  resources  for  acute  care  or  between  re- 
sources devoted  to  therapeutic  interventions  or  pre- 
ventive medicine.  While  there  are  some  lessons  to  be 
learned  from  past  experience,  for  example,  the  ex- 
periences in  the  early  days  of  hemodialysis  when  this 
treatment  was  available  to  a relatively  small  number  ot 
people,  the  broader  issues  of  health  care  resource 
allocation  in  the  future  will  be  more  difficult  because 
when  one  group  benefits,  another  will  likely  be  disad- 
vantaged. These  issues  are  not  simply  economic  for 
they  involve  values  and  ethics.  And  while  they  will  not 
be  decided  by  physicians  alone,  we  have  an  opportu- 
nity and  a responsibility  to  frame  the  issues  in  such  a 
way  as  to  reflect  the  clinical  realities.  I hope  that  we  as 
physicians  will  both  lead  in  the  development  of  pro- 
grams of  prevention  and  assure  the  appropriate  rep- 
resentation of  the  perspectives  and  needs  of  all  of 
those  who  will  be  ill.  I hope  we  will  educate  ourselves 
to  participate  effectively  in  the  decisions  which  con- 
cern values  and  ethics. 

A second  substantial  issue  which  we  will  face  in  the 
future  concerns  medical  education.  Many  believe  that 
we  are  now  educating  more  physicians  than  we  will 
need.  Many  challenge  the  content,  process  and  cost  of 
medical  education  as  we  know  it.  These  issues  tran- 
scend the  medical  schools  themselves.  I hope  that  the 
coming  years  will  include  an  extensive  reexamination 
of  the  size  and  content  of  our  medical  education  pro- 
cess. 

Finally,  while  I cannot  imagine  that  the  hard  core  ot 
medical  practice,  the  relationship  between  the  doctor 
and  the  patient,  will  change  substantially,  I am  confi- 
dent that  the  science  of  medicine  will  evolve  toward 
simpler  and  more  definitive  diagnostic  and  therapeutic 
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techniques.  I expect  that  it  will  also  evolve  from  con- 
cern with  illness  toward  concern  with  prevention  and 
health.  As  hard  as  it  is  to  consider  these  possibilities 
when  the  waiting  room  is  full  and  the  list  of  telephone 
calls  to  be  answered  is  long.  I believe  that  the  clinician 
needs  to  be  involved,  too,  in  directing  our  society's 
response  to  these  factors  as  well. 


Both  personally  and  on  behalf  of  the  School  of 
Medicine,  1 look  forward  to  working  with  the  Journal, 
the  North  Carolina  Medical  Society,  and  the  physi- 
cians of  the  state  on  these  and  other  important  chal- 
lenges. Stuart  Bondurant,  M.D.,  Dean 

University  of  North  Carolina 
School  of  Medicine 


Editorials 


MIDWINTER  MEETING  OE  THE  EXECUTIVE 
COUNCIL  OF  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 

February  3,  1980 

Under  167  lights,  146  suspended  and  unfrosted,  20 
in  the  ceiling  and  a single  spot,  the  executive  council  of 
the  North  Carolina  Medical  Society  held  its  annual 
midwinter  meeting  Sunday,  February  3,  1980,  at  the 
Sheraton  Center  in  Charlotte,  a departure  from  cus- 
tom. President  J.  B.  Warren  welded  his  gavel  gently,  if 
firmly,  and  managed  adjournment  before  four  o’clock 
in  the  afternoon.  That  the  meeting  was  not  marked  by 
heated  debate  nor  by  disrupting  proposals  did  not 
prevent  the  reception  of  much  valuable  information 
and  the  continuation  of  careful  assessment  of  the  soci- 
ety’s words  and  deeds. 

A number  of  important  reports  about  current  prob- 
lems were  presented  in  summary,  most  offering  co- 
gent suggestions  about  how  the  society  can  identify  its 
role  in  the  solution  of  these  problems  and  act  accord- 
ingly. For  example.  Dr.  Harvey  Estes  commented  on 
the  progress  of  the  Legislative  Commission  on  Pre- 
paid Health  Plans  (See  page  242),  an  important  docu- 
ment given  controversy  about  Health  Maintenance 
Organizations  and  particularly  prescient  in  view  of  the 
stories  about  the  collapse  of  Choice  Care  in  Fort  Col- 
lins, Colorado,  and  the  effectiveness  of  the  Kaiser 
programs  as  reported  in  the  February  1 , 1980,  issue  of 
the  AMA  News.  It  appears  that  state  governments 
should  not  be  involved  in  running  such  projects  and 
that  for  closed  panel  groups,  considered  most  feasible 
for  North  Carolina,  a relatively  high  density  of 
population  is  required  if  the  necessary  250,000- 
350,000  are  available  to  provide  the  patient  base. 
President  Warren  suggested  that  members  might 
benefit  from  careful  study  of  Moore’s  consideration  of 
the  potential  role  of  Independent  Practice  Associa- 
tions ( 1 PA ) in  the  efficient  delivery  of  health  care.1,2 

The  council  then  took  heed  of  Dr.  Tilghman  Herring 


who  brought  us  the  latest  financial  news  — remarka- 
bly good  news,  too,  because  the  society  can  point  to 
anoperating  surplus  of  $ 1 70,000  and  an  increase  in  our 
operating  reserve  to  $870,000  at  the  year’s  end.  De- 
spite the  fact  that  our  annual  dues  ($140)  are  46th  in  the 
nation,  there  is  no  need  for  an  increase  in  1980.  (Only 
Tennessee  among  the  southern  states  has  lower  an- 
nual dues;  the  national  median  is  $200.)  Dr.  John  T. 
Dees,  chairman.  Committee  on  Legislation,  followed 
Dr.  Herring  to  the  podium  and  took  pains  to  point  out, 
that,  despite  an  assertion  by  one  of  the  daily  newspa- 
pers in  our  state,  he  does  not  have  an  $850,000  budget 
for  lobbying,  that  amount  exceeding  even  the  total 
annual  budget.  He  reminded  us  that  1980  is  an  election 
year  so  that  the  games  played  by  the  lions  and  the 
foxes  of  politics  must  be  observed  with  care  and  that 
the  society  must  be  well  aware  as  always  of  the  politi- 
cal climate.  The  council  was  then  informed  that  Dr. 
Dees  would  receive  recognition  from  the  AMA  later  in 
February  for  his  statement  on  chiropractic  to  the  Sen- 
ate Human  Resources  Committee.  Dr.  David  S.  Nel- 
son, chairman,  MEDPAC,  for  North  Carolina  then 
discussed  a matter  between  10  state  medical  societies 
including  ours  and  the  Federal  Election  Commission 
about  the  relations  between  MEDPAC  and  organized 
medicine.  Appropriate  measures  have  been  instituted 
by  these  societies  to  assure  the  commission  of  the 
legitimacy  of  the  relationship. 

Dr.  David  Citron,  speaking  for  the  Board  of  Medical 
Examiners,  then  offered  that  body’s  statistical  and 
annual  report  which  was  duly  accepted  by  the  council. 
He  then  described  with  considerable  feeling  and  even 
eloquence  the  board’s  concern  for  and  efforts  toward 
helping  marginal  physicians.  The  council  was  strongly 
moved  and  agreed  with  the  board  that  renewed  effort 
in  this  field  would  be  most  rewarding  to  the  physician 
affected,  to  medicine  as  a whole  and  to  society. 

Dr.  David  Welton  then  brought  word  from  the  AMA 
House  of  Delegates,  the  representative  of  members  as 
a whole,  and  reported  that  membership,  ethics  and 
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How  Supplied 

CYCLAPEN®  (cyclacillin) 
tablets: 

250  mg  scored  tablets 
500  mg  scored  tablets 


CYCLAPEN®  (cyclacillin)  fc 
oral  suspension 
125  mg  per  5 ml: 

100  ml  and  200  ml  bottles 
250  mg  per  5 ml: 

100  ml  and  200  ml  bottles 


Indications 

Cyclapen®  (cyclacillin)  has  less  in  vitro  activity  than  other  drugs  in  the 
ampicillin  class  ot  antibiotics  and  its  use  should  be  confined  to  the  indications 
listed  below 

Cyclapen®  is  indicated  for  the  treatment  of  the  following  infections 
RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta -hemolytic  streptococci 
Bronchitis  and  pneumonia  caused  by  S pneumoniae  (formerly  D pneu- 
moniae) 

Otitis  Media  caused  by  S pneumoniae  (formerly  0.  pneumoniae ) and  H 
in  lluemae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H intluemae' 
'Though  clinical  improvement  has  been  shown,  bacteriologic  cures  can- 
not be  expected  in  all  patients  with  chronic  respiratory  disease  due  to  H 
mlluemae 


hypersensitivity  to  penicillins  or  in  those  with  a history  ot  allergy,  as'  It 
fever,  or  urticaria 

The  following  adverse  reactions  have  been  reported  with  the  use  of  c it 
diarrhea  (in  approximately  1 out  ol  20  patients  treated),  nausea  and  nix 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in  60)  S 
instances  of  headache,  dimness,  abdominal  pain  vaginitis  and  urtic  hit 
been  reported  (See  WARNINGS) 

Other  less  frequent  adverse  reactions  which  may  occur  and  that  h M 
reported  during  therapy  with  other  penicillins  are  anemia,  thromboc  iin 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosmoptuli  9 
reactions  are  usually  reversible  on  discontinuation  of  therapy 
As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been  i ltd 
Dosage  and  Administration 

INFECTION’  ADULTS  CHILDREN 


SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused  by  Group  A 
beta-hemolytic  streptococci  and  staphylococci,  non-penicillinase  producers 
URINARY  TRACT  INFECTIONS  caused  by  l coll  and  P mirabilis.  (This  drug 
should  not  be  used  in  any  infections  caused  by  f coli  and  P mirabilis  other 
than  urinary  tract  infections.) 

NOTE  Cultures  and  susceptibility  tests  should  be  performed  initially  and 
during  treatment  to  monitor  Ihe  effectiveness  ol  therapy  and  the  susceptibility 
ot  bacteria.  Therapy  may  be  instituted  prior  to  the  results  of  sensitivity  testing 

Contraindications 

The  use  of  this  drug  is  contraindicated  in  individuals  with  a history  of  an 
allergic  reaction  to  penicillins. 

Warnings 

furenfcriiT  SH0ULD  0NLV  6E  PRESCRIBED  FOR  THE  INDICATIONS  LISTED  IN 
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55L|N  MSS  ANTIBIOTICS.  HOWEVER,  CLINICAL  TRIALS  HAVE  DEMONSTRATE 
THAT  IT  IS  EFFICACIOUS  FOR  THE  RECOMMENDED  INDICATIONS 
SERIOUS  AND  OCCASIONAL  FATAL  HYPERSENSITIVITY  (ANAPHYLACTOID)  REAC 
TIONS  HAVE  BEEN  REPORTED  IN  PATIENTS  RECEIVING  PENICILLIN 
fLJH°UGH  ANAPHYLAXIS  IS  MORE  FREQUENT  FOLLOWING  PARENTERAL  ADMIN 
ISTRATION,  IT  HAS  OCCURRED  IN  PATIENTS  ON  ORAL  PENICILLINS  THESE  REAC 
™NS  ARE  MORE  APT  TO  OCCUR  IN  INDIVIDUALS  WITH  A HISTORY  0 
SENSITiVITY  TO  MULTIPLE  ALLERGENS  THERE  ARE  REPORTS  OF  PATIENTS  WITI 
PENICILLIN  HYPERSENSITIVITY  REACTIONS  WHO  EXPERIENCE! 
SEVERE  HYPERSENSITIVITY  REACTIONS  WHEN  TREATED  WITH  A CEPHALOSPOR 
IN  BEFORE  THERAPY  WITH  A PENICILLIN,  CAREFUL  INQUIRY  SHOULD  BE  MADI 
KcPR,E!L0UnLHrVoPERSENSITIVITy  REACTI0NS  T0  PENICILLINS.  CEPHALO 
S'NS,  AND  OTHER  ALLERGENS  IF  AN  ALLERGIC  REACTION  OCCURS  THI 
UT  TSHO  D BE  DISCONTINUED  AND  APPROPRIATE  THERAPY  SHOULD  Bl 
K«EtLS!UtS  ANAPHYLACTOID  reactions  require  immediate  emer 
CENCY  TREATMENT  WITH  EPINEPHRINE  OXYGEN  INTRAVENOUS  STEROIDS  AIR 
^oLn^.TG™MENT'  'NCLUDING  INTUBATION,  SHOULD  ALSO  BE  ADMINISTEREE 
AS  INDICATED 


Precautions 

Prolonged  use  ol  antibiotics  may  promote  the  overgrowth  of  nonsusceptrble 
organisms.  If  superinlection  occurs  during  therapy,  appropriate  measures 
should  be  taken 

PREGNANCY  Pregnancy  Category  B Reproduction  studies  have  been  performed 
in  mice  and  rats  at  doses  up  to  ten  times  the  human  dose  and  have  revealed  no 
evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  cyclacillin  There  are 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  Because 
animal  reproduction  studies  are  not  always  predictive  of  human  response  this 
drug  should  be  used  during  pregnancy  only  it  clearly  needed. 

NURSING  MOTHERS  It  is  not  known  whether  this  drug  is  excreted  in  human 
milk  Because  many  drugs  are  excreted  in  human  milk,  caution  should  be 
6xercised  when  cyclacillin  is  administered  to  a nursing  woman 
Adverse  Reactions 

The  oral  administration  of  cyclacillin  is  generally  well  tolerated 

As  with  other  penicillins,  untoward  reactions  of  the  sensitivity  phenomena  are 

likely  to  occur,  particularly  in  individuals  who  have  previously  demonstrated 
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Pharyngitis”  spaced  doses 


Bronchitis  and 
Pneumonia 


Dosage  should  n id 
in  a dose  higher  i tla 
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Urinary  Tract 


equally  spaced  dr 


Chronic  Infections  500  mg  q.i.d.  in  equally 
spaced  doses 
250  mg  to  500  mg  q.i.d 
in  equally  spaced  doses 
depending  on  severity 
250  mg  to  500  mg  q.i.d 
in  equally  spaced  doses 
depending  on  severity 
500  mg  q.i.d.  in  equally 
spaced  doses 

‘As  with  antibiotic  therapy  generally,  treatment  should  be  contmui 
minimum  ol  48  to  72  hours  after  the  patient  becomes  asymptomatic 
evidence  of  bacterial  eradication  has  been  obtained 
"In  infections  caused  by  Group  A beta-hemolytic  streptococci,  a mm 
10  days  ot  treatment  is  recommended  to  guard  against  the  risk  of  rh 
lever  or  glomerulonephritis 

In  the  treatment  of  chronic  urinary  tract  infection,  frequent  bacteriolc 
clinical  appraisal  is  necessary  during  therapy  and  may  be  required  for 
months  afterwards 


100  mg'kg/day 
equally  spaced  dr 
50  to  100  mg/k| 
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pending  on  seven 
50  to  100  mg/k| 
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Persistent  infection  may  require  treatment  tor  several  weeks 
Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure 

Based  on  a dosage  of  500  mg  q.i.d  , the  following  adjustment  in  rgi 
interval  is  recommended 

Patients  with  a creatinine  clearance  of  >50  ml/mm  need  os 
age  interval  adjustment 

Patients  with  a creatinine  clearance  ol  30-50  ml/mm  should  reci  lull 
doses  every  12  hours 

Patients  with  a creatinine  clearance  of  between  15-30  ml/mm  ,uli) 
receive  full  doses  every  18  hours 

Patients  with  a creatinine  clearance  of  between  10-15  ml/min  itlil 
receive  full  doses  every  24  hours 

In  patients  with  a creatinine  clearance  of  <10  mi  rror 
serum  creatinine  values  ol  > 10  mg  %.  serum  cyclacillin  levels  are  ft- 
mended  to  determine  both  subsequent  dosage  and  frequency. 
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medical  education  had  been  the  major  topics  at  the 
recent  session  although  the  unfortunate  Delaney 
clause,  which  has  to  do  with  carcinogens,  received 
considerable  attention.  The  AM  A now  has  150,000 
members  paying  full  dues  and  40,000  residents  and 
students  paying  lower  dues;  to  avoid  increases,  to 
simply  stand  still,  20,000  new  members  are  needed 
every  year.  In  matters  ethical  we  still  find  ourselves 
confronted  by  a capricious  Federal  Trade  Commis- 
sion. Both  judicial  and  legislative  remedies  are  being 
assiduously  promoted.  The  AMA  has  recently  revised 
its  position  in  relation  to  both  undergraduate  and  post- 
graduate medical  education  and  has  issued  a definitive 
statement  in  this  regard.  In  the  matter  of  postgraduate 
or  continuing  medical  education,  the  difficulties  lie  in 
the  mechanics  of  course  accreditation,  a chaotic  and 
competitive  field  seeking  order  while  retaining  effec- 
tiveness and  stimulating  interest. 

Postprandially,  president  Warren  welcomed  the  re- 
ports of  the  councilors,  remarking  that  these  com- 
munications afforded  the  council  an  excellent  oppor- 
tunity to  learn  about  the  great  diversity  of  medical  and 
related  activities  in  the  districts.  The  remainder  of  the 
afternoon  was  almost  entirely  devoted  to  the  reports 
of  the  six  commission  chairmen.  In  particular,  careful 
attention  was  given  to  the  relation  between  the  soci- 
ety’s Blue  Shield  and  Insurance  Industry  committees 
and  the  organizations  they  advise  so  as  to  ensure  that 
the  society  is  not  engaged  in  matters  pertaining  to  the 


setting  of  physicians’  fees.  These  committees  are  to 
confine  their  consideration  to  matters  of  policy  in 
which  the  society  is  interested,  but  not  including  fees. 
A motion  was  requested,  made,  seconded  and  passed 
to  permit  the  shifting  of  a punctuation  mark  so  that  the 
meaning  of  a phrase  in  the  Retirement  Savings  Plan 
could  be  clarified.  Thus  must  syntax  even  be  a con- 
cern of  the  council.  The  Committee  on  Cancer,  sub- 
committee on  diagnosis  and  treatment,  was  bothered 
and  justly  so  by  the  nature  of  reimbursement  in  the 
state  cancer  program.  Of  the  $292,000  paid  out  last 
year,  only  $108,000  was  spent  for  diagnosis;  more  than 
75%  of  the  funds  were  paid  out  for  inpatient  service. 
Much  was  spent  in  diagnosing  benign  conditions,  unit 
outlays  for  these  cases  being  $848  compared  to  $917 
for  malignant  states.  It  was  suggested  that  outpatient 
facilities  be  used  more  effectively  and  justification  tor 
reimbursement  be  submitted.  Further  recom- 
mendations were  made  so  that  cervical  dysplasia 
could  receive  closer  attention  in  the  cancer  program. 
Other  items  considered  included  physicians’  assis- 
tants, trauma  services,  physicians  lagging  in  their 
continuing  education  and  the  recognition  of  Dr. 
Elizabeth  Kanof  for  her  devoted  efforts  in  communi- 
cation and  leadership  training  and  of  the  departing 
staff  member  Mrs.  Nancy  Taylor  for  her  fine  work  in 
the  jail  project.  Finally,  Dr.  Louis  Shaffner,  chairman 
of  the  Ad  Hoc  Committee  on  the  Journal,  offered  his 
report  to  the  council  (See  page  242)  which  listened 
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carefully  and  questioned  pointedly  before  accepting 

the  summary.  . . . „ 

J . ri . r . 
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DOWN  HOME:  ’SANG 

Nearly  30  years  ago  when  Edwin  Way  Teale  and  his 
wife  were  going  North  With  the  Spring, 1 they  stopped 
in  Lenoir  at  the  Greer  Drug  Company,  then  one  of  the 
nation’s  largest  dealers  in  medicinal  herbs,  to  seek  a 
“yarb  woman"  whose  hunting  grounds  proved  to  be 
just  north  of  Happy  Valley.  In  those  days  highest 
market  prices  for  herbs  went  for  ginseng,  $8-$10  a 
pound  for  dried  root.  Even  earlier,  in  1793,  Andre 
Michaux,  who  brought  the  camellia  to  this  country, 
had  noted  that  ginseng  was  the  only  product  that  could 
be  shipped  profitably  overland  from  Kentucky  to 
Philadelphia.  In  the  19th  Century,  Asa  Gray,  the  noted 
botanist,  observed  that  "the  flower  in  both  (genera  of 
the  ginseng  family)  are  more  or  less  polygamous," 
rather  disturbing  until  one  realizes  that  plants  are 
polygamous  because  they  can  bear  both  bisexual  and 
unisexual  blossoms  simultaneously. 

But  Michaux  and  Gray  were  late  comers  to  ’sang 
lore.  Confucius  said  something  about  it  more  than  two 
millenia  ago  and  it  was  probably  popular  in  China 
before  that.  When  Teale  was  traveling  north,  most  of 
our  native  ginseng  was  exported  to  the  Orient  where  it 


has  been  known  to  bring  $300-$400  an  ounce,  "more 
precious  than  gold.”2  Because  of  its  cash  value  in 
pioneer  days  in  this  country,  it  almost  went  the  way  of 
the  American  bison;  only  two  years  ago  was  it  listed  as 
an  endangered  species  by  the  Endangered  Species 
Scientific  Authority  (ESSA).  And,  of  course,  as 
something  gets  rarer,  it  becomes  more  attractive,  the 
price  goes  up,  some  cry  controls  and  others  holler  free 
market.  When  that  happens  a native  market  develops. 
If  something  is  rare  and  costly,  it  must  be  good.  But 
Americans  haven't  learned  through  the  centuries 
about  its  margins  of  safety  as  the  Chinese  apparently 
have.  When  a preparation  is  supposed  to  prolong  life 
and  sexual  vigor,  who  has  time  to  take  test  doses. 
Afterall,  if ’sang  carries  the  promise  of  the  mysterious 
East  it  might  even  be  better  than  amyl  nitrite,  a front- 
runner currently  for  those  seeking  the  infinite  through 
intercourse. 

Let  us  then  examine  the  place  of  ginseng  in  the 
United  States  today.  Where  do  we  turn?  To  Califor- 
nia, of  course,  the  land  of  mellow  and  Brown,  the  new 
frontier  of  the  mind  and  perhaps  the  greatest  space  for 
drug  testing  around  unsupervised  by  the  Food  and 
Drug  Administration.  To  a neuropsychiatric  institute 
in  Los  Angeles  we  are  indebted  for  a study  of  133 
ginseng  users  among  the  estimated  five  to  six  million 
people  in  this  country  who  usually  swallow  powdered 
root  in  their  quests.3  It  is  reassuring  to  learn  that  the 
agent  is  a tonic  and  thus  a worthy  successor  to  sulfur 
and  molasses,  Groves  Chill  Tonic,  Father  John's 
medicine  and  the  Indian  remedies  so  dear  to  John 


meeting  the  best  in 


We  can  revolutionize  your  meeting  plans  for  up  to  500  with  everything  from  personalized  service 
to  video  tape  equipment,  lighted  tennis,  saunas,  live  entertainment,  and  nearby  golf— all  just  two  min- 
utes  from  Colonial  Williamsburg  and  The  Old  Country  /Busch  Gardens.  For  free  planning  booklet , 
write  John  I.  Corbin,  Box  KE,  Williamsburg,  Va.  2318.5.  Or  call  collect:  804-220-2250. 
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Wesley.4  The  root  is  also  an  adaptogen  which  contains 
338  calories,  12.2  g protein  and  70  g carbohydrate  per 
100  g,  vitamins  including  E,  calcium,  iron  and  phos- 
phorus but  apparently  no  bone  meal  or  lecithin.  Taken 
in  moderation,  such  a preparation  should  do  little 
harm  and  might  even  encourage  the  expectant  and 
calm  the  worried  well. 

But  good  things  will  be  abused.  Devoted  consumers 
may  have  morning  diarrhea,  skin  eruptions,  insomnia, 
nervousness,  hypertension  and  a myriad  of  lesser 
signs  and  symptoms.  They  also  may  experience 
stimulation,  feelings  of  well-being  and  even  euphoria, 
effects  we  might  expect  from  an  adaptogen.  Acute 
withdrawal  may  lead  to  hypertension,  weakness  and 
tremor  while  changes  of  mood  during  heavy  dosing 
may  be  suggestive  of  organic  brain  syndromes  as- 


sociated with  adrenal  steroid  excess. 

Since  most  of  our  mountain  ginseng  is  still  exported 


and  gatherers  are  rarely  consumers  in  this  state,  clini- 
cal problems  are  unlikely  this  far  east.  But  there  are 
economic  aspects  worthy  of  attention.  When  the 
ESSA  proscribed  ginseng  in  1977,  the  North  Carolina 
State  Department  of  Agriculture  responded,  pointing 
out  that  this  state  already  had  adequate  laws  to  protect 
the  plant  and  that  harvests  can  be  so  managed  to 
prevent  its  going  the  way  of  the  passenger  pigeon.  So 
North  Carolina  was  exempted  from  the  action  of 


ESSA,  export  was  allowed  to  continue  and  a four- 
point  program  established  to  ensure  the  future  of  the 
precious  plant.  Dealers  are  now  certified,  ginseng  is 
being  cultivated  in  nurseries,  the  inevitable  educa- 
tional program  has  been  initiated  and  the  status  of  the 
plant  is  being  monitored.  Interestingly  enough  our 
pioneering  and  progressive  protective  legislation, 
which  forbids  digging  for  the  root  between  April  1 and 
September  1,  was  enacted  in  1866  and  has  apparently 
been  kept  up  to  date. 

Ginseng  still  does  seem  to  have  a lingering  place  in 
the  folk  medical  armamentarium  of  the  Appala- 
chians.5 Leaves,  dried,  powdered,  burned  under  a hot 
coal  and  inhaled  may  be  used  for  the  treatment  of 
asthma  and  a blend  of  rattle  root,  red  corn  root,  wild 
cherry  bark,  golden  seal  root,  ginseng  and  white  liquor 
may  be  sipped  as  needed  for  rheumatism.  Perhaps  the 
white  liquor  kills  the  pain  and  ginseng  induces 
euphoria. 

J.H.F. 
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Committees  and 
Organizations 


At  the  behest  of  the  executive  council  at  its  fall  session 
at  Mid  Pines  September  30,  1979,  President  J.  B.  War- 
ren named  Drs.  Louis  Shaffner,  chairman,  Thomas  H. 
Byrnes,  I.  Gordon  Early,  John  H.  Felts  (editor)  and 
Assad  Meymandi  to  an  ad  hoc  committee  to  examine  the 
function  and  purpose  of  the  “North  Carolina  Medical 
Journal"  and  to  suggest  ways  in  which  the  “Journal” 
can  serve  members  of  the  society.  The  report  was  ac- 
cepted by  the  council  at  its  mid-winter  meeting  in 
Charlotte,  February  3,  1980,  and  is  presented  here  so 
that  our  readers  may  be  aware  of  the  committee’s  rec- 
ommendations. The  “Journal"  welcomes  comments 
and  suggestions  about  the  conclusions  reached  and  any 
other  matters  the  membership  considers  relevant. 

J.H.F. 

REPORT  OF  THE  AD  HOC  COMMITTEE  TO 

INVESTIGATE  METHODS  OF  IMPROVEMENT 
OF  THE  FUNCTIONS  OF  THE 
NORTH  CAROLINA  MEDICAL  JOURNAL* 

Before  our  meeting  February  1,  1980,  we  invited 
comments  from  officers  of  the  society  and  from  mem- 
bers of  the  editorial  board,  and  we  reviewed  other 
state  medical  society  journals.  At  the  meeting  we 
identified  the  functions  of  the  Journal  and  assessed 
the  manner  and  success  of  the  Journal  in  performing 
these  functions.  Dr.  Meymandi  reported  that  his  sur- 
vey of  over  one  half  of  his  Cumberland  County  Medi- 
cal Society  membership  indicated  that  not  over  10%  of 
the  group  felt  the  Journal  had  anything  of  interest  or 
help  for  them. 

The  committee  concluded  that: 

The  function  of  the  Journal  to  publish  scientific 
papers  from  the  membership  is  proper,  but  many  of 
the  papers  received  are  of  particular  interest  to  only  a 
small  segment  of  the  membership.  They  do,  however, 
require  review  by  the  physician  editor  and  consul- 
tants; this  requires  much  time  and  effort  prior  to  publi- 
cation. 

Other  functions  of  the  Journal  were  identified  as: 

1.  Informing  the  membership  of  activities  of  the 
society. 

2.  Reporting  medical  events  throughout  the  state. 

3.  Discussion  of  the  relations  of  private  physicians 
to  governmental  agencies  as  they  affect  his  prac- 
tice; e.g.,  activities  of  HSAs,  PSROs,  Depart- 
ment of  Human  Resources  and  Medicaid,  and 
legislative  proposals. 

lYe-i  iitci  .'[  the  executive  council  meeting  of  the  North  Carolina  Medical  Society 
Charlotte.  N.C  jb.  3.  1980 


4.  Reporting  medical  meetings  as  summaries  or 
abstracts,  if  not  full  publication,  of  papers  pre- 
sented at  the  Leadership  Conference. 

5.  Other  informative  reports  such  as  profiles  of 
legislators  and  of  physicians  in  public  positions 
and  explanations  of  independent  practice  as- 
sociations or  HMOs. 

These  latter  functions  have  often  been  performed 
sketchily,  if  at  all.  Deficiencies  can  be  attributed  to  a 
combination  of  the  following: 

1.  Lack  of  time  and  editorial  help  for  the  editor. 

2.  Physical  separation  of  the  editorial  office  in 
Winston-Salem  from  the  business  office  in  Ra- 
leigh. 

3.  Failure  of  the  editorial  board  to  assume  initiative 
in  implementing  these  functions. 

4.  The  expense  of  publishing  the  Journal. 

A fulltime  editorial  assistant  for  the  editor  could 
take  responsibility  for  instituting  or  improving  the 
other  functions  as  outlined  above.  This  assistant  need 
not  be  a physician  but  could  be  an  individual  trained  in 
journalism.  Some  savings  in  production  costs  could  be 
effected  without  downgrading  the  attractiveness  of 
the  Journal;  such  savings  could  help  offset  the  ex- 
pense of  the  fulltime  editorial  assistant. 

Therefore,  the  committee  recommends  that  the  ex- 
ecutive council  request  the  editorial  board  to: 

1 . Plan  expansion  of  the  editorial  staff  of  the  Jour- 
nal to  improve  the  function  of  the  Journal  as 
outlined  above  and  to  effect  such  savings  in  pro- 
duction of  the  Journal  as  appropriate  to  help 
offset  the  increased  expense  of  such  editorial 
help. 

2.  To  submit  a plan  and  budget  to  the  finance  com- 
mittee and  the  executive  council  for  approval  by 
the  next  meeting  of  the  executive  council. 

Louis  Shaffner,  M.D.,  Chairman 

PROGRESS  REPORT  ON  THE  LEGISLATIVE 
COMMISSION  ON  PREPAID  HEALTH  PLANS* 

The  State  of  North  Carolina  has  a large  number  of 
employees,  scattered  widely  over  the  state.  Health 
insurance  costs  are  a major  item  of  expense  for  the 
state;  these  costs  are  rising  rapidly  year  by  year.  Blue 
Cross/Blue  Shield  is  the  insurance  carrier  for  this 
group  of  employees. 

In  1978  the  North  Carolina  General  Assembly 
created  a Commission  on  Prepaid  Health  Plans  and 


^Presented  at  the  executive  council  meeting  of  the  North  Carolina  Medical  Society, 
Charlotte,  N.C..  Feb  3,  1980. 
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charged  this  group  with  exploring  the  feasibility  and 
cost  saving  potential  of  various  forms  of  prepaid 
health  plans  and  preparing  a report  to  the  General 
Assembly  regarding  such  plans  as  a means  of  provid- 
ing health  insurance  coverage  for  state  employees. 

This  commission  met  through  the  fall  and  winter  of 
1978-79,  hearing  testimony  from  those  who  have  had 
experience  with  various  prepayment  plans,  and  those 
who  have  studied  the  economic  impact  of  such  sys- 
tems. It  was  concluded  that  such  systems  have  been 
(successful  in  reducing  the  total  cost  of  health  care  and 
that  they  have  proved  acceptable  to  both  patients  and 
doctors  and  that  further  exploration  of  the  feasibility 
of  such  plans  in  North  Carolina  was  desirable.  The 
General  Assembly  received  this  information  and  ap- 
propriated a sum  of  money  for  a fulltime  staff  to 
conduct  this  feasibility  study.  Mr.  Tom  Bickman  was 
employed  to  head  this  study  and  began  work  in  the 
fall  of  1979. 

The  feasibility  study  will  explore  the  interest  of 
employers,  other  than  the  State  of  North  Carolina,  in 
purchasing  such  insurance,  the  interest  ot  physicians 
in  participating  in  such  plans,  and  the  interest  of  pos- 
sible sponsors  of  such  plans  in  entering  the  North 
Carolina  marketplace. 

Initial  explorations  have  indicated  that  there  is 
interest  among  all  these  groups,  but  especially  among 
employers.  Many  doctors  are  also  actively  interested. 


but  there  is  an  urgent  need  to  educate  doctors  about 
this  topic.  Many  know  nothing  about  the  field,  or  even 
worse,  have  misconceptions  about  such  plans.  To 
some  doctors,  the  words  Health  Maintenance  Or- 
ganization are  synonymous  with  a Communist  plot  or 
apian  for  socialized  medicine.  Let  us  take  a minute  to 
review  the  term.  Health  Maintenance  Organization 
(or  HMO)  is  really  a misnomer.  It  does  not  refer  to  a 
plan  for  preventive  care,  but  to  a payment  plan  for 
health  care.  It  involves  some  form  of  prepayment,  as 
opposed  to  fee-for-service  payment. 

In  such  plans,  health  care  of  a comprehensive  type, 
generally  outpatient  care  and  hospitalization,  is  of- 
fered for  a fixed  monthly  or  yearly  amount.  Under 
such  a plan,  the  sponsor  (an  insurance  company,  a 
physician  group,  etc.)  is  at  risk.  There  is  a chance  that, 
if  all  goes  well,  and  the  insured  group  remains  healthy, 
a profit  may  be  realized  at  the  end  of  the  insured 
period.  There  is  also  a chance  that  if  all  does  not  go 
well,  the  sponsor  will  lose  money  over  the  insured 
period.  The  key  is  the  element  of  risk.  It  makes  those 
who  participate  in  such  a system  very  conscious  of 
costs.  Obviously,  there  is  an  advantage  in  keeping  the 
insured  group  healthy,  through  education  and  pre- 
ventive services,  which  led  to  the  term  HMO,  but  the 
record  does  not  show  that  HMOs  have  had  remarka- 
ble success  in  this  arena. 

Having  defined  in  brief  what  prepayment  plans  or 


: 


wont 


The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does;  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
l^these  patients,  write  to  us. 


311  JONES  MILL  ROAD 
STATESBORO,  GA-  30458 


J.C.A.H.  ACCREDITED 
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HMOs  are,  we  must  quickly  point  out  that  there  are 
dozens,  perhaps  hundreds,  of  ways  in  which  they  may 
be  packaged  and  sponsored.  Let  us  consider  two 
types. 

At  one  end  of  the  spectrum  are  the  closed  panel 
systems,  such  as  the  Kaiser-Permanente  Plans  on  the 
West  Coast.  This  system  owns  its  own  clinics  and 
hospitals  and  contracts  with  a group  of  doctors  to 
staff  them.  They  provide  all  but  a few  complex  proce- 
dures in-house  and  thus  have  a great  deal  of  control 
over  the  total  cost  of  the  plan. 

At  the  other  end  are  the  Individual  Practice  Associ- 
ation types  of  HMOs  or  IPAs.  In  this  type,  individual 
doctors  who  continue  to  work  in  their  own  offices  and 
to  see  their  own  fee-for-service  patients,  agree  to  care 
for  patients  who  subscribe  to  the  IPA.  The  IPA  mar- 
kets its  services  to  employers,  receives  payment 
from  these  employers,  and  distributes  these  funds  to 
individual  doctors  who  provide  services. 

To  the  employer  who  wishes  to  secure  health  ser- 
vices for  his  workers,  the  IPA  is  a prepayment  system; 
but  to  the  doctor  participating  in  the  system,  the  sys- 
tem allows  him  to  see  patients  in  the  usual  manner. 

An  IPA  type  HMO  can  be  formed  by  an  insurance 
company,  by  Blue  Cross/Blue  Shield,  or  by  a local 
medical  society.  In  each  case,  the  sponsoring  organi- 
zation is  at  risk  for  the  contracted  services  for  the 
duration  of  that  contract. 

The  commission  has  examined  these  and  other 
types  in  carrying  out  its  task.  It  has  not  reached  a 
conclusion  as  to  the  type  which  should  be  encouraged 
or  even  if  such  a system  should  be  encouraged. 

Several  opinions  have  emerged.  There  is  agreement 
that  state  government  should  not  be  involved  in  or- 
ganizing or  operating  an  HMO.  If  such  systems  are 
indicated,  private  organizations  should  be  encouraged 
toorganize  and  sponsor  them.  There  is  also  agreement 
that  the  best  outcome  is  a system  in  which  several 


HMOs  exist  and  in  which  there  is  active,  open  compe- 
tition between  HMOs  and  other,  more  conventional, 
health  insurance  payment  systems.  Rochester,  N.Y., 
and  Minneapolis,  Minn.,  are  cities  in  which  such  a 
marketplace  exists.  The  result  is  the  promotion  of 
efficiency  and  the  greater  control  of  costs  in  all  sys- 
tems; in  HMOs  and  in  conventional  systems  alike. 

I think  that  the  commission  will  find  that  the  IPA 
model  best  fits  this  state.  There  are  several  places 
which  are  large  enough  for  closed  panels,  but  I expect 
that  other  factors  would  make  success  of  such  a plan 
doubtful.  It  is  also  my  opinion  that  the  commission 
would  only  recommend  an  HMO  as  one  option,  to  be 
offered  to  each  employee  along  with  other  options 
such  as  conventional  Blue  Cross/Blue  Shield  insur- 
ance coverage. 

Obviously,  there  is  nothing  substantive  to  report  at 
this  time,  but  there  is  a need  to  let  doctors  throughout 
the  state  know  about  the  commission,  about  HMOs, 
and  about  their  options  in  the  future.  The  North  Caro- 
lina Medical  Society  has  formed  an  ad  hoc  committee, 
Drs.  M.  Frank  Sohmer,  Jr.,  Kenneth  E.  Cosgrove, 
Ernest  B.  Spangler,  T.  Reginald  Harris  and  myself,  to 
work  with  the  commission.  We  have  met  with  Mr. 
Glenn  Wilson,  the  chairman  of  the  commission  on 
Prepaid  Health  Plans,  and  Mr.  Tom  Bickman  to  dis- 
cuss these  matters. 

This  NCMS  committee  and  its  individual  mem- 
bers stand  ready  to  come  to  talk  with  any  county  or 
district  medical  society  regarding  the  work  of  the 
commission,  the  nature  of  HMOs,  the  optional  va- 
rieties of  HMOs,  or  any  other  matter  related  to  this 
topic.  Our  best  interest  will  be  served  by  informing  all 
our  members  as  completely  as  possible.  We  would 
also  ask  that  executive  council  members  assist  us  by 
informing  medical  societies  in  their  districts  about  our 
activity  and  that  we  can  come  and  discuss  these  mat- 
ters with  them.  ^ „ 

E.  Harvey  Estes,  Jr.,  M.D. 
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Bulletin  Board 


NEW  MEMBERS 

of  the  State  Society 


Allen,  Cyril  Anthony,  MD,  (IM)  P.  O.  Box  14005,  Raleigh  27620 
Anwar,  Mohammad  Saeed,  MD,  (IM)  505  North  Rhird  Ave., 
Mayodan  27027 

Bolstad,  Karl  Edward,  MD,  (ORS)  236  E.  Center  St.,  Lexington 
27292 

Broadhead,  Mr.  Walter  Eugene  (STUDENT)  L-9  Estes  Park, 
Carrboro  27510 

Brown,  Walter  John.  MD,  (FP)  79  Trundle  Ridge-Fearrington, 
Pittsboro  27512 

Browning,  Mr.  David  Judson  (STUDENT)  1204  Murray  Avenue, 
Durham  27704 

Campbell,  Peter  Bruce,  MD,  (ID)  East  Carolina  Univ.,  Greenville 
27834 

Chamberlain,  Jack  Kenneth,  MD,  (IM)  East  Carolina  Univ., 
Greenville  27834 

Davis,  Paul  Lawson,  Jr.,  MD,  (R)  P.  O.  Box  368,  Clyde  28721 
DeVine,  Leibert  Earl,  MD,  (FP)  Rt.  #3,  Box  47-B,  Edenton  27932 
Edgerton,  MM.  Thomas  Arthur  (STUDENT)  6-C  Avalon  Rd., 
Winston-Salem  27104 

Elliston,  Lewis  Daniel,  MD,  (IM)  93  Victoria  Road,  Asheville  28801 
Erlandson,  Stephen  Eric,  MD,  (FP)  180-D  Parkwood,  Elkin  28621 
Fayez,  Jamil  Abdel-Latif,  MD,  (OBG)  4315  Woodboume,  Clem- 
mons 27012 

Fischer,  Martin  Joseph,  MD,  (GS)  520  Biltmore  Avenue,  Asheville 
28801 

Frantz,  Paul  Thomasson,  MD,  (CD)  UNC,  108  Clinical  Sci.  Bldg., 
229- H,  Chapel  Hill  27514 

Genta,  Valerio  M.,  MD,  (RESIDENT)  The  Villages,  Apt.  D-21, 
Carrboro  27510 

Goldstin,  Jared  Haft,  MD,  (FP)  702  S.  Main  St.,  Randleman  27317 
Graham,  Ms.  Florice  Mason,  (STUDENT)  1300  E.  Shine  St., 
Kinston  28501 

Gravlee,  Glenn  Page,  MD,  (AN)  1205  Clover  St.,  Winston-Salem 
27105 

Guttler,  Sanford  Dennis,  MD  (FP)  1 Trade  St.,  Granite  Falls  28630 
Hall,  Ms.  Sherry  Lene  (STUDENT)  P.  O.  Box 573,  Snow  Hill  28580 
Harris,  Robert  Mark,  MD,  (RESIDENT)  105  Dunedin  Court,  Cary 
275 1 1 

Johnson,  Curtis  Corydon,  MD,  (GS)  106  Hospital  Dr.,  Spruce  Pine 
28777 

Kaplan,  Mr.  David  Louis  (STUDENT)  118  S.  Sunset  Dr., 
Winston-Salem  27101 

Kataria,  Sudesh,  MD,  (PD)  East  Carolina  Univ  — Pediatrics, 
Greenville  27834 

LaLonde,  John  Charles,  MD,  (FP)  517  Miltwood  Dr.,  Greensboro 
27408 

Long,  Fred  Joseph,  Jr.,  MD,  (GS)  100  Sunnybrook  Rd.  Ste.  203, 
Raleigh  2761 1 

Loosen,  Peter  Thomas,  MD,  (P)  UNC  Dept,  of  Psychiatry,  Chapel 
Hill  27514 

Marks,  Fred,  MD,  (IM)  705  Alexander  St.,  Statesville  28677 
McCoy,  Mr.  Thomas  Hatton  (STUDENT)  234  McCauley  St., 
Chapel  Hill  27514 

Miller,  Joel  Byron,  MD,  (OBG)  Rt.  #10,  IC  79,  P.  O.  Drawer  38, 
Hickory  28601 

Miller,  Michael  Stephen,  MD,  (N)  1303  Cypress  Grove  Dr.,  Wil- 
mington 28401 

Moore,  Mr.  George  Horace,  (STUDENT)  P.  O.  Box  677,  Snow  Hill 
28580 

Morrison,  Leon  MacMillan,  MD  (OBG)  9 Medical  Park,  Morehead 
City  28557 


Newbill,  Edward  Thomas,  MD,  (RESIDENT)  109  Hassell  St., 
Hillsborough  27275 

Purvis,  William  Henry,  MD,  (U)  806  W.  4th  St.  Siler  City  27344 

Richardson,  Mr.  James  Edward  (STUDENT)  409  Smith  Ave.  #4, 
Chapel  Hill  27514 

Richey,  William  Allen,  MD,  (R)  3706  Wedgewood  Dr.,  New  Bern 
28560 

Rogacz,  Ms.  Suzanne  (STUDENT)  901-A  Dawes  St.,  Chapel  Hill 
27514 

Russell.  William  Michael,  MD,  (R),  1304  Fairfax  Ave.,  Elizabeth 
City  27909 

Sackin,  David  Alan,  MD,  (CD)  P.O.  Box  811,  Edenton  27932 

Schwartz,  Ms.  Anne  Catherine  (STUDENT)  1221  S.  Hawthorne 
Rd.,  Winston-Salem  27103 

Soudah,  Truman  Farah,  MD,  (OBG)  Box  970,  Mocksville  27028 

Spivey,  Mr.  William  Holloday  (STUDENT)  2106  Emerson  Rd., 
Kinston  28501 

Stanfield,  Elwin  E.,  MD,  Rt.  #2,  Box  53,  Fayetteville  28301 

Steiner,  Harry  Emile,  M.D.,  (GS)  479  Carolina  Trace,  Sanford 
27330 

Taylor,  William  Noel,  MD,  (RESIDENT)  1900  Queen  St.  #C-4, 
Winston-Salem  27103 

Thomas,  Wilbur  Clyde,  MD,  (PTH)  138  Signal  Hill  Dr.  Apt.  105, 
Statesville  28677 

Trapasso,  Robert  Louis,  MD,  (RESIDENT)  1406  Ida  Street,  Dur- 
ham 27705 

Wang,  Mr.  David  Wei  (STUDENT)  1 1 1 Pecan  Lane,  Kinston  28501 

Zellner,  Eric  Eugene,  MD,  (FP)  1721  Colony  Road,  Salisbury  28144 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  1 credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  A AFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion.” 

May  1-4 

126th  Annual  Session  of  the  North  Carolina  Medical  Society 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

May  2 

1st  Annual  Meeting  — North  Carolina  Medical  Directors  Associa- 
tion 

Place:  Sheraton  Convention  Center,  Southern  Pines 
For  Information:  James  S.  Forrester,  M.D.,  P.O.  Box  457,  Stanley 
28164 

May  5-9 

8th  Annual  Tutorial  Postgraduate  on  Abdominal  Imaging 
Sponsor:  Department  of  Radiology,  DUMC 
Fee:  $300 
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Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D..  Radiology  — Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

May  5-9 

Radiology  of  the  Gastrointestinal  Tract 
Place:  Ramada  Inn,  Durham 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology  — Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

May  7-8 

Breath  of  Spring,  '80  — Respiratory  Care  Symposium 
Fee:  $35 
Credit:  9 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

May  16 

Pediatrics  Day 

Place:  Pitt  County  Memorial  Hospital 
Credit:  5 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
P.O.  Box  7224,  Greenville  27834 

May  16-17 

Intraocular  Lens  Workshop  — Number  Three 
Place:  Berry  hill  Hall 
Fee:  $500:  limited  to  30  participants 
Credit:  16  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H.  Chapel  Hill  27514 

May  21 

Infectious  Disease  and  Antibiotic  Update 
Place:  Lee  County  Hospital,  Sanford 

Sponsor:  Lee  County  Medical  Society  and  Eli  Lilly  and  Company 


INSURANCE  FOR  YOU  AND  YOUR  BUSINESS 

LIFE 

DISABILITY 

GROUP 

RETIREMENT 

Paul  Schenck 
^Associates 

300  Wendover  East  Suite  202 
Greensboro,  North  Carolina 
(919) 379-8207 


PROVIDENT 
MUTUAL 

L IF  6 INSURANCE  COMPANv 
of  Philadelphia 

Burlington  • Charlotte  • Chapel  Hill  • Durham  . Fayetteville  • Florence 


Credit:  V/2  hours 

For  Information:  R.  S. Cline,  M.D.,  Director  of  Continuing  Medical 
Education,  Lee  County  Hospital,  Sanford  27330 

May  21-23 

Raney  Visiting  Professorship  in  Orthopaedic  Surgery  Lectures 
For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H.  Chapel  Hill  27514 

May  21-23 

31st  Scientific  Sessions  of  the  North  Carolina  Heart  Association 
Place:  Benton  Convention  Center,  Winston-Salem 
For  Information:  R.  R.  Robinson,  M.D.,  American  Heart  Associa- 
tion, North  Carolina  Affiliate,  1 Heart  Circle.  P.O.  Box  2636 
Chapel  Hill  27514 

May  23-25 

9th  Annual  Pediatric  Pulmonary  Disease  Conference 
Fee:  $40 
Credit:  12  hours 

For  Information:  Alexander  Spock,  M.D.,  P.O.  Box  2994,  Duke 
University  Medical  Center,  Durham  27710 

May  31-June  1 

Update  in  OB/GYN 

Place:  Blockade  Runner  Motel,  Wrightsville  Beach 
Fee:  $100 
Credit:  12  hours 

For  Information:  Luther  Talbert,  M.D.,  Department  of  OB/GYN, 
UNC  School  of  Medicine,  Chapel  Hill  27514 

June  7-8 

Practical  Dermatology  for  the  Non-Dermatologist 
Place:  Blockade  Runner  Motel,  Wrightsville  Beach 
Fee:  $50 
Credit:  7 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

June  12-15 

Dermatology  for  Non-Dermatologist 
Place:  Great  Smokies  Hilton,  Asheville 
Fee:  $200 
Credit:  14  hours 

For  Information:  Gerald  S.  Lazarus,  M.D.,  Chief,  Division  of  Der- 
matology, Duke  University  Medical  Center,  Box  2987,  Durham 
27710 

June  13-14 

EKG  Interpretation  and  Arrhythmia  Management 
Place:  Pinehurst  Country  Club 

Sponsor:  International  Medical  Education  Corporation 
Fee:  $245 

Credit:  13  hours;  AMA  Category  I 

For  Information:  International  Medical  Education  Corporation, 
Division  of  Postgraduate  Education,  64  Inverness  Drive  East, 
Englewood,  Colorado  80112 

June  19-21 

Mountain  Top  Medical  Assembly 
Place:  Waynesville 

For  Information:  Clinton  L.  Border,  Jr.,  M.D.,  P.O.  Box  538, 
Waynesville,  28786 

June  27-29 

First  Annual  June  Beach  Weekend  Workshop 
Place:  Hyatt  House.  Hilton  Head  Island,  South  Carolina 
Fee:  $125 
Credit:  10  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

June  28-29 

Practical  Dermatology  for  the  Non- Dermatologist 
Place:  Continuing  Education  Center,  Boone 
Fee:  $50 
Credit:  7 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H.  Chapel  Hill  27514 
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July  10-12 

2nd  Annual  Mountain  Meeting 
Place:  Great  Smokies  Hilton,  Asheville 
Fee:  $150 

Credit:  20  hours  _ . „ 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  tor  Con- 
tinuing  Education, Bowman  Gray  School  of  Medicine,  Winston- 
Salem  27103 

July  16 

Otolaryngology  for  the  Primary  Care  Physician 

Place:  Lee  County  Hospital,  Sanford 

Sponsors:  Wake  AHEC  and  Lee  County  Medical  Society 

Fee:  $6 

Credit:  3 Vi  hours  . . 

For  Information:  R.  S.  Cline,  M.D.,  Director  of  Continuing  Medical 
Education,  Lee  County  Hospital,  Sanford  27330 

July  28-August  2 

Radiology  Postgraduate  Course 
Place:  Atlantic  Beach 

Sponsor:  Department  of  Radiology,  Duke  University  Medical 
Center 
Fee:  $250 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology-Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

August  4-8 

8th  Annual  Beach  Workshop 

Place:  Myrtle  Beach  Hilton,  Myrtle  Beach,  South  Carolina 
Fee:  $150 
Credit:  20  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  tor  Con- 
tinuing  Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

September  17-19 

25th  Annual  Augus  M.  McBryde  Perinatal  Symposium 
Place:  Duke  University  Medical  Center 


For  Information:  Augus  M.  McBryde  Perinatal  Symposium,  Box 
3967,  DUMC,  Durham  27710 

September  18-19 

Genetics  . 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  tor  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

September  26-27 

Seminar  in  Medicine  . 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  tor  Con- 
tinuing  Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


ITEMS  OF  SPECIAL  INTEREST 
May  7-9 

1980  Southeast  Emergency  Medicine  Congress 
Place:  DeSoto  Hilton  Hotel,  Savannah,  Georgia 
Sponsors:  Southeast  Chapters  of  American  College  of  Emergency 
Physicians  and  Region  IV  of  the  Emergency  Department  Nurses 
For  Information:  R.  T.  Lowry,  M.D.,  901-D  Kildaire  Farm  Road, 
Cary  27511 

June  27-29 

1st  Annual  June  Beach  Weekend 

Place:  Hyatt  House,  Hilton  Head  Island,  South  Carolina 
Sponsors:  Bowman  Gray  School  of  Medicine  and  the  Medical  Col- 
lege of  Georgia 
Fee:  $125 
Credit:  10  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


FOR  THE  CHEMICALLY  DEPENDENT 

At  the  Charlotte  Treatment  Center  we  believe 
that  those  who  suffer  from  the  treatable  disease  of 
alcoholism,  and  their  families,  are  entitled  to  the  same 
treatment  and  loving  care  as  those  suffering  from 
any  other  disease. 

• Full  time  physician  • Professional  counseling  staff 

• Psychiatric  consultant  • Family  program 

• Registered  nurses  • After-care  program 


iSai 


P.  O.  Box  240197, 1715  Sharon  Road  West,  Charlotte.  N.C.  28224  For  Information  Call  (704)  554  0285 

Jamie  Carraway,  Executive  Director 
Rex  R.  Taggart,  M.D..  Medical  Director 

MMI. 
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PROGRAMS  IN  CONTIGUOUS  STATES 

May  7-10 

61st  Annual  Meeting  of  the  Virginia  Society  of  Ophthalmology  and 
Otolaryngology 

Place:  Conference  Center,  Williamsburg,  Virginia 
For  Information:  Donna  Strawderman,  4205  Dover  Road,  Rich- 
mond, Virginia  23221 

May  21-23 

4th  National  Conference  on  Patient  Education  in  the  Primary  Care 
Setting 

Place:  Hyatt  Regency  Hotel,  Memphis,  Tennessee 
Sponsor:  University  ofTennessee,  Department  of  Family  Medicine 
For  Information:  Donna  Miller,  Ph.D.,  66  North  Pauline,  Suite  233, 
Memphis,  Tennessee  38105 

June  5-7 

4th  Annual  Conference  on  the  Rehabilitation  of  the  Traumatic 
Brain-Injured  Adult 

Place:  Fort  Magruder  Conference  Center,  Williamsburg,  Virginia 
For  Information:  Ms.  Glenda  Snow,  Department  of  Continuing 
Medical  Education,  Medical  College  of  Virginia,  Box  48,  MCV 
Station,  Richmond,  Virginia  23298 

June  18-21 

4th  Annual  Virginia  Beach  Update  in  Neuroscience 
Place:  Sheraton  Beach  Inn,  Virginia  Beach 
Credit:  I6V2  hours 

For  Information:  Kathy  E.  Johnson,  Department  of  Continuing 
Medical  Education,  Box  48,  MCV  Station,  Richmond,  Virginia 
23298 

July  22-26 

Contemporary  Clinical  Neurology 
Place:  Hilton  Head  Island,  South  Carolina 
Sponsor:  Department  of  Neurology,  Vanderbilt  University  School 
of  Medicine 
Credit:  16  hours 

For  Information:  Vanderbilt  Continuing  Medical  Education,  3200 
West  End,  Suite  306,  Nashville,  Tennessee  37212 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


The  Bowman  Gray  School  of  Medicine/North  Car- 
olina Baptist  Hospital  Medical  Center  has  begun  a 
program  which  is  expected  to  reduce  the  traffic  in 
forged  prescriptions  for  narcotics. 

Forged  prescriptions  are  a nationwide  problem,  and 
in  North  Carolina  they  are  a multimillion-dollar  busi- 
ness involving  organized  thieves  and  forgers. 

Thieves  often  steal  from  hospitals  the  prescription 
blanks  needed  for  the  forgeries.  Because  prescription 
blanks  are  needed  so  often  throughout  a hospital,  it  is 
virtually  impossible  for  the  blanks  to  be  locked  up. 

But  the  new  system  at  the  Bowman  Gray/Baptist 
Hospital  Medical  Center  eliminates  the  chance  that 
prescription  blanks  stolen  from  the  center  can  be  used 
to  obtain  narcotics. 

! he  new  system  was  begun  in  response  to  requests 
from  pharmacists  in  the  northwest  region  who  wanted 
help  in  curbing  the  forged  prescription  problem. 

I he  medical  center's  most  widely  used  prescription 
blanks  now  include  a warning,  “Do  not  honor  this 


prescription  for  Schedule  II  controlled  substances 
unless  stamped  with  the  NCBH  narcotic  seal.” 

Schedule  II  controlled  substances  are  certain  nar- 
cotics which  have  the  greatest  potential  for  abuse. 

Once  a medical  center  doctor  has  written  an  outpa- 
tient prescription  for  a Schedule  II  narcotic,  he  gives  it 
to  a nurse  who  applies  the  narcotic  seal. 

Each  seal  is  kept  in  a locked  compartment. 

Each  seal  has  its  own  number.  If  a forgery  using  one 
of  the  seals  ever  occurred,  investigators  would  know 
where  the  seal  was  applied  in  the  medical  center  as 
well  as  who  had  access  to  the  seal. 

The  seal  cannot  be  applied  to  the  prescription  with- 
out an  expensive  and  rare  machine.  Once  a nurse  has 
applied  the  seal,  she  adds  her  signature  below  it  and 
gives  the  prescription  to  the  patient,  who  can  have  it 
filled  at  a drug  store  in  his  own  community. 

* * * 

Research  involving  a variety  of  anti-cancer  drugs  is 
taking  place  at  Bowman  Gray  to  learn  more  about  how 
they  work,  how  to  enhance  their  positive  effects  and 
how  to  minimize  their  adverse  effects. 

Dr.  Jimmy  C.  Kimball,  instructor  in  pediatrics,  is 
investigating  the  drugs  with  the  intent  of  improving  the 
treatment  of  children  with  cancer. 

His  most  promising  results  thus  far  involve  a class 
of  drugs  called  anthracyclines,  which  are  widely  used 
in  treating  leukemia  and  other  childhood  and  adult 
cancers. 

Kimball  also  is  interested  in  the  role  of  nutrition  and 
vitamins  in  treating  cancer. 

While  on  the  staff  of  the  M.D.  Anderson  Hospital  i 
and  Tumor  Institute,  Kimball  and  his  colleagues 
tested  large  doses  of  vitamin  E,  given  before  injection 
of  anthracyclines,  which  attack  the  muscle  tissue  of 
the  heart,  making  it  weak  and  flabby. 

While  at  M.D.  Anderson,  Kimball  and  others 
showed  that  vitamin  E prevents  some  of  the  damage  to 
heart  muscle  tissue. 

That  work  has  been  continued  since  coming  to 
Bowman  Gray  and  is  now  approaching  the  end  of  the 
first  phase  of  the  study,  in  which  tests  have  been 
limited  to  rats  and  rabbits. 

The  next  step  will  involve  evaluation  of  vitamin 
E/anthracycline  therapy  in  leukemia  patients.  That 
process  is  expected  to  take  several  years,  but  the 
technique  could  be  put  into  use  much  sooner  if  the 
results  continue  to  be  positive. 

* * * 

The  Winston-Salem  Association  of  Insurance 
Women  has  contributed  $600  to  the  burn  unit  at  Bap- 
tist Hospital  after  raising  the  funds  by  operating  a 
gift-wrapping  booth  during  the  Christmas  season. 

The  unit  opened  last  September.  It  has  six  beds  and 
iscompletely  self-contained.  It  has  eliminated  having 
to  transport  patients  around  the  hospital  to  receive 
such  treatment  as  the  removal  of  burned  skin. 
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A nationally-known  authority  on  geriatrics  has  told 
a Bowman  Gray  audience  that  innovators  in  the  medi- 
cal care  of  elderly  persons  have  found  that  caring  for 
those  people  in  the  home  adds  to  the  quality  of  their 
life  and  can  save  money. 

Dr.  T.  Franklin  Williams,  professor  of  medicine, 
preventive  medicine  and  community  medicine,  radia- 
tion biology  and  biophysics  at  the  University  of 
Rochester  School  of  Medicine,  was  at  Bowman  Gray 
to  give  the  8th  Wingate  M.  Johnson  Memorial  Lec- 
ture. 

Dr.  Johnson,  who  died  in  1963,  was  professor  of 
medicine  at  Bowman  Gray  for  many  years.  Until  his 
death,  he  served  as  the  first  and  only  editor  of  the 
North  Carolina  Medical  Journal.  He  was  an 
authority  on  diseases  of  the  aged  and  served  as  presi- 
dent of  the  American  Geriatric  Society. 

Williams  said  while  at  the  school  that  a pilot  pro- 
gram in  Rochester  has  shown  that  improving  home 
health  care  for  the  aged  can  keep  many  out  of  nursing 
homes  without  adding  to  the  taxpayers’  burden. 

Studies  have  shown  in  that  pilot  program  that  it  is 
saving  $500  a year  for  every  patient  taking  part  in  the 
program.  More  than  half  of  the  residents  participating 
in  the  program  who  previously  would  have  gone  to 
nursing  homes  either  have  been  able  to  remain  at 
home  or  to  enter  a setting  such  as  a boarding  house  for 
the  elderly. 


Two  people  at  Baptist  Hospital  were  jointly 
awarded  third  place  in  the  hospital  cost  containment 
contest  sponsored  by  the  North  Carolina  Chapter  of 
the  Hospital  Financial  Management  Association. 

The  award  came  during  the  association  s annual 
meeting  in  Winston-Salem. 

Gwen  Andrews,  director  of  nursing  at  Baptist,  and 
Robert  S.  Curtis,  vice  president  for  patient  care  ser- 
vices, received  the  award  for  developing  an  idea  in- 
volving combining  nursing  stations,  resulting  in  a 
better  distribution  of  nurses  and  greater  productivity . 

The  annual  savings  to  Baptist  are  expected  to  be 
$100,284.  Anne  Smith,  a Baptist  Hospital  nurse,  re- 
ceived an  honorable  mention  in  the  contest. 

Some  of  the  projects  submitted  for  the  cost  con- 
tainment contest  were  first  developed  as  part  of  a 
management  education  program,  operated  by  the 
Northwest  Area  Health  Education  Center,  head- 
quartered at  Bowman  Gray. 

* * * 

Dr.  Stephen  S.  Elliott,  instructor  in  psychiatry 
(family  development),  has  been  named  one  of  the  Out- 
standing Young  Men  of  America  for  1980. 

* * * 

Dr.  Arthur  H.  Hale,  assistant  professor  of  micro- 
biology and  immunology,  has  been  elected  by  the 
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American  Society  of  Microbiology  to  a three-year 
term  on  the  editorial  board  of  Infection  and  Immunity. 

* * * 

Dr.  Charles  R.  Jerge,  professor  and  chairman  of  the 
Department  of  Dentistry,  has  been  appointed  to  the 
Dental  Advisory  Committee  of  the  Crippled  Chil- 
dren’s Program  of  North  Carolina. 

* * * 

Dr.  Louis  des.  Shaffner,  professor  of  surgery,  has 
been  elected  vice  chairman  of  the  Forsyth  County 
Hospital  Authority. 

* * * 

Dr.  Richard  W.  St.  Clair,  professor  of  pathology 
(physiology),  has  been  appointed  an  assembly  dele- 
gate to  the  Council  on  Arteriosclerosis  of  the  Ameri- 
can Heart  Association. 

* * * 

Dr.  Robert  B.  Taylor,  associate  professor  of  family 
medicine,  has  been  appointed  chairman  of  the  Medical 
School  Affairs  Committee  of  the  North  Carolina 
Academy  of  Family  Physicians.  He  also  has  been 
mimed  to  the  editorial  advisory  board  of  The  Female 
Patient. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


The  East  Carolina  University  School  of  Medicine 
has  received  $5,000  for  cancer  research  from  the  N.C. 
Chapter  of  the  Ladies  Auxiliary  of  the  Veterans  of 
Foreign  Wars. 

The  presentation  was  made  at  the  group’s  state 
meeting  in  Fayetteville.  Dr.  Spencer  Raab,  chief  of 
hematology-oncology,  accepted  the  donation  for  the 
medical  school. 

“We  are  very  grateful  to  this  concerned  group  of 
women  for  their  contribution  to  our  cancer  research 
fund,’’  said  Raab.  “It  certainly  will  benefit  Eastern 
North  Carolina  by  helping  us  strengthen  our  efforts  in 
the  fight  against  this  disease.” 

The  presentation  was  made  by  Belle  Boyles  of 
Kinston,  immediate  past  president  of  the  state  organi- 
zation. “ 1 he  Cancer  Aid  and  Research  Program  is  one 
of  our  main  projects,”  she  said.  “We  were  very 
pleased  to  offer  this  year’s  grant  to  further  research 
that  is  being  conducted  in  the  eastern  part  of  the 
state.” 

* * * 

Two  physicians  from  Toho  University  Hospital  in 
Tokyo.  Japan,  are  visiting  the  Department  of  Medi- 
cine this  year.  Dr.  fetsuyuki  Hirahata,  a hematolo- 


gist, is  collaborating  with  Dr.  Jack  K.  Chamberlain  on 
electron  microscopy  of  bone  marrow.  Dr.  Junjiro 
Kobayashi,  a gastroenterologist,  is  conducting  studies 
with  Dr.  Thomas  F.  O'Brien.  The  one-year  exchange 
program  is  sponsored  by  the  Toho  University  School 
of  Medicine. 

* * * 

Dr.  Charles  E.  Boklage.  assistant  professor  of 
microbiology,  is  the  author  of  chapters  appearing  in 
two  recently  published  books.  “Cellular  Origins  of 
Functional  Asymmetries:  Evidence  from  Schizo- 
phrenia, Handedness,  Fetal  Membranes  and  Teeth  in 
Twins”  appears  in  Hemisphere  Asymmetries  of 
Function  in  Psychopathology  by  Elsevier/North 
Holland. 

Another  chapter,  “The  Sinistral  Blastocyst:  An 
Embryologic  Perspective  on  the  Development  of 
Brain-Function  Asymmetries,”  appears  in  The 
Neuropsychology  of  Left-Handedness  published  by 
Academic  Press. 

* * * 

Dr.  Paul  D.  Mozley,  professor  of  obstetrics  and 
gynecology,  has  published  “Emotional  Parameters  of 
Infertility”  in  Psychosomatic  OB/GYN,  Appleton- 
Century-Crofts,  1980. 

* * * 

Dr.  Yash  P.  Kataria,  associate  professor  of  medi- 
cine, is  co-author  of  two  articles  appearing  in  recent 
professional  journals.  “Increased  Spontaneous  Mor- 
phologic Blast  Transformation  in  Patients  with 
Crohn’s  Disease”  appeared  in  Clinical  Immunology 
and  Immunopathology.  “Splenomegaly  in  Sarcoi- 
dosis” appeared  in  the  Archives  of  Internal  Medicine. 

* * * 

Dr.  James  L.  Mathis,  chairman  of  the  Department 
of  Psychiatry,  published  a chapter  on  “Group 
Therapy  in  Exhibitionism”  in  Exhibitionism  by  Gar- 
land Press. 

* * * 

An  article  by  Dr.  A.  Mason  Smith,  associate  profes- 
sor of  microbiology,  appeared  in  the  Journal  of  Im- 
munology. “M467:  A Murine  IgA  Myeloma  Protein 
that  Binds  a Bacterial  Protein”  was  written  in  cooper- 
ation with  first-year  medical  student  Jeff  Miller  and 
research  technician  Dan  Whitehead. 

* * * 

Dr.  Leonard  S.  English,  assistant  professor  of  mi- 
crobiology, published  “The  Responsiveness  of  Effer- 
ent Lymph  Cells  to  Phytohaemagglutinin  during  the 
Response  of  the  Popliteal  Node  to  Dinetrophinylated 
Bovin  Serum  Albumin”  in  Immunology . 
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News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Five  faculty  members  from  the  School  of  Medicine 
have  been  named  to  special  professorships  at  the  Uni- 
versity: 

Dr.  Mary  Ellen  Jones,  professor  and  chairman  of 
biochemistry  and  nutrition,  is  the  first  woman  to  be 
chosen  for  a Kenan  professorship. 

Kenan  professorships  are  supported  by  the  Kenan 
Professorship  Endowment  and  Reserve  Fund.  They 
were  established  in  1917  by  Mary  Lily  Kenan  Flagler 
Bingham  in  memory  of  her  father,  William  Rand 
Kenan  Sr.,  and  her  uncles,  Thomas  S.  Kenan  and 
James  G.  Kenan,  all  UNC-CH  graduates. 

Jones  rejoined  the  UNC-CPI  faculty  in  1978  as 
chairman  of  the  Department  of  Biochemistry  and  Nu- 
trition. She  had  been  associate  professor  and  then 
professor  in  the  Departments  of  Biochemistry  and 
Zoology  from  1966-71.  From  1971-78  she  was  profes- 
sor of  biochemistry  at  the  University  of  Southern 
California. 

Before  coming  to  UNC-CH  in  1966,  she  taught  and 


was  an  American  Cancer  Society  scholar  at  Brandeis 
University. 

Jones’  research  interests  include  metabolism  and  its 
regulation.  She  has  published  90  research  and  review 
papers  and  has  been  associate  editor  for  the  Canadian 
Journal  of  Biochemistry. 

She  has  served  as  councilor  of  the  American  Soci- 
ety of  Biological  Chemists  and  nominating  committee 
chairwoman  of  the  biochemistry  division  of  the 
American  Chemistry  Society. 

A native  of  Illinois,  Jones  received  her  B.S.  from 
the  University  of  Chicago  in  1944  and  her  Ph.D.  in 
1951  from  Yale  University. 

* * * 

Dr.  Donald  W.  Warren,  professor  and  chairman  of 
dental  oncology  in  the  School  of  Dentistry  and  profes- 
sor of  surgery  in  the  School  of  Medicine,  has  also  been 
named  a Kenan  professor. 

Warren  came  to  UNC-CH  in  1963  as  an  assistant 
professor  of  prosthodontics.  In  1970  he  was  appointed 
chairman  of  the  dental  oncology  department. 

From  1963-68  he  was  associate  coordinator  of  the 
UNC-CH  Dental  Research  Center. 

Warren’s  research  specialty  is  cleft  palate  and 
oral-facial  disorders.  He  co-founded  and  directed  the 
oral,  facial  and  communicative  disorders  program  in 
the  Schools  of  Medicine  and  Dentistry  from  1963-70. 
Since  then  he  has  been  the  program’s  administrative 
director. 
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He  is  a consultant  for  the  National  Institute  of  Den- 
tal Research,  a former  vice  president  and  program 
committee  chairman  of  the  American  Cleft  Palate  As- 
sociation, and  associate  editor  of  the  Cleft  Palate 
Journal.  In  1976  he  served  as  president  of  the  Ameri- 
can Cleft  Palate  Education  Foundation. 

A native  of  New  York,  he  received  his  B.S.  in  1956 
and  his  D.D.S.  in  1959  from  UNC-CH.  HewasaU.S. 
Public  Health  Service  Fellow  at  the  University  of 
Pennsylvania  where  he  earned  an  M.D.  in  1961  and  a 
Ph.D.  in  1963. 

* * * 

Dr.  Cecil  G.  Sheps  has  been  named  Taylor  Grandy 
Distinguished  Professor  in  the  School  of  Medicine. 

The  first  director  of  the  UNC-CH  Health  Services 
Research  Center  and  former  vice  chancellor  for  health 
sciences,  Sheps  has  been  professor  of  social  medicine 
in  the  School  of  Medicine  since  1969. 

The  Taylor  Grandy  Distinguished  Professorship 
was  established  by  the  late  Taylor  Grandy  in  his  will. 
Grandy,  a North  Carolina  native  and  UNC-CH  alum- 
nus, was  a newspaper  publisher  in  Virginia.  He  pre- 
scribed that  the  professorship  go  to  a good  man  in  the 
art  and  philosophy  of  living. 

Shep’s  present  interests  are  research  and  develop- 
ment in  primary  health  care,  needed  reforms  in  edu- 
cation for  the  health  professionals  and  the  evaluation 
of  health  care  programs. 

A native  of  Canada,  Sheps  first  came  to  UNC-CH  in 
1947  and  was  the  director  of  program  planning  and 
professor  of  health  planning  in  the  division  of  health 
affairs. 

He  left  in  1953  and  for  the  next  15  years  held  posi- 
tions including  general  director  of  Beth  Israel  Hospital 
in  Boston  and  clinical  professor  of  preventive  medi- 
cine at  Harvard  Medical  School.  He  also  directed  the 
medical  and  hospital  administration  program  in  the 
University  of  Pittsburgh's  Graduate  School  of  Public 
Health  and  was  professor  of  community  medicine  at 
Mount  Sinai  Medical  School  in  New  York  City. 

In  1968,  Sheps  returned  to  UNC-CH  to  set  up  and 
direct  the  Health  Services  Research  Center.  He  was 
named  vice  chancellor  for  health  sciences  in  1971  and 
remained  in  that  position  for  six  years. 

He  has  published  more  than  120  articles  in  scientific 
journals  and  has  written  or  edited  seven  books.  Re- 
cently, Sheps  co-edited  the  book  “Primary  Health 
Care  in  Industrialized  Nations,”  which  examines 
problems  relating  to  health  care  systems  in  indus- 
trialized nations  around  the  world. 

Sheps  received  his  M.D.  from  the  University  of 
Manitoba  and  the  M.P.H.  from  Yale  University. 

* * * 

Dr.  William  J.  Cromartie,  professor  of  bacteriology 
and  immunology  and  medicine  and  former  chief  of 
staff  at  North  Carolina  Memorial  Hospital,  has  been 
named  an  Alumni  Distinguished  professor. 

Alumni  Distinguished  Professorships  were  estab- 
lished in  1960  with  funds  from  Carolina  Annual  Giving 


to  supplement  salaries  of  professors  whose  teaching 
and  research  improve  the  quality  and  stature  of  the 
university. 

Cromartie  joined  the  UNC-CH  faculty  in  1951  after 
spending  three  years  at  the  University  of  Minnesota 
School  of  Medicine. 

He  is  associate  dean  for  clinical  sciences  at  the 
School  of  Medicine  and  acting  director  of  its  aging 
program. 

Cromartie  is  the  past-president  of  the  Society  of 
N.C.  Bacteriologists  and  the  Durham-Orange  County 
Medical  Society.  He  is  the  former  chairman  of  the 
board  of  governors  of  the  American  Academy  of  Mi- 
crobiology. 

A Garland  native,  Cromartie  attended  UNC-CH 
and  earned  his  M.D.  from  Emory  University  in  1937. 

* * * 

Wherever  the  1980  summer  Olympic  athletes  go, 
Dr.  Timothy  Taft,  assistant  professor  of  orthopedic 
surgery,  will  follow. 

He  has  been  chosen  by  the  U.S.  Olympic  Commit- 
tee as  one  of  five  physicians  to  help  treat  those  400-500 
U.S.  Olympians  because  of  his  experience  with  sports 
medicine  in  international  competition. 

Taft,  also  team  orthopedist  for  all  UNC-CH  athletic 
teams,  accompanied  the  U.S.  team  to  the  Pan  Ameri- 
can Games  in  San  Juan,  Puerto  Rico,  last  year  and  he 
has  done  volunteer  work  at  the  Olympic  training  cen- 
ters for  the  past  three  to  four  summers. 

“We'll  be  working  with  a group  of  healthy  kids,” 
Taft  says.  “But  even  the  most  minor  of  injuries  can  be 
detrimental  to  one’s  performance.”  Just  a sore  toe 
could  cost  an  athlete  one  hundredth  of  a second.  And, 
to  an  Olympic  athlete,  that  can  mean  the  difference 
between  first  and  fifth  place. 

“But  those  kids  are  young,  healthy,  highly  moti- 
vated and  they  want  to  get  well,”  he  says.  “That’s 
why  I'm  in  sports  medicine.” 

* * * 

Dr.  Mahesh  A.  Varia,  assistant  professor  of  radiol- 
ogy, presented  a paper  on  “Hyperthermia  and  Radia- 
tion Therapy”  Dec.  4-8  at  the  Fourth  Asian  Cancer 
Conference  in  Bombay,  India. 

* * * 

Dr.  Robert  A.  Briggaman,  professor  of  dermatol- 
ogy, presented  a lecture  on  “Biosynthesis  of  Lamina 
Densa  (Basal  Lomina)”  at  the  18th  annual  meeting  of 
the  French  Connective  Tissue  Club  Dec.  9-16  in  Paris. 

* * * 

Dr.  Richard  V.  Wolfenden,  professor  of  bio- 
chemistry and  nutrition,  presented  a seminar  on  “In- 
teraction of  Water  with  Biological  Molecules”  at  the 
University  of  Alabama  Jan.  18  in  Tuscaloosa. 

* * * 

Dr.  Mary  Ellen  Jones,  professor  and  chairman  of 
biochemistry  and  nutrition,  presented  a lecture  on 
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“UMP  Biosynthesis  in  Mammals”  at  the  University 
of  Florida  in  Gainesville  Jan.  25. 


Dr.  Edward  L.  Chaney,  radiology,  participated  on 
the  Physics  Examination  Committee  of  the  American 
Board  of  Radiology  Feb.  2-9  in  Denver.  The  commit- 
tee is  comprised  of  nine  physicists  from  around  the 
United  States. 


News  Notes  from  the— 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Thirty  Duke  Hospital  employees  were  honored  in 
December  with  the  first  official  rides  on  the  PRT— an 
unusual  automatic  transportation  system  that  will  link 
the  present  hospital  with  the  new  Duke  Hospital 
North  when  it  opens  late  this  spring. 

Names  of  the  first  30  riders  were  selected  in  a 
drawing  on  Nov.  26  by  Dr.  Roscoe  R.  Ike  Robin- 
son, associate  vice  president  for  health  affairs  and 
chief  executive  officer  of  the  hospital. 

The  PRT,  or  Personal  Rapid  Transit  system,  con- 
sists of  enclosed  cars  that  ride  a cushion  of  air  along 
concrete  guideways  spanning  approximately  a quarter 
of  a mile  between  the  two  hospitals. 

Similar  systems  are  in  operation  at  Disney  World  in 
Florida  and  at  the  Dallas-Ft.  Worth  Airport,  but  this  is 
the  first  time  one  has  been  installed  at  a medical  cen- 
ter. 

* * * 

Socks  are  something  one  normally  associates  with 
warm  feet,  and  at  Christmas  time,  with  chimneys  and 
Santa  Claus. 

But  not  with  unhealthy  hearts. 

Now  scientists  at  the  medical  center  have  de- 
veloped a sock  that  is  actually  pulled  over  the  human 
heart  during  operations.  Made  of  the  same  nylon  and 
weave  employed  in  the  manufacture  of  pantyhose  and 
bra  straps,  the  device  shows  surgeons  where  to  make 
incisions  to  correct  abnormal  heartbeats. 

Dr.  Raymond  E.  Ideker,  assistant  professor  of 
pathology  and  medicine,  has  coordinated  develop- 
ment of  the  device  over  the  past  two  and  a half  years. 
He  said  the  sock  serves  as  a lattice  to  hold  27  elec- 
trodes in  direct  contact  with  the  heart. 

The  electrodes  detect  electrical  activity  in  the  heart, 
he  explained,  while  a digital  computer  makes  sense 
out  of  27,000  bits  of  information  that  feed  into  it  every 
second.  The  result  is  a kind  of  map  that  pinpoints  a 
tiny  area  of  damaged  cardiac  muscle  that  short- 
circuits  normal  electrical  pathways  and  disrupts  the 
heart's  natural  rhythm. 

“The  main  arrhythmia  or  abnormal  heartbeat  that 
we’re  interested  in  is  called  ventricular  tachycardia,” 
the  physician  said.  “That  means  that  the  major 


pumping  chambers  of  the  heart,  the  ventricles,  may  be 
contracting  much  faster  than  normal. 

* * * 

The  late  Denzil  L.  Mosteller,  a member  of  the  Duke 
University  Class  of  1935,  has  bequeathed  approxi- 
mately $200,000  to  the  School  of  Medicine  to  establish 
a scholarship  for  needy  medical  students. 

Dr.  Ewald  W.  Busse,  dean  of  medical  and  allied 
health  education,  said  the  bequest  would  be  known  as 
the  E.  C.  Langston  Medical  Scholarship  Fund.  E.  C. 
Langston  was  Mrs.  Mosteller’ s father. 

“We  are  particularly  grateful  for  such  contributions 
to  our  scholarship  fund  because  we  are  working  dili- 
gently to  retain  our  practice  of  selecting  the  best  qual- 
ified students  without  regard  to  theirfinancial  status,” 
Busse  said. 

* * * 

The  North  Carolina  Society  of  New  York  has  hon- 
ored a Duke  surgeon  and  a leading  industrialist  for 
their  continuing  efforts  on  behalf  of  the  North  Caro- 
lina Schools  of  the  Arts. 

The  society  presented  Dr.  James  H.  Semans,  pro- 
fessor of  urology,  and  R.  Philip  Hanes,  Jr.,  chairman 
of  the  board  of  the  Hanes  Dye  and  Finishing  Co.  of 
Winston-Salem,  with  honorary  memberships  and  cer- 
tificates of  recognition  at  its  82nd  annual  Dinner- 
Dance. 

The  event  was  held  at  New  York’s  Hotel  Pierre  on 
Friday  evening,  Nov.  30. 

Founded  in  1898,  the  North  Carolina  Society  of 
New  York  is  one  of  the  oldest  and  most  active  state 
organizations  in  New  York  City.  Its  members  are 
former  North  Carolinians  who  now  live  and  work  in  or 
near  the  city. 

* * * 

The  Cannon  Mills  Co.  of  Kannapolis,  N.C.,  has 
given  $25,000  to  the  Department  of  Community  and 
Family  Medicine  to  help  a faculty  member’s  work  in 
preventive  medicine. 

The  gift  was  made  in  appreciation  of  Dr.  Siegfried 
Heyden’s  efforts  in  establishing  and  conducting  one  of 
the  nation’s  largest  on-the-job  cancer  screening  and 
information  programs  at  19  textile  plants  operated  by 
Cannon  Mills. 

Nineteen  thousand  Cannon  employees  attended 
cancer  education  classes  between  1976  and  1978,  and 
13,000  underwent  physical  examinations. 

* * * 

In  response  to  the  call  by  Dr.  William  G.  Anlyan, 
vice  president  for  health  affairs,  to  increase  the  medi- 
cal center’s  endowment,  the  Davison  Club  has  an- 
nounced a new  membership  category — the  Davison 
Century  Club.  It  requires  a $100,000  membership  do- 
nation to  the  unrestricted  medical  center  endowment. 

To  make  a commitment  of  this  size  possible  for 
more  than  just  a few  individuals,  Duke  Life,  a financ- 
ing concept  based  on  current  income  tax  laws  and  on 
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the  economic  strength  of  life  insurance,  was  also  an- 
nounced. 

* * * 

A program  in  Duke’s  hospital  nurseries  is  providing 
newborns  with  one  more  check  of  their  physical  well- 
being. Dr.  Bruce  Weber,  associate  professor  of 
speech  and  hearing  disorders,  has  set  up  a test  of 
babies’  hearing  ability. 

“If  an  infant  has  a hearing  loss  which  goes  unde- 
tected for  over  a year,  the  baby  will  fall  behind  in  its 
development  and  may  never  catch  up,’’  said  Dr. 
Weber,  associate  professor  of  speech  and  hearing  dis- 
orders. 

By  measuring  an  infant’s  brainstem  response  to 
sounds,  hearing  loss  can  be  detected  virtually  from 
birth.  And  under  Weber's  directions,  such  screening 
is  now  taking  place  in  the  hospital’s  nurseries. 

* * * 

A family  which  has  been  closely  involved  with  the 
university  and  the  medical  center  since  the  days  of 
James  Buchanan  Duke  will  receive  special  recognition 
in  Duke  Hospital  North. 

The  cardiology  intensive  care  waiting  area  will  be 
called  the  Dorothy  M.  and  Thomas  L.  Perkins  Waiting 
Room. 

“This  area  will  be  named  for  them  in  recognition  of 
a very  generous  unitrust  gift  that  Mrs.  Perkins  estab- 
lished several  years  ago,”  said  John  S.  Thomas,  di- 
rector of  medical  center  development.  “This  is  one  of 
our  first  endowment  gifts  for  naming  purposes.” 

* * * 

When  Dr.  Jorma  E.  Fraki,  a native  of  Finland,  ar- 
rived in  Durham  in  August  to  spend  two  years  as  a 
visiting  scientist  at  the  medical  center,  he  and  his 
family  were  pleasantly  surprised. 

“The  land  looks  so  much  like  Finland  with  all  the 
pine  trees,  we  felt  right  at  home,”  the  physician  said. 
“Of  course  it  was  much  hotter  here  and  the  humidity  is 
greater,  but  we  got  used  to  that  before  long.” 

Fraki  said  his  extended  visit  is  being  paid  for  by  a 
National  Institutes  of  Health  Forgarty  International 
Fellowship  and  the  National  Psoriasis  Foundation 
with  support  from  the  Burroughs  Wellcome  Corp. 

“I  wanted  to  come  to  Durham  because  Dr.  Gerald 
Lazarus’  laboratory  is  recognized  as  one  of  the  top 
three  skin  disease  research  centers  in  your  country,” 
he  said.  “It’s  very  well  known  and  respected  in 
Europe  also.” 

Lazarus  is  chief  of  the  division  of  dermatology. 


Three  associate  professors,  including  a physician 
from  Finland  and  a researcher  from  India,  have  been 
named  to  the  medical  center  faculty. 

Dr.  William  Bevan,  university  provost,  announced 
the  appointments  of  Drs.  Markku  Linnoila,  Deepak 
Bastia  and  Robert  M.  Mason  to  the  departments  of 
psychiatry,  microbiology  and  immunology  and 
surgery,  respectively. 

* * * 

Management  of  Sea  Level  Hospital  has  been  turned 

over  to  a not-for-profit  corporation,  but  the  hospital  is 
still  under  ownership  of  Duke  University. 

Carolinas  Hospital  and  Health  Services  Inc.  has 
signed  a contract  with  Duke  to  manage  the  75-bed 
facility.  The  agreement  was  announced  in  a joint 
statement  by  Dr.  William  G.  Anlyan,  vice  president 
for  health  affairs,  and  John  M.  Faulkner,  vice  presi- 
dent of  management  for  Carolinas  Services. 

* * * 

Friends,  colleagues  and  patients  of  the  late  Dr. 

E.  Eugene  Owen,  a former  faculty  member  at  the 
medical  center  who  died  in  December,  have  estab- 
lished a scholarship  fund  for  Duke  medical  students 
in  the  physician's  name. 

The  fund,  which  currently  amounts  to  more  than 
$18,000,  is  expected  to  generate  at  least  $1 ,500  a year, 
according  to  Dr.  Ewald  W.  Busse,  dean  of  medical  and 
allied  health  education.  That  sum  will  be  awarded 
annually  to  a deserving  senior  student. 

A native  of  New  Albany,  Miss.,  Dr.  Owen  was  a 
1956  medical  graduate  of  Washington  University 
who  served  his  internship  and  residency  in  medi- 
cine at  Duke.  Appointed  to  the  faculty  in  1960,  he  was 
an  assistant  professor  of  medicine  until  he  resigned  in 
1965  to  join  the  Watson  Clinic  in  Lakeland,  Fla. 

The  physician  was  still  a member  of  the  Watson 
Clinic  when  he  died  of  a heart  attack  at  age  47. 

* * * 

Five  faculty  members  have  been  promoted  at  the 
medical  center. 

Drs.  Allan  A.  Maltbie  and  M.  Bruce  Shields  have 
been  promoted  to  associate  professor  in  the  Depart- 
ment of  Psychiatry  and  Ophthalmology,  respectively. 

Dr.  Aglaia  N.  O’Quinn  is  a new  assistant  professor 
of  pediatrics. 

Drs.  Martin  M.  Quigley  and  Thomas  C.  Vaughn 
were  promoted  to  assistant  professor  of  obstetrics  and 
gynecology. 
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The  Senate  has  adopted  legislation  limiting  the  Fed- 
eral Trade  Commission's  authority  and  by  only  two 
votes  failed  to  approve  an  amendment  specifically 
blocking  the  agency  from  further  activities  against  the 
medical,  legal,  dental,  veterinary  and  other  health 
professions  as  well  as  their  respective  nonprofit  as- 
sociations. 

On  the  same  day,  the  U.S.  Court  of  Appeals  in 
Washington,  D.C.,  sent  back  to  the  agency  its  pro- 
posal to  prohibit  all  state  restrictions  on  the  advertis- 
ing of  eyeglasses  and  services,  suggesting  that  the 
FTC  may  have  gone  too  far  in  pre-empting  states’ 
powers. 

Apparently  mindful  of  the  hostility  building  up  in 
Congress,  the  FTC  on  the  eve  of  the  Senate  vote 
refused  to  take  any  immediate  action  on  staff  pro- 
posals to  limit  physicians’  membership  on  the  boards 
of  Blue  Shield  plans. 

The  amendment,  defeated  45  to  47  on  the  Senate 
floor,  would  have  prohibited  the  FTC  for  two  years 
from  overriding  state  laws  and  pre-empting  state  reg- 
ulations covering  the  legal  and  health  professions.  It 
would  not  have  affected  current  FTC  cases,  including 
the  decision  to  act  against  the  American  Medical  As- 
sociation's ethical  strictures  against  improper  adver- 
tising. 

Sen.  Wendell  Ford  (D-KY),  floor  manager  of  the 
Senate  bill,  argued  against  the  amendment  on  grounds 
that  it  might  jeopardize  the  entire  measure.  But  he  said 
he  was  sympathetic  and  “vigorous”  hearings  on  the 
issue  would  be  scheduled  soon.  Ford  also  said  he  had 
talked  with  the  FTC  and  it  had  “agreed  to  hold  off.” 

Sen.  James  McClure  (R-ID),  sponsor  of  the 
amendment,  told  the  Senate  that  since  1976  the  FTC 
has  sought  “questionable  statutory  jurisdiction  over 
nonprofit  professional  associations  by  pursuing  com- 
plaints against  the  American  Dental  Association,  the 
AMA  and  various  state  and  local  nonprofit  profes- 
sional associations  regarding  ethical  restrictions  on 
advertising  of  professional  services.”  He  said  the 
FTC  proceedings  have  continued  despite  the  fact  that 
the  associations  have  made  their  ethical  codes  con- 
sistent with  the  Supreme  Court  decisions. 

McClure  noted  that  17  state  attorneys  general 
had  joined  the  optometric  and  medical  professions  in 
protesting  the  “eyeglass”  FTC  ruling. 

Under  a Senate  amendment,  approved  87-10,  the 
House  and  Senate  Commerce  Committees  would 
have  20  days  to  review  an  FTC  rule  before  it  could 
take  effect.  If  either  committee  objected,  both  House 
and  Senate  would  have  to  agree  within  60  days  with 


the  President  concurring  for  the  rule  to  be  invalidated. 

The  House  FTC  bill  would  allow  either  House  or 
Senate  to  reject  an  FTC  trade  rule  within  60  days,  the 
so-called  one  house  vote. 

AMA  Executive  Vice  President  James  H.  Sam- 
mons, M.D..  has  sent  a letter  to  the  senators  who 
supported  the  McClure  amendment  commending 
them  for  their  stand. 

* * * 

Sen.  Richard  Schweiker  (R-PA)  has  introduced  a 
comprehensive  health  manpower  bill  that  would 
eliminate  capitation  aid  to  medical  schools  and 
sharply  decrease  the  size  of  the  National  Health  Ser- 
vice Corps. 

Aid  would  be  provided  students,  but  the  bill  “while 
recognizing  the  high  cost  of  training,  signals  an  end  to 
the  free  ride,”  Schweiker  said.  “I  believe  we  should 
continue  student  aid  because  otherwise  the  health 
professions  would  be  only  for  the  very  rich.” 

Schweiker,  top  Republican  on  the  Senate  Human 
Resources  Subcommittee  on  Health,  said  his  bill  aims 
at  fiscal  constraint  and  use  of  inducement  rather  than 
regulation. 

The  bill  would  establish  a new  student  loan  pro- 
gram, utilizing  existing  private  loan  markets,  which 
would  provide  modest  interest  subsidies  while  the 
student  is  in  school,  but  would  go  to  a market-rate  loan 
once  the  student  was  in  practice.  Also  provided  would 
be  inducements  for  loan  forgiveness  for  health  profes- 
sionals who  practice  in  medically  underserved  areas. 

Expanded  special  projects  grants  would  assist 
schools  in  carrying  out  programs  designed  to  improve 
the  geographic  and  specialty  distribution  of  health 
professionals  and  to  strengthen  curriculum  offerings 
in  key  areas. 

A new  program  of  grants  would  be  established  to 
allow  states  to  provide  service  scholarship  programs, 
“thus  involving  states  in  solving  geographic  distribu- 
tion problems.” 

A new  financial  distress  grant  program  would  be 
keyed  to  state  and  local  support  for  schools  with 
long-term  financial  problems. 

Schweiker  said  capitation  grants  “have  served 
useful  purposes  in  the  past,  but  do  not  now  adequately 
assure  that  institutions  receiving  the  grants  act  in  the 
national  interest  and  thus  deserve  support.  We  are  in  a 
time  in  which  all  Americans  must  restrain  the  de- 
mands they  place  upon  the  federal  budget.  In  these 
circumstances,  capitation  is  a luxury  we  cannot  af- 
ford.” 
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Another  policy  change  in  the  proposed  legislation 
would  phase  down,  over  a two-year  period,  the  Na- 
tional Health  Service  Corps  scholarship  program  to 
about  one-third  of  its  fiscal  year  1980  level.  “This 
program  has,  rather  unfortunately,  I think,  been  ex- 
panded because  of  the  demand  for  scholarship  money 
for  health  professions  students,  rather  than  by  a re- 
sponsible assessment  of  the  actual  need  for  health 
professionals  in  nonmilitary  service  in  1985  and  be- 
yond,” Schweiker  said. 

* * * 

Top  House  Republicans  are  now  backing  a new 
catastrophic  national  health  insurance  plan.  House 
Minority  Leader  John  Rhodes  (AZ)  and  Rep.  James 
Martin  (NC),  Chairman  of  the  House  Republican  Task 
Force  on  Health  Policy,  say  their  Medical  Expense 
Protection  Act  of  1980  is  a two-pronged  approach 
designed  to  improve  health  coverage  under  voluntary 
private  plans  and  to  provide  catastrophic  protection 
for  all  people  not  covered  by  a plan  or  by  a public 
program. 

A formula  in  the  bill  provides  that  once  medical  bills 
reach  a certain  percentage  of  income,  all  further  ex- 
penses are  automatically  assumed  by  the  program. 

“Our  goal  is  to  encourage  employers  and  the  health 
insurance  industry  to  provide  proper  coverage  at  rea- 
sonable costs  so  that  the  federal  government  can  con- 
centrate on  providing  coverage  for  those  unable  to 
obtain  their  own,  at  a minimum  total  cost  to  the  tax- 
payer,” Martin  said. 

Estimated  first  year  cost  of  the  bill  was  set  at  $7 
billion,  compared  to  $24  billion  for  President  Carter’s 
health  plan,  and  $50  billion  for  Sen.  Edward  Ken- 
nedy’s approach. 

Under  the  bill,  private  health  insurance  plans  would 
be  required  to  meet  certain  standards  or  lose  their  tax 
deductibility.  The  standards  include  minimum  levels 
of  catastrophic  coverage,  minimum  employer  pre- 
mium contributions  and  certain  types  of  coverage  re- 
quirements. 

“This  approach,  involving  federal  funds  only  when 
protection  otherwise  is  not  available,  and  only  when 
expenses  for  a family  are  heavy  relative  to  income, 
will  entail  less  government  intrusion  and  provide  more 
benefits  at  lower  costs  than  plans  relying  more  heavily 
on  government  participation,”  Martin  said. 

Seventeen  other  house  members  have  joined 
Rhodes  and  Martin  in  sponsoring  the  bill.  A somewhat 
similar  catastrophic  plan  is  being  considered  by  the 
Senate  Finance  Committee. 

* * * 

A Federal  Appeals  Court  has  written  a concluding 
chapter  on  laetrile,  holding  that  terminally-ill  patients 
have  no  constitutional  right  to  the  drug  regardless  of 
federal  law. 

The  Supreme  Court  ruled  last  summer  that  dying 
patients  are  not  entitled  to  an  exemption  from  the 
government’s  laetrile  ban  but  sent  the  case  back  to 
the  10th  Circuit  Court  of  Appeals  in  Denver,  to  con- 
sider constitutional  and  statutory  questions. 


“If  the  government  had  lost  this  case,  the  entire 
drug  approval  system  of  the  government  would  have 
gone  right  out  of  the  window,”  a Food  and  Drug 
Administration  spokesman  said. 

The  Appeals  Court  said  “the  decision  by  the  patient 
whether  to  have  a treatment  or  not  is  a protected  right, 
but  his  selection  of  a particular  treatment,  or  at  least  a 
medication,  is  within  the  area  of  governmental  interest 
in  protecting  public  health.” 

Congress  has  the  right  to  “limit  the  patient’s  choice 
of  medication”  through  the  Food  and  Drug  laws,  said 
the  court. 

* * 

The  American  Hospital  Association  has  approved  a 
policy  statement  that  hospital  medical  staffs  should 
set  up  standards  for  people  who  perform  health  ser- 
vices but  are  neither  hospital  employees  or  members 
of  the  medical  staff. 

“It  is  essential  that  the  appropriateness  of  their 
service  or  scope  of  activities  within  the  institution  as 
well  as  the  qualifications  of  these  individuals  be 
evaluated  by  the  hospital,”  said  the  AHA  during  its 
annual  meeting  in  Washington,  D.C. 

The  AHA  said  medical  staff  bylaws  should  establish 
procedures  for: 

• Determination  of  the  general  qualifications  to  be 
required  of  the  non-staff  employee  practitioners  and 
level  of  medical  supervision  needed. 

• Recommendations  regarding  the  scope  of  activities 
for  each  practitioner,  determined  on  the  basis  of  an 
assessment  of  qualifications  such  as  educational 
background,  licensure,  certification,  experience,  and 
demonstrated  current  competence. 

• Recommendations  regarding  categories  for  ap- 
pointment, performance  review  procedure,  reap- 
pointments, disciplinary  actions,  and  appeals  proce- 
dure. 

The  AHA  said  hospital  procedures  should  specify 
that  the  activities  of  the  practitioners  in  question  are  to 
be  performed  in  consultation  with  the  medical  staff 
and  that  they  (procedures)  will  not  be  undertaken 
unless  either  (a)  requested  or  approved  by  admitting 
or  attending  physicians,  or  (b)  indicated  in  a protocol 
developed  or  approved  by  the  medical  staffs,  and  con- 
sented to  by  the  patients. 

* * * 

The  Department  of  Health,  Education  and  Welfare 
has  announced  a national  study  of  the  use,  costs  and 
financing  of  health  care  services  in  the  U.S.  A joint 
project  of  the  National  Center  for  Health  Statistics 
and  the  Health  Care  Financing  Administration,  the 
study  will  involve  10,000  households  across  the  coun- 
try. It  will  produce  detailed  information  on  the 
amounts  and  types  of  health  care  received  during 
1980,  the  costs  of  the  services  and  the  sources  which 
helped  to  pay  the  bills.  The  information  will  be  used  to 
measure  and  monitor  the  effects  of  existing  health  care 
financing  programs  on  health  status  and  costs. 
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At  last 

A program  that  tells  how  new  views  on  allergy 
can  be  used  in  daily  practice 


Nine  international  authorities  discuss  new  views  of 
allergy  and  developments  that  make  diagnosis  more 
precise,  treatment  more  practical  for  all  concerned 
physicians.  Available  free  of  charge,  as  a service  to 
the  medical  profession 
from  PHARMACIA 
Diagnostics,  the 
complete  program 
includes: 


FILM  (OR  VIDEO 
CASSETTE)  - 

25-minute  presentation 
relates  new  views  on 
allergy  through  actual 
case  histories. 


Pharmacia  Diagnostics 

Division  of  Pharmacia  Inc. 

800  Centennial  Avenue 
Piscataway,  NJ  08854 

Copyright  © Pharmacia  Inc.  1979 


PHARMACIA  Diagnostics 

Division  of  Pharmacia  Inc. 
800  Centennial  Avenue, 
Piscataway,  NJ  08854 


□ Please  provide  more  information  on  the  ALLERGY 
UNMASKED  Continuing  Education  Program. 

□ Please  have  a representative  contact  me. 


COMPREHENSIVE  PACKAGE  - 

Also  supplied  are  moderator’s  guide,  self-assessment 
tests,  announcement  posters,  accreditation  information. 
Present  ALLERGY  UNMASKED  to  colleagues, 

students,  other  health 
professionals  at  the  time 
and  place  of  your 
choice.  For  more 
detailed  information, 
simply  return  the 
convenient  coupon. 


Name  (please  print) 


Title 


Organization 


Address 


City 


State  Zip 


MONOGRAPH  - 

72-page  illustrated  text 
provides  in-depth 
discussion  of  theory  and 
application  for  home 
study. 


Pharmacia 

Diagnostics 


! 


A telephone-book  sized  directory  of  Northern  Vir- 
ginia physicians,  the  most  detailed  directory  of  itskind 
in  the  nation,  has  been  published  by  the  Health  Sys- 
tems Agency  of  the  area.  About  half  the  practicing 
physicians  submitted  information  for  the  directory 
which  has  a cover  picture  of  a physician  holding  a 
stethoscope  to  a youngster’s  chest. 

Five  thousand  copies  of  the  441 -page  directory  were 
printed  at  a cost  of  $25,000  to  the  Health  Systems 
Agency  of  Northern  Virginia.  They  will  be  furnished 
at  no  cost  to  the  public.  Several  other  Health  Systems 
Agencies  (HSAs)  have  also  produced  directories. 
About  36  directories  of  physicians  have  been  pub- 
lished by  various  groups,  including  medical  societies, 
in  recent  years. 

The  Virginia  directory  includes  information  on 
physicians’  policies  on  accepting  Medicaid  and  Medi- 
care patients,  fees  for  standard  office  visits  and  tests, 
policies  on  billing  and  insurance,  office  accessibility 
for  the  handicapped,  and  prescribing  by  generic  name. 


Information  is  also  listed  on  education,  certifica- 
tion. hospital  affiliations,  office  hours,  usual  advance 
notice  required  for  appointments,  types  of  laboratory 
tests  available  in  the  office,  foreign  languages  and  sign 
language  spoken  by  the  doctor  or  staff,  and  mecha- 
nisms for  handling  patient  inquiries  and  complaints 
about  billing. 

The  directory  presents  information  about  the 
Health  Maintenance  Organizations  providing  health 
care  services  in  Northern  Virginia  and  a summary  of 
the  services  provided  by  area  public  health  depart- 
ments. 

The  medical  societies  in  Arlington,  Fairfax  and 
Prince  William  counties  helped  participate  in  the  proj- 
ect. 

Publication  of  the  directory  was  halted  in  order  to 
challenge  the  constitutionality  of  the  Virginia  Medical 
Practices  Act  that  had  prohibited  physicians  from  fur- 
nishing information  for  the  directory.  The  statute  was 
found  to  be  unconstitutional  in  November,  1976. 
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WILLIAM  A.  FRITZ,  M.D. 

Dr.  William  A.  (Bill)  Fritz  of  Hickory  died  on  Au- 
gust 12,  1979.  The  son  of  an  educator  who  was  one  of 
the  founders  of  Lenoir  Rhyne  College,  Dr.  Fritz  was 
bom  practically  on  the  edge  of  the  campus.  He  sub- 
sequently grew  up  to  attend  Lenoir  Rhyne  and  the 
University  of  North  Carolina  at  Chapel  Hill.  He  re- 
ceived his  M.D.  degree  from  Temple  University  in 
1933.  After  interning  at  Bryn  Mawr  Hospital,  Dr.  Fritz 
returned  to  Hickory  to  enter  general  practice  in  1934. 
In  1938,  he  became  city  physician  for  several  years. 

His  practice  was  interrupted  in  1941  by  World  War 
II.  Dr.  Fritz  enlisted  for  service  immediately  and  over 
the  next  four  years  distinguished  himself  not  only  as  a 
physician  but  also  as  a military  officer,  on  occasions 
being  responsible  for  several  hundred  men.  Dr.  Fritz 
was  also  proud  of  having  cared  for  British  sailors 
during  rescue  work  and  for  the  medical  care  which  he 
helped  provide  to  natives  of  countries  where  he  was 
stationed.  His  family  received  a certificate  of  recogni- 
tion from  President  Jimmy  Carter  honoring  his  mem- 
ory in  selfless  consideration  to  the  service  of  our 
country. 

Following  the  war.  Dr.  Fritz  returned  to  Hickory  to 
resume  his  private  practice.  Always  loved  and  ad- 
mired by  his  patients.  Dr.  Fritz  once  said  that  he 
entered  medical  practice  because  it  ranked  next  to  the 
ministry.  Since  he  had  no  calling  to  preach,  he  chose 
medicine.  In  addition  to  his  private  practice.  Dr.  Fritz 
served  as  the  physician  to  Lenoir  Rhyne  College  for  12 
years  and  to  the  Lutheran  Home  for  15  years. 

Dr.  Fritz  was  a member  of  the  American  Medical 
Association,  the  Catawba  County  Medical  Society, 
the  North  Carolina  Medical  Society,  the  American 
Academy  of  General  Practitioners,  the  American 
Committee  of  Maternal  Welfare  and  the  Tri-State 
Medical  Association.  He  was  a member  of  St.  An- 
drews Lutheran  Church  and  the  Hickory  Kiwanis 
Club. 

Dr.  Fritz  is  survived  by  his  wife,  Morell  Elaine 
Maness  Fritz,  five  daughters  and  a son. 

CATAWBA  COUNTY  MEDICAL  SOCIETY 

ROBERT  T.  HAMBRICK,  M.D. 

Dr.  Robert  T.  Hambrick,  82,  of  Hickory,  died  on 
July  27,  1979.  A native  of  Roxboro,  N.C.,  Dr.  Ham- 
brick was  graduated  from  Duke  University  (Trinity 
College)  in  1919.  He  subsequently  attended  the  North 
Carolina  School  of  Medicine  and  Tulane  School  of 


Medicine,  receiving  his  M.D.  degree  in  1923.  After  a 
residency  at  Mississippi  State  Hospital  and  post- 
graduate work  at  Harvard  University  School  of  Medi- 
cine, Dr.  Hambrick  returned  to  Hickory  where  he 
practiced  medicine  for  55  years. 

He  was  a member  of  the  American  Medical  Associ- 
ation, the  Catawba  County  Medical  Society,  the 
North  Carolina  Medical  Society,  the  Academy  of 
General  Practice,  the  American  Public  Health  Associ- 
ation and  the  American  Association  of  Railway  Sur- 
geons. 

A member  of  the  First  United  Methodist  Church 
and  the  Hickory  Kiwanis  Club,  Dr.  Hambrick  will  be 
remembered  not  only  for  his  love  of  medicine  but  also 
for  his  interest  and  concern  for  young  people  — al- 
ways striving  to  promote  better  living  conditions  and 
educational  opportunities  for  them. 

Dr.  Hambrick  is  survived  by  his  wife,  Josephine 
Lyerly  Hambrick;  a daughter,  Josephine  B.  Ham- 
brick; and  a son,  Robert  T.  Hambrick,  Jr. 

CATAWBA  COUNTY  MEDICAL  SOCIETY 


VONNIE  M.  HICKS,  JR.,  M.D. 

Dr.  Vonnie  Monroe  Hicks,  Jr.,  was  born  January 
12, 1922,  at  the  Rectory  of  Christ  Church,  Raleigh,  and 
died  December  13,  1979,  at  the  age  of  57  from  car- 
cinoma of  the  lung. 

His  father.  Dr.  Vonnie  M.  Hicks,  Sr.,  practiced 
EENT  in  Raleigh  and  his  mother,  Jesse  Greig  was  a 
nurse.  One  brother,  Greig  Lee  Hicks,  and  a sister, 
Elizabeth  Jane  McCrary,  reside  in  Raleigh. 

Dr.  Hicks  attended  Myrtle  Underwood  Elementary 
School  and  Broughton  High  School  in  Raleigh  and 
graduated  from  Florida  Military  Academy,  St. 
Petersburg,  Florida,  in  1939.  He  graduated  from  Wake 
Forest  College  in  1944  with  a degree  in  chemistry. 
After  serving  in  the  U.S.  Navy  from  1944  to  1948,  he 
attended  medical  school  at  the  University  of  North 
Carolina  for  two  years  and  received  his  M.D.  degree 
from  Jefferson  Medical  College,  Philadelphia,  Pa.,  in 
1952,  and  began  practice  with  his  father  following 
internship  at  Rex  Hospital  in  Raleigh  and  residency  at 
New  York  Eye  and  Ear  Infirmary  in  1956. 

He  married  Peggy  West  in  1944  and  they  had  four 
children;  Vonnie  M.,  Ill,  and  Thomas  Stephen  of 
Winston-Salem,  Jane  Lea  Naeser  of  Raleigh  and 
Henry  West  of  Tampa,  Florida.  Mrs.  Hicks  died  in 
1 970  and  in  1 972  he  married  Jean  S . Patton  who  resides 
in  Raleigh. 
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Dr.  Hicks  was  very  active  in  several  professional 
societies  and  held  staff  memberships  at  Raleigh  Com- 
munity Hospital.  Rex  Hospital  and  Wake  Medical 
Center.  He  was  regional  surgical  director  of  the  North 
Carolina  Eye  and  Human  Tissue  Bank.  Winston- 
Salem.  an  FAA  medical  examiner  and  a past-com- 


mander of  the  Raleigh  Power  Squadron.  He  was  offi- 
cial physician  for  the  Optimist  Club  Tar  Heel  Regatta 
with  special  interests  and  contributions  to  church  and 
civic  organizations  and  was  a lifetime  member  of 
Christ  Episcopal  Church  in  Raleigh. 

WAKE  COUNTY  MEDICAL  SOCIETY 
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Classified  Ads 


WANTED  IMMEDIATELY  — Internist  Board  Certified  or  Eligible, 
with  or  without  sub-specialty  to  join  busy  medical  practice.  Ex- 
cellent professional  growth  as  well  as  top  starting  salary  with  incen- 
tive. P.O.  Box  20928,  Greensboro,  N.C.  27420,  (919)  272-4918. 

ANESTHESIOLOGIST,  36,  FMG,  board  eligible,  university 
trained,  diverse  clinical  experience  seeking  group  practice. 

! POSITION  WANTED:  Child,  Adolescent,  Adult  Psychiatrist,  38, 
board  elig.,  N.C.  lisc.  seeks  relocation  in  N.C.  University  trained; 
experience  in  individual,  group  and  family  therapy;  consultation; 
pediatric  liaison  and  supervision.  C.V.  available.  Write  Michael  K. 
Levitt,  M.D.,  2957  Bloomfield  Park  Dr.,  West  Bloomfield,  Michi- 
gan 48033. 

PSYCHIATRIST  live  in  a beautiful,  south  central  region  of  NC  near 
golf  & tennis  resort  area  and  work  with  qualified,  eager  colleagues 
in  a Community  Mental  Health  Center  setting.  Individual  will  be 
providing  medical  services  in  the  field  of  psychiatry  to  adults  & 
children.  Work  closely  with  2 other  center  psychiatrists  & other 
mental  health  professionals.  Qualifications  — Graduation  from  an 
accredited  school  of  medicine  & completion  of  residency  or  spe- 
cialty training  & 1 yr.  of  experience  in  the  practice  of  medicine;  or 
graduation  from  an  accredited  school  of  medicine  & 4 yrs.  of 
experience  in  the  practice  of  medicine.  Must  be  licensed  to  practice 
in  NC  & Board  Certified  or  Board  Eligible  in  Psychiatry.  Salary 
range,  $39,168-$41,252.  20%  fringe  benefit  package.  For  more 
information  contact:  Dr.  Steven  Dingfelder,  Sandhills  Mental 
Health  Center,  A/C:  919-673-9111. 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  AND  LOCUM 
TENENS  to  work  for  expanding  established  multi-specialty  group; 
118  JCAH  hosp.,  delightful  small  historic  town  on  Albemarle 
Sound;  Salary  & %.  Life,  health,  disability,  malpractice  insc.,  etc. 
All  available.  Send  resume  to  David  Wright,  M.D.,  Chowan  Medi- 
cal Center,  Edenton,  NC,  27932.  Tel:  (919)  482-2116. 

PHYSICIAN’S  ASSISTANT  With  medical,  surgical,  pediatric,  E-R, 
laboratory  experience  seeks  employment  in  primary  care.  Candi- 
date is  board  certified  with  B.S.  degree.  Call  919-383-7586  in  a.m. 
or  919-684-3124  in  p.m. 

FOR  SALE:  Burdick  MF  490  short  wave  Diathermy  with  contour 
applicator  and  air-spaced  electrodes.  In  excellent  condition.  Has 
been  used  with  care  in  private  medical  practice.  Contact:  H.  M. 
Pickard,  M.D.,  P.O.  Box  3351,  Wilmington,  N.C.  28406  Tel:  919- 
791-1417. 

EMERGENCY  PHYSICIANS  — Locum  Tenens  positions  available 
immediately  and  throughout  the  year  in  coastal.  Triangle,  and 
mountain  locations  of  North  Carolina.  Wide  range  of  patient  vol- 


ume. Malpractice  provided.  Contact:  Coastal  Emergency  Physi- 
cians, P.O.  Box  8703,  Durham,  N.C.  27707,  (919)  489-6521,  in 
North  Carolina  (800)  672-1665. 

EMERGENCY  PHYSICIANS  — Full  Time  — Directorships  avail- 
able. Immediate  openings  in  coastal,  Triangle,  and  mountain  loca- 
tions in  North  Carolina.  Malpractice  provided,  excellent  benefits. 
All  inquiries  confidential.  Grow  with  an  expanding  group.  Contact: 
Coastal  Emergency  Physicians,  P.O.  Box  8703,  Durham,  N.C. 
27707,  (919)  489-6521,  in  North  Carolina  (800)  672-1665. 

July  1,  1980,  POSITION  AVAILABLE,  COASTAL  COMMUNITY 
— Board  eligible  Family  Practitioner  or  Internal  Medicine  special- 
ist sought  for  medical  center  with  5,000  user  population.  Practice  is 
two  years  old,  new  7,500  sq.  ft.  facility,  minor  trauma,  x-ray  lab, 
Rescue  Squad,  Health  Department  on  site  plus  dental  and  home 
health.  Expansion  to  include  Ocracoke  Island.  Contact:  Adminis- 
trative Director,  HRHC,  P.O.  Box  194,  Swan  Quarter,  N.C., 
27885,  phone  (919)  926-1501.  Salary  — $40,000. 

G.P.  retiring.  Lucrative  practice  in  rapidly  growing  Piedmont  area  of 
N.C.  Small  town  with  130  bed  hospital  nearby.  Thirty  minutes  from 
large  metropolitan  area.  Centralized  office  site  and  equipment 
available.  Please  reply  to  NCMJ-15,  P.O.  Box  27167,  Raleigh,  N.C. 
27611. 

THE  NORTH  CAROLINA  ACADEMY  of  Physician’s  Assistants  has 
established  an  Employment  Committee.  The  purpose  of  this  com- 
mittee is  to  assist  physicians  who  are  interested  in  hiring  physician’s 
assistants,  as  well  as  to  assist  the  P.  A.  in  their  search  for  satisfac- 
tory employment.  Any  physician  or  group  of  physicians  may  utilize 
the  services  of  this  committee  by  contacting  Ed  Manning,  P.A., 
Chairman,  Employment  Committee,  P.O.  Box  86,  Broughton 
Hospital,  Morganton,  N.C.  28655.  Home  telephone:  (704)  433-4914 
(after  5:00  p.m.);  work  telephone  (704)  433-2514  (8:00  a.m. -5:00 
p.m.) 

NORTH  CAROLINA  — Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
beaches.  Starting  from  $55,000  to  $60,000  guaranteed.  Unlimited 
growth  — excellent  benefit  package.  Call  or  write  about  this  ex- 
cellent opportunity:  Community  Physicians,  Inc.  113  Landmark 
Square,  Virginia  Beach,  Virginia  23452  (804)  486-0844. 

VIRGINIA  — Unique  opportunity,  Emergency  Medicine.  Modern 
service.  Immediate  or  delayed  openings  for  career-oriented  physi- 
cians, unlimited  potential.  Guaranteed  income  of  $55,000  to 
$60,000  plus  excellent  benefits.  For  additional  information  contact: 
Community  Physicians,  Inc.,  113  Landmark  Square,  Virginia 
Beach,  Virginia  23452  (804)  486-0844. 
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Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
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Our  salesmen  are  located  in  all  parts  of  North  Carolina 

Ifp  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 


266 


Vol.  41,  No.  4 


NORTH  CAROLINA 

Medical  Journal 


he  Official  Journal  of  the  NORTH  CAROLINA  MEDICAL  SOCIETY  □ □ □ May  1980,  Vol.  41 , No.  5 

IN  THIS  ISSUE: 

SPECIAL  ARTICLES:  Message  of  the  President  to  the  House  of  Delegates:  J.  B.  Warren,  M.D. 

Annual  Address  of  the  President,  “Challenge  of  Medicine  in  the  Eighties”:  J.  B.  Warren,  M.D. 

The  Periodic  Health  Examination:  Canadian  Task  Force  on  the  Periodic  Health  Examination 
Evaluating  the  Elderly  Patient:  John  W.  Denham,  M.D. 


LIBRARY 

J.C.  SAN  FRANCISCO 

JUM  2 5 1980  t 

Now,  two  dosage  forms 

Nalfon 

fenoprofen  calcium 


300-mg.  Pulvules  and  600-mg*  Tablets 
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Highly  specific  calming  action 
virtually  free  of  unwanted 
side  effects:  this  was  the  remarkable 
clinical  promise  of  Librium  thiordiazepoxideHci) 
And  today  this  promise  continues  to  be 
fulfilled ina wide vi J ' 
you  see  every  day. 
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chlordiazepoxide  HCI/Roche 


□An  unsurpassed  safety  record 

□ Minimal  effect  on  mental  acuity 

in  proper  dosage 

□ Predictable  patient  response 

□ Is  used  concomitantly  with  primary 
medications,  such  as  anticholinergics 
and  cardiovascular  drugs 


Please  see  next  page 
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5mg,  lOmg  25mg  capsules 


synonymous 
withreiief 
of  anxiety 


Librium  5^25ms 

chbrdiazepoxide  HO/Roche 

Before  prescribing,  please  consult  complete  product  infor- 
mation. a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states  Efficacy  beyond  four 
months  not  established  by  systematic  clinical  studies  Periodic 
reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Warn  patients  that  mental  and  or  physical  abilities 
required  for  tasks  such  as  driving  or  operating  machinery  may 
be  impaired,  as  may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution 
in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy:  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
six.  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion Paradoxical  reactions  (e  g , excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion. suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  oc- 
cur, especially  in  the  elderly  and  debilitated  These  are  revers- 
ible in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges  In  a few 
instances  syncope  has  been  reported.  Also  encountered  are  iso- 
lated instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests  advisable  dur- 
ing protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  ef- 
fects. Oral-Adults:  Mild  and  moderate  anxiety  and  tension,  5 or 
10  mg  t.i  d.  or  q ./  d . severe  states,  20  or  25  mg  t.i.d.  or  q.i  d. 
Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium"  (chlordiazepoxide  HCI)  Capsules,  5 mg,  10 
mg  and  25  mg— bottles  of  100  and  500,  Tel-E-Dose"  packages 
of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10.  Libritabs®  (chlordiazepoxide) 
Tablets.  5 mg,  10  mg  and  25  mg — bottles  of  100  and  500  With 
respect  to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable. 
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MANDALA  CENTER  HOSPITAL 

From  time  to  time  individuals  may  experience  extreme  problems  in  living.  When  this  happens,  it  may 
become  necessary  to  seek  help  from  experienced  members  of  the  medical  and  helping  professions. 
Mandala  Center  is  an  uncommon  program  dedicated  to  bringing  to  individuals  an  awareness  of  the 

source  of  their  distress  and  help  them  find  resolutions  to  their  problems.  . + t . , 

Mandala  Center  is  a JCAH  accredited,  private  psychiatric  hospital  that  specializes  in  the  treatment  of 
Dsvchiatric  illness  drug  addiction,  and  alcoholism.  The  hospital  was  established  in  1972  and  is 
founded  upon  an  interdisciplinary  treatment  approach.  The  75-bed  facility  is  located  in  Winston- 
Salem  NC  on  a 15-acre  site,  and  offers  a full  range  of  therapeutic  modalities.  Under  medica 
supervision  the  treatment  team  consists  of  psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  psychiatric  nurses,  mental  health  workers  and  activities  therapists.  General  medical  care  and 
special  medical  problems  are  provided  for  by  the  consulting  staff. 

Adults  and  adolescents  may  enter  the  program  which  handles  all  categories  of  emotional  and 

mental  dysfunction. 


MEDICAL  STAFF 

Bruce  W Rau,  M.D.,  Medical  Director 
Roger  L.  McCauley,  M.D. 

Larry  T.  Burch,  M.D. 

Edward  H Weaver,  M.D. 

Robert  W.  Gibson,  M.D. 

James  Mattox,  M.D. 

Ali  Jarrahi,  M.D. 

Seiwyn  Rose,  M.D. 

Glenn  N.  3urgess,  M.D. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 


MEMBERSHIP  IN: 

N.C.  Hospital  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 


For  Information,  please  contact: 
Richard  V.  Woodard,  Administrator 
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What  would 
Thomas  Edison’s 
physician  have 
prescribed  for  a 
headache? 

(and  would  insurance 
have  covered  it?) 


In  1879,  Thomas  Edison  had  worked  for 
over  a year  and  conducted  hundreds  of 
experiments  to  find  the  right  substance  to 
use  as  the  heart  for  his  new  idea:  the 
incandescent  electric  light. 

Finally,  Edison  discovered  that  a carbon 
filament  in  a vacuum  produced  a good  deal  of 
light  when  an  electric  current  passed  through 
it.  He  introduced  the  electric  light  bulb  to  the 
world  a short  time  later. 

Inventing  the  light  bulb  was  no  easy  task. 

If  Edison  suffered  headaches  working  on  his 
bright  idea,  he  would  have  had  to  wait 
another  14  years  before  he  could  have  taken 
acetylsalicylic  acid  for  relief. 


With  Mutual  of  Omaha’s  Disability  Income 
Protection,  a disabling  sickness  or  accident 
no  longer  (as  in  Edison’s  day)  means  total 
financial  dependence  on  family  and  friends. 

If  you’re  under  the  age  of  55  and  are  active 
full  time  in  your  practice,  simply  fill  out  the 
coupon  below  and  return  it  today.  A Mutual 
of  Omaha  service  representative  will  provide 
personal,  courteous  service  in  furnishing  full 
details  of  coverage.  Of  course,  there’s 
no  obligation. 

Underwritten  by 

Mutual  |T\ 
s'Omaha.vL/ 

People  you  can  count  on... 


You  see,  it  wasn’t  until  1893  that 
Hermann  Dreser  introduced  aspirin  to 
medical  science. 

Back  then,  the  expense  for  medication, 
prescribed  or  otherwise,  came  out  of  the 
sufferer’s  pocket.  And  the  only  insurance 
available  — accident  coverage  — did  not 
cover  illness. 

Today,  as  a member  of  the  North  Carolina 
Medical  Society,  you  can  get  protection 
like  Disability  Income  for  younger 
doctors.  It  provides  you  a regular  monthly 
benefit  when  sickness  or  injury  keeps  you 
from  your  practice.  And  you  can  use  your 
benefits  any  way  you  wish  — to  buy 
groceries,  make  house  payments  or  provide 
for  your  children’s  education. 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  OMAHA,  NEBRASKA 

, 

Mutual  of  Omaha  Insurance  Company  l! 

Dodge  at  33rd  Street  i! 

Omaha,  Nebraska  68131  i! 

Please  provide  me  complete  information  | 

on  the  Disability  Income  Protection  Plan  P 

available  to  members  of  the  North  Carolina  1! 
Medical  Society  who  are  under  age  55.  ■ 


Name  _ 
Address 


- City  P 

State  Zip ; 

I 1 


Officers 

1979-1980 

NORTH  CAROLINA  MEDICAL 
SOCIETY 


President  J.  B.  Warren,  M.D. 

P.O.  Box  1465.  New  Bern  28560 

President-Elect M.  Frank  Sohmer,  Jr.,  M.D. 

2240  Cloverdale  Ave.,  Ste.  88,  Winston-Salem  27103 

First  Vice-President  Kenneth  E.  Cosgrove,  M.D. 

510  Seventh  Ave.,  W.,  Hendersonville  28379 

Second  Vice-President Edwin  H.  Martinat,  M.D. 

3333  Silas  Creek  Parkway,  Winston-Salem  27103 

Secretary  Jack  Hughes,  M.D. 

923  Broad  Street,  Durham  27705  (1982) 

Speaker Henry  J.  Carr.  Jr.,  M.D. 

603  Beamon  St.,  Clinton  28328 

Vice-Speaker T.  Reginald  Harris,  M.D. 

808  Schenck  St.,  Shelby  28150 

Past-President D.  E.  Ward,  Jr..  M.D. 

2604  N.  Elm  St..  Lumberton  28358 

Executive  Director William  N.  Hilliard 

222  N.  Person  St.,  Raleigh  27611 


Councilors  and  Vice-Councilors — 1979-1980 

First  District  Edward  B.  Eadie,  Jr.,  M.D. 

1 142  N.  Road  St.,  Elizabeth  City  27909  ( 1980) 
Vice-Councilor William  A.  Hoggard,  Jr..  M.D. 

1 142  N.  Road  St..  Elizabeth  City  27909  (1980) 

Second  District  Charles  P.  Nicholson,  Jr.,  M.D. 

3108  Arendell  St.,  Morehead  City  28557  (1982) 
Vice-Councilor Alfred  L.  Ferguson.  M.D. 

Doctors  Park,  Bldg.  #6,  Stantonsburg  Rd.,  Greenville  27834 < 1982) 
Third  District R.  Bertram  Williams,  Jr..  M.D. 

1414  Medical  Center  Dr.,  Wilmington  28401  (1982) 
Vice-Councilor Charles  L.  Garrett,  Jr.,  M.D. 

P.O.  Box  1358.  Jacksonville  28540  (1982) 

Fourth  District Robert  H.  Shackelford,  M.D. 

P.O.  Box  649,  Mount  Olive  28365  (1980) 
Vice-Councilor  Lawrence  M.  Cutchin.  Jr..  M.D. 

P.O.  Box  40.  Tarboro  27886  ( 1980) 

Fifth  District Bruce  B.  Blackmon,  M.D. 

P.O.  Box  8.  Buies  Creek  27506  (1981) 
Vice-Councilor Giles  L.  Cloninger.  Jr..  M.D. 

115  Main  St.,  Hamlet  28345  (1981) 

Sixth  District W.  Beverly  Tucker.  M.D. 

Ruin  Creek  Rd.,  Henderson  27536  (1980) 
Vice-Councilor C.  Glenn  Pickard,  Jr.,  M.D. 

N.C.  Memorial  Hospital,  Chapel  Hill  27514  (1980) 
Seventh  District  J.  Dewey  Dorsett,  Jr.,  M.D. 

1851  E.  Third  St.,  Charlotte  28204  ( 1981) 
Vice-Councilor James  B.  Greenwood,  Jr.,  M.D. 

4101  Central  Ave.,  Charlotte  28205  (1981) 

Eighth  District Shahane  R.  Taylor,  Jr.,  M.D. 

348  N.  Elm  St.,  Greensboro  27401  (1982) 
Vice-Councilor Ira  Gordon  Early.  M.D. 

2240  Cloverdale  Ave..  Ste.  192,  Winston-Salem  27103  (1982) 
Ninth  District Jack  C.  Evans,  M.D. 

244  Fairview  Dr..  Lexington  27292  (1982) 


Vice-Councilor Benjamin  W.  Goodman,  M.D. 

24  Second  Ave.,  N.E.,  Hickory  28601  (1982) 

Tenth  District  Charles  T.  McCullough,  Jr.,  M.D. 

Bone  & Joint  Clin.,  Doctors  Dr.,  Asheville  28801  (1981) 

Vice-Councilor  W.  Otis  Duck,  M.D. 

Drawer  F,  Mars  Hill  28754  (1981) 


Section  Chairmen — 1979-1980 

Anesthesiology Henry  M.  Escue.  M.D. 

P.O.  Box  2444,  High  Point  27261 

Dermatology  Gloria  Graham,  M.D. 

702  Broad  Street.  Wilson.  N.C.  27893 

Emergency  Medicine Earl  Schwartz.  M.D. 

3465  Dixiana  Lane,  Pfafftown  27040 

Family  Practice Richard  V.  Liles,  Jr.,  M.D. 

320  Yadkin  Street,  Albemarle  28001 

Internal  Medicine  Joseph  D.  Russell,  M.D. 

Carolina  Clinic,  Inc.,  Wilson  27893 

Neurological  Stagers'  Walter  S.  Lockhart,  Jr..  M.D. 

1830  Hillandale  Road,  Durham  27705 

Neurology  & Psychiatry William  M.  Fowlkes,  Jr.,  M.D. 

1209  Glendale  Drive.  Raleigh,  N.C.  27612 

Nuclear  Medicine Edward  J.  Easton,  M.D. 

P.O.  Box  2554,  Charlotte  28234 

Obstetrics  & Gynecology  Edward  Sutton,  M.D. 

1616  Memorial  Drive,  Burlington  27215 

Ophthalmology David  B.  Sloan,  Jr.,  M.D. 

1915  Glen  Meade  Rd.,  Wilmington  28401 

Orthopaedics John  A.  Powers,  M.D. 

120  Providence  Road.  Charlotte  28207 

Pathology Joseph  B.  Dudley,  M.D. 

3333  Silas  Creek  Parkway,  Winston-Salem  27103 

Pediatrics David  R.  Williams,  M.D. 

Southgate  Shopping  Center,  Thomasville  27360 
Plastic  & Reconstructive  Surgery  . . . Julius  A.  Howell,  M.D. 
Bowman  Gray,  Winston-Salem  27103 

Public  Health  & Education  Ruth  B.  Burroughs,  M.D. 

2024  Quail  Ridge  Rd.,  Raleigh  27609 

Radiology Edward  V.  Staab.  M.D. 

Department  of  Radiology,  UNC,  Chapel  Hill  27514 

Surgery A.  J.  Dickerson,  M.D. 

1600  N.  Main  St..  Waynesville  28786 

Urology  Grover  W.  White,  M.D. 

631  Cox  Road,  Gastonia  28052 

Delegates  to  the  American  Medical  Association 

James  E.  Davis,  M.D.,  2609  N.  Duke  St.,  Ste.  402,  Durham  27704 
— 2-year  term  (January  I,  1979-December  3 1 , 1980) 

JohnGl  asson,  M.D..2609N.  Duke  St.,  Ste.  301.  Durham 27704  — 
2-year  term  (January  1,  1979-December  3 1 , 1980) 

David  G.  Wei  ton,  M.D.,  3535  Randolph  Rd.,  101-W,  Charlotte 
28211  — 2-year  term  (January  I.  1980-December  31 , 1981) 
Frank  R Reynolds.  M.D.,  1613  Dock  St..  Wilmington  28401  — 
2-year  term  (January  I.  1979-December  3 1 , 1980) 

Louis  deS.  Shaffner.  M.D.,  Bowman  Gray,  Winston-Salem 
27103  — 2-year  term  (January  1,  1980-December  3 1.  1981) 
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Official  Disability  Income  Plan 


What 

it  means 
to  you... 

our  40th  year 

of  Professionals  Serving  Professionals 


It  means  the  “HALLMARK  OR  RELIABILITY” the  peace  of  mind  in  knowing  that  there  would  be  adequate 

income  to  insure  your  lifestyle  should  you  be  disabled  to  practice  your  profession. 

We,  at  CRUMPTON  COMPANY,  specialize  in  the  professional  Disability  field  and  pay  all  claims  personally  (Last 
year  alone,  over  one  million  dollars  to  disabled  physicians  in  North  Carolina).  The  record  is  well  known.  Let  us  know 
how  we  may  assist  you  by  calling  or  writing  to  us  for  information. 


J.  L.  fc?  J.  SLADE  CRUMPTON 

INCORPORATED 

PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 


Academy  Center  • 3001  Academy  Road  • P.O.  Box  8500  • Durham,  N.C.  27707  • (919)  493-2441 
APPROVED  INSURERS  TO:  N.C.  Medical  • N.C.  Dental  • N.C.  Bar  Groups  • N.C.  Engineers  • N.C.  AIA  • N.C.  CPA’s 


PRACTICE  MANAGEMENT  PRIMER 
HOW  TO  GET  YOUR  DAY  IN  COURT 

DO  accept  patients  that  are  critical  of  your  peers  and  have  “doctor  shopped”  all  over  town. 

DON’T  participate  in  CME  as  this  may  reduce  future  allegations  of  misdiagnosis,  inappro- 
priate drug  regime,  outdated  information  and  surgical  procedures. 

DO  be  critical  of  another  doctor  or  his  management.  That  you  were  not  “there”  and  have 
incomplete  information  is  unimportant. 

DON’T  involve  the  patient.  Remain  aloof  and  adopt  the  master  and  servant  atmosphere. 
Then  when  a possible  complication  or  bad  result  occurs,  it’s  all  your  fault. 

DO  obliterate  or  cunningly  change  record  errors  ratherthan  circle  the  erroneous  entry  and 
correct  it  in  the  margin,  dated  and  initialed. 

DON’T  keep  detailed,  neat  and  orderly  records  as  this  will  indicate  your  carelessness  and 
disorganization.  Also,  don’t  record  broken  appointments  or  the  patient’s  failure  to  follow 
your  instructions. 

DO  all  you  can  to  avoid  patient  and  family  when  there  is  an  untoward  event.  An  attitude  of 
genuine  concern  with  appropriate  explanations  will  only  renew  their  confidence  and  lead 
them  to  believe  you  are  aggressively  managing  the  situation. 

DON’T  seek  a consultation  when  appropriate.  This  could  benefit  the  patient  or  support 
your  position. 

DO  persist  with  high  pressure  billing  practices  that  could  inflame  a patient,  for  without  first 
reviewing  the  chart  or  making  a sincere  effort  to  determine  the  reason  for  the  delinquency, 
there  may  be  a genuine  issue. 

DON’T  be  cognizant  of  your  office  staff.  Their  unconcerned  curtness,  inappropriate  ap- 
pointment scheduling  and  lack  of  empathy  can  cause  a patient  to  seek  redress  — against 
you. 

Adhering  to  the  above  may  enable  you  to: 

Be  served  with  a Summons  and  Complaint. 

Have  your  name  brought  to  the  attention  of  the  news  media. 

Take  time  off  from  your  practice. 

Spend  some  sleepless  nights. 

Meet  new  friends  (lawyers,  court  reporters,  peer  experts,  etc.). 

Pay  higher  insurance  rates. 


MEDICAL  LIABILITY  MUTUAL  INSURANCE  CO. 

BOX  27285,  RALEIGH,  N.C.  27611 
(919)828-9334 


Communicating 
with  Professionals 


Effective,  two-way  communication  between 
physician’s  offices  and  the  internal  manage- 
ment and  operating  departments  of  Blue  Cross 
and  Blue  Shield  of  North  Carolina  is  the  func- 
tion of  our  Professional  Relations  Department. 

Our  seven  specially  trained  Professional  Re- 
lations representatives  are  responsible  for  per- 
sonal liason  between  physicians  and  their 
office  staffs  and  the  Plan. 


The  Professional  Relations  Representative  as- 
signed to  your  area  is  ready  to  provide  you  with 
Blue  Cross  and  Blue  Shield  benefit  infor- 
mation and  to  assist  you  with  any  problems 
that  may  arise.  The  representatives'  addresses 
and  phone  numbers  are  listed  below.  Please 
call  your  representative  anytime. 


NORTH  WEST  CENTRAL  REGION  NORTH  EAST  CENTRAL  REGION 

NORTHEASTERN  REGION 

James  D Webb  Larry  W Moss 

Post  Office  Box  6746  Post  Office  Box  12586  Alton  R James 


Hilda  C Muse 
Post  Office  Box  3708 
Wilmington.  North  Carolina  28406 
Telephone  919/392-1600 


Blue  Cross 
Blue  Shield 

of  North  Carolina 


NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 


Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $1 00  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month : benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 


"NOW  MY  BUSINESS^^^ 
IS  AS  GOOD  AS  MY  PRACTICE: 


I’m  a physician.  But  I'm  also 
a business  man.  That’s  why 
our  clinic  has  a business 
manager. 

It  takes  a lot  of  work  to  man- 
age all  the  business  details  of 
a growing  practice  like  ours. 
That’s  why  we  have  BASMED. 
It  cuts  work  and  handles  the 
details. 

That  makes  everything  a lot 
easier.  Like  insurance  process- 
ing. With  BASMED  we  do  little 
more  than  enter  the  name,  date, 
and  procedure  for  each  patient. 
BASMED  fills  in  the  rest  from 
its  vast  electronic  files.  It  prints 
the  forms  for  the  right  insurance 
companies,  ready  for  mailing. 

BASMED  makes  short  work 
of  administrative  tasks  too— 


like  balancing  daily  receipts 
and  charges.  And  it  generates 
periodic  reports  at  the  touch  of 
a button.  For  example,  if  we 
want  information  on  account 
aging,  total  dollars  and  units 
by  procedure,  charges  by  doc- 
tor, or  insurance  claims  aging, 
BASMED  puts  it  right  in  our 
hands. 

The  result  is  a more  efficient 
office  and  improved  cashflow. 
In  fact,  BASMED  does  its  job 
so  well  that  I hardly  know  it’s 
there. 

But  my  business  manager 
does.  And  my  office  staff  does. 
They’re  very  happy  with 
BASMED. 

That  makes  me  happy. 

And  that  means  we  all  do  a 
better  job. 


For  more  information  on 
how  to  give  your  practice  the 
business,  write  or  call: 

Medical  Systems  Division, 
Business  Application  Systems. 


BASMED 


The  Medical 
Business  System 


business  application  systems,  inc. 


raleigh, n.c.  27607  (919)851-8512 


Aspects  of  Management 

What  to  tell  your  patients 
when  you  prescribe  Valium  (diazepam/Rod* 


Survey  shows  significant  cor- 
relation between  comprehension 
ch3  and  compliance 


N — C 


A study  of  compliance  patterns 
reveals  that  more  than  6 out  of  10 
Xchoh  patients  made  errors  in  self- 
,_K1/  administration  of  prescribed 
medication,  largely  due  to  lack 
of  comprehension.* 
Misunderstanding  of  directions  resulted 
in  discrepancies  in  dosage  sched- 
ules as  well  as  in  length  of  therapy. 
Since  evidence  suggests  that  expanded  verbal  instruc- 
tions may  encourage  compliance,  the  patient  receiving 
Valium  can  benefit  from  your  explanation  of  the  dos- 
age regimen,  what  response  to  expect  from  therapy 
and  when  to  expect  it. 

What  Valium 

(diazepam/ Roche)  Can  do 

Your  patients  should  know  that 
1)  you  are  prescribing  Valium  as  an 
adjunct  to  an  overall  program  for  the 
treatment  of  anxiety,  and  2)  Valium 
is  given  to  relieve  the  symptoms  of 
excessive  anxiety  and  psychic  ten- 
sion while  you  help  the  patient  to 
explore  and  deal  with  the  underlying 
cause  of  his  psychic  tension. 

Patients  often  interpret  mani- 
festations of  anxiety,  such  as  palpita- 
tions, hyperventilation,  fatigue  and 
muscle  tension,  as  symptoms  of  a 
serious  disease.  However,  when  they 


learn  that  these  symptoms  can  be  relieved  by  Valium 
therapy,  patients  can  more  readily  understand  the 
psychosomatic  origin  of  their  symptoms  and  to  accept 
the  nonpharmacologic  measures  you  may  recommend 
The  time  you  devote  to  these  explanations  can  be 
a therapeutic  measure  in  itself.  Most  anxious  patients 
respond  to  and  benefit  from  a frank  discussion  with  an 
objective,  sympathetic  professional. 

At  the  start  of  treatment,  establishing  therapeutic 
goals  helps  the  patient  to  learn  what  to  expect  and 
when  to  expect  it.  Patients  should  also  be  informed 
that  the  medication  will  be  gradually  reduced  and  dis- 
continued upon  attainment  of  the  therapeutic  goal. 

Tapering  of  dosage  is  rarely  necessary  in  short- 
term therapy,  but  when  consistently  higher  doses 
are  used  for  extended  periods,  patients  should  know 
that  the  gradual  reduction  of  medication  will  be 
implemented  in  order  to  avoid  sudden  recurrence  of 
symptoms  or  possible  withdrawal  symptoms. 

Such  recurrence  is  unlikely  when 
the  causes  of  the  anxiety  have  been 
worked  out  satisfactorily  within 
your  overall  treatment  program. 

What  Valium 

(diazepam/Roche)  Can’t  do 

ft  should  be  emphasized  that  there  is 
no  “magic”  in  any  antianxiety  tablet; 
that  medication  is  not  prescribed 
as  a problem  solver.  Instead,  Valium 
is  being  prescribed  as  a temporary 
measure  to  relieve  symptoms 
generated  by  excessive  anxiety  and 
psychic  tension. 


* Boyd  ]R,et  al.Am  J Hosp  Pharm3l  485-491,  May  1974 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  associated  with  anxiety  disorders,  transient  situa- 
tional disturbances  and  functional  or  organic  disorders;  psychoneurotic  states 
mamtested  by  tension,  anxiety,  apprenhension,  fatigue,  depressive  symptoms,  or  agita- 
tion, symptomatic  relief  of  acute  agitation , tremor,  delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal.  ad|unctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor  neuron  disorders;  athetosis,  stiff- 
man  syndrome,  convulsive  disorders  (not  tor  sole  therapy), 

1 he  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use,  that  is,  more  than  4 
months,  has  not  been  assessed  by  systematic  clinical  studies,  the  physician  should 
periodically  reassess  the  usefulness  ot  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months  of  age. 

' cute  narrow  angle  glaucoma;  may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warning:  : Not  ot  value  in  psychotic  patients.  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive  disorders. 


possibility  of  increase  in  Irequency  and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medication,  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in  frequency  and/or  severity  of  seizures  Advise 
against  simultaneous  ingestion  of  alcohol  and  other  CNS  depressants  Withdrawal  I 
symploms  similar  to  those  with  barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use  and  excessive  doses  Infre- 
quently, milder  withdrawal  symptoms  have  been  reported  following  abrupt  discontmu, 
tion  of  benzodiazepines  after  continuous  use.  generally  at  higher  therapeutic  levels.  It 
at  least  several  months  After  extended  therapy,  gradually  taper  dosage  Keep  addic- 
tion-prone  individuals  under  careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider  care 
fully  pharmacology  ot  agents  employed,  drugs  such  as  phenothiazines.  narcotics. 


luuiviuuanze  lor  maximum  Deneticiai  effect.  Adults:  Tension,  anxiety  and 
psychoneurotic  states,  2 to  10  mg  b i d.  to  q i d . alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed,  adjunctively  in  skeletal  muscle  spasm, 

2 to  10  mg  t.i.d  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg  b i d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2VS>  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated  (See  Precautions.)  Children:  1 to  2Vz  mg  t.i.d.  or  q i.d.  initially 
increasing  as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam/Roche)  Tablets,  2 mg,  5 mg  and  10  mg— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes 
of  25,  and  in  boxes  containing  io  strips  of  10;  Prescription  Paks  of  50,  available  in  trays 
of  10. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


: )itu  - 
t s.  MAO 
' tutors  and 
i r antidepres- 
i:  s may  potentiate 

i ction.  Usual  precautions  indicated  in  patients 
i jrely  depressed,  or  with  latent  depression,  or  with 
i idal  tendencies  Observe  usual  precautions  in  impaired  renal  or  hepatic  function 
. t dosage  to  smallest  effective  amount  -n  elderly  and  debilitated  to  preclude  ataxia  or 
) sedation. 


- Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nausea, 
lue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  headache, 
ntinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  retention, 
red  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states,  anxiety, 
jcmations,  increased  muscle  spasticity,  insomnia,  rage,  sleep  disturbances', 
ulation  have  been  reported,  should  these  occur,  discontinue  drug.  Isolated  reports 
sutropenia,  jaundice;  periodic  blood  counts  and  liver  function  tests  advisable 
I ng  long-term  therapy 


Practical  pointers  on  taking 
antianxiety  medications 

dos  Patients  should  be  instructed  to  keep  to  their 
dosage  schedule  exactly  as  prescribed.  If  they  miss  a 
dose,  they  should  not  try  to  make  it  up  by  taking  two 
doses  the  next  time.  Ask  them  to  contact  you 
promptly  if  they  experience  worrisome  side  effects. 
Explain  that  drowsiness  is  a 
common  reaction  to  almost  all 
calming  agents,  but  that  it  usually 
subsides  in  a few  days.  Urge  the 
patient  to  contact  you  for  a possi- 
ble dosage  adjustment  if  drowsi- 
ness or  other  reactions  persist. 

Just  as  you  request  a 
complete  list  of  all  medications 
the  patient  is  taking,  suggest  that 
this  list  be  given  to  any  other  phy- 
sician treating  her/him. 

Like  all  medicines,  Valium 
should  be  kept  out  of  reach  of 
children  and  young  people.  Old 
or  unused  medication  should  be 
discarded. 

and  dontS  Since  drowsiness  is  an  occasional 
problem,  patients  should  be  advised  against  driving  or 
operating  hazardous  machinery  until  they  see  how  the 
medication  affects  them.  They  should  also  know  that 
tranquilizers  increase  the  effects  of  alcoholic  beverages, 
which  should  therefore  be  avoided.  Also,  warn  patients 
against  simultaneous  use  of  drugs  that  depress  the 
central  nervous  system,  particularly  sedative  hypnotics. 

Patients  should  be  aware  of  the  importance  of  not 
sharing  their  medications  with  friends  and  neighbors; 
they  should  know  that  what  you  have  prescribed  for 
them  may  be  contraindicated  for  others. 


2-mg,  5-mg,  10-mg  scored  tablets 
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An  important  adjunct  to  your 
treatment  program  for  excessive 
psychic  tension 


Morris  E.  Chafetz,  MD., 

Founding  Director  of  the  National 
Institute  on  Alcohol  Abuse  and  Alcoholism, 
is  pleased  to  announce 
the  opening  of  a private 
residential  alcoholism  treatment  facility 
in  Charleston,  South  Carolina. 


What  would  you  call 
an  insurance  policy 
that  provides  the 
amount  of  coverage  you  want 
up  to  s5  million, 
with  expert  local  loss  control 
and  claims  service 
from  a company 
with  20  years  of 
medical  liability  experience 
in  North  Carolina? 


Better* 


Our  claims-made 
contract  is 
responsive  to  the 
cost  of  claims, too. 
In  fact, today  North 
Carolina  doctors 
pay  rates  that  are 
the  lowest  of  29 
states  where  we 
write  medical 
malpractice 
insurance.  For 
details  see  your  St. 
Paul  agent  ....your 
insurance  expert. 

We  keep  making 
insurance  better 


istftoul 

Property  & Lability 
Insurance 


ammt  Servmg  VOu  ,hf°ugh  Independent  Agents  St  Paul  Fire  and  Marine  Insurance  Company  St  Paul  Mercury  Insurance  Company  The  St  Paul 
r’V'  Sl  paul  Guardian  insurance  Company  The  St  Paul  Insurance  Company  ol  Illinois  Property  and  Liability  Affiliates  ot  The  St  Paul  Compame 


tsurance  Company 
Inc  Samt  Paul  Minnesota  55102 


YOUR  SUPPORT  IS  NEEDED 
CONTRIBUTE  TO  WORTHY  PROJECTS 

TAX  DEDUCTIBLE 

THE  NORTH  CAROLINA  MEDICAL  SOCIETY  FOUNDATION,  INC.  was  created  in  1966 
originally  to  receive  funds  for  the  construction  of  a new  headquarters 
office  in  Raleigh.  However,  when  other  methods  of  financing  a permanent 
building  were  devised,  the  role  of  the  Foundation  was  changed.  This 
change  permitted  the  N.  C.  Medical  Society  Foundation  to  be  approved  as 
a charitable  institution  empowered  to  receive  TAX  EXEMPT  contributions 
for  the  purposes  of  education  and  scientific  advancement.  The  North 
Carolina  Medical  Society  Foundation,  Inc.  has  a 501(c)  (3)  letter  from 
the  Internal  Revenue  Service. 

Among  the  contributions  made  to  the  Foundation  since  its  inception  have 
been : 

— The  Forsyth-Stokes  Medical  Auxiliary  Benevolent  and  Educational 
Fund  in  1971,  and 

— the  assets  of  the  Joseph  Ward  Hooper,  Sr.,  Trust  which  were 
transferred  to  the  Foundation  in  1976. 

While  these  examples  of  group  contributions  have  been  greatly  appreciated, 
your  individual  support  is  badly  needed.  Today,  after  more  than  12  years, 
the  resources  of  the  Foundation  are  still  quite  limited.  As  the  financial 
resources  grow,  the  opportunities  to  use  these  funds  for  worthy  projects 
will  increase  and  all  of  us  will  benefit  by  its  success. 

At  this  time  the  Foundation  is  prepared  to: 

— serve  as  a custodian  of  contributions  designated  by  groups  for 
special  projects, 

— receive  direct  contributions  and  donations  of  stock  or  general 
capital  certificates  of  the  Medical  Liability  Mutual  Insurance 
Company,  all  TAX  EXEMPT,  and  to 

— accept  from  wills  bequests  which,  properly  defined,  would  not 
be  taxable  to  the  estate  of  the  donor. 


Please  make  your  tax  exempt  contribution  payable  to:  THE  NORTH  CAROLINA 

MEDICAL  SOCIETY  FOUNDATION,  INC.  and  mail  to: 

N.  C.  Medical  Society  Foundation 
P.  0.  Box  27167 
Raleigh,  N.  C.  27611 


cimetuune 


How  Supplied:  * „ 

Pale  green  300  mg.  tablets 
bottles  of  ICO  and  Single  Unit  Packages  of  100 
(intended  for' institutional  use  only). 
Injection,  300  mg./2  ml., 
in  single-dose  vials 
and  in  S ml.  multiple-dose  vials, 
both  in  packages  of  10. 
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. . . relieves  constipation  by  a unique  combination  c 
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Made  in  West  Germany 
(Please  see  next  page  for  prescribing  information) 


Remember 


Perdiem 

Prescribing  Information 

ACTIONS:  Perdiem™,  wirh  its  gentle  action,  does 
not  produce  disagreeable  side  effects.  The  veg- 
etable mucilages  of  Perdiem™  soften  the  stool 
and  provide  pain-free  evacuation  of  the  bowel. 
Perdiem™  is  effective  as  an  aid  to  elimination  for 
the  hemorrhoid  or  fissure  patient  prior  to  and  fol- 
lowing surgery 

COMPOSITION:  Natural  vegetable  derivatives:  A 
unique  blend  of  psyllium  and  senna  (Planrago 
Hydrocolloid  with  Cassia  Pod  Concentrate). 

INDICATION  For  relief  of  constipation 

PATIENT  WARNING:  Should  nor  be  used  in  the 
presence  of  undiagnosed  abdominal  pain.  Fre- 
quent or  prolonged  use  without  the  direction  of  a 
physician  is  nor  recommended  Such  use  may 
lead  ro  laxative  dependence 

DIRECTIONS  FOR  USE-ADULTS:  Before  breakfast 
and  after  the  evening  meal,  one  to  two  rounded 
teaspoonfuls  of  Perdiem™  granules  should  be 
placed  in  the  mouth  and  swallowed  with  a full 
glass  of  worm  or  cold  beverage.  Perdiem™ 
granules  should  not  be  chewed  After  Perdiem™ 
takes  effect  (usually  after  24  hours,  but  possibly 
not  before  36-48  hours),  reduce  the  morning 
and  evening  doses  to  one  rounded  teaspoonful. 
Subsequent  doses  should  be  adjusted  after 
adequate  laxation  is  obtained 

IN  OBSTINATE  CASES:  Perdiem™  may  be  taken 
more  frequently,  up  to  two  rounded  teaspoonfuls 
every  six  hours. 

FOR  PATIENTS  HABITUATED  TO  STRONG  PURGA- 
TIVES: Two  rounded  teaspoonfuls  of  Perdiem™  in 
the  morning  and  evening  may  be  required 
along  wirh  half  the  usual  dose  of  the  purgative 
being  used.  The  purgative  should  be  discon- 
tinued as  soon  as  possible  and  the  dosage  of 
Perdiem™  granules  reduced  when  and  if  bowel 
rone  shows  lessened  laxative  dependence 

FOR  COLOSTOMY  PATIENTS  To  ensure  formed 
stools,  give  one  ro  two  rounded  reospoonfuls  of 
Perdiem™  in  the  evening  with  warm  liquid 

DURING  PREGNANCY  Give  one  to  two  rounded 
reospoonfuls  each  evening. 

FOR  CLINICAL  REGULATION:  For  patients  confined 
ro  bed.  for  those  of  inactive  habits,  and  in  the 
presence  of  cardiovascular  disease  where  strain- 
ing must  be  avoided,  one  rounded  reaspoonful 
of  Perdiem™  taken  once  or  twice  daily  will  pro- 
vide regular  bowel  habits.  Take  wirh  a full  glass  of 
water  or  beverage. 

FOR  CHILDREN  From  age  7 — 1 1 years,  give  one 
rounded  reaspoonful  one  to  two  rimes  daily. 

From  age  1 2 and  older,  give  adult  dosage 

NOTE  It  is  extremely  important  that  Perdiem™ 
should  be  taken  with  a plentiful  supply  of  liquid 

HOW  SUPPLIED:  Granules:  100  gram  (3.5  oz) 
and  250  grom  (8  8 oz)  canisters. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington.  PA  1 9034 


ZYLOPRIM 

the  original  (allopurmol) 
100  and  300  mg 
Scored  Tablets 


The  name 
Zyloprim 
is  now 
imprinted  on 
each  tablet. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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The  Physical  Education  Public  Information 
(PEPI)  Project  is  a public  service  cam- 
paign developed  by  AAHPER  to  inform 
Americans  about  the  value  and  benefits  of 
school  physical  education  programs 
The  creation  of  these  public  service 
advertisements  was  made  possible 
through  the  generosity  of  the  Gillette 
Company.  Safety  Razor  Division  Selected 
photos  courtesy  of  the- 1975  Scholastic/ 
Kodak  Photography  Awards 
On  behalf  of  our  50.000  professional 
members,  we  solicit  the  cooperation  of 
publishers  in  bringing  these  public  service 
messages  to  the  public  Advertisements 
have  been  provided  in  a variety  of  sizes 
and  we  hope  you  will  use  them  on  a space 
available  basis 
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Physical  Education  & Recreation 
1201  16th  Street,  N.W. 
Washington.  D C.  20036 


Special  Article 

Annual  Address  of  the  President 

Challenge  of  Medicine 
in  the  Eighties 

J.  B.  Warren,  M.I). 

May  3,  1980 


I have  read  the  addresses  of  many  of  the  past  presi- 
dents who  have  stood  in  this  forum,  and  I have  de- 
spaired of  attaining  the  eloquence  and  the  logic  that 
they  have  expressed.  This  address  of  the  president  has 
often  been  a sermon  on  issues  in  medicine  or  politics, 
and  I shall  try  to  uphold  the  tradition. 

Over  the  years  there  has  been  a strong  tendency  for 
the  men  and  women  of  medicine  to  remain  aloof  from 
politics;  yet,  today,  politics  is  intruding  itself  strongly 
and  at  times  rather  rudely  into  the  practice  of  medi- 
cine. It  has  become  involved  in  construction  of  facili- 
ties, location  of  clinics  and  physicians,  the  numbers  of 
physicians,  and  methods  of  payment  for  services, 
criteria  for  diagnoses,  and  in  the  broad  range  of 
therapeutics.  In  North  Carolina  government  is  in- 
truding into  the  personal  medical  care  with  little 
thought  of  the  long  term  or  even  intermediate  term 
effects  of  its  action.  Some  local  health  departments  in 
this  state  are  setting  up  clinics  for  the  delivery  of 
health  care  to  the  underserved  population. 

No  study  has  been  made  concerning  the  impact  of 
these  activities  upon  the  future  addition  of  primary 
care  physicians  within  the  private  sector  of  these 
communities.  The  people  who  are  utilizing  those  ser- 
vices are  those  who  have  in  the  past  created  a nucleus 
of  a new  practice  and  they  will  simply  not  be  available 
to  new  physicians  who  might  wish  to  settle  nearby. 
Therefore,  a short  term  gain  is  perceived  as  an  even- 
tual loss.  Additionally,  there  is  no  master  plan  for 
dismantling  these  clinics.  The  solution  lies  in  two 
places.  One  is  Raleigh.  The  people  there  need  to  be 
persuaded  to  stop  beating  the  drums  for  health  de- 
partment clinics  and  stick  to  the  field  of  public  health. 
The  other  place  is  your  own  county.  It  is  your  county 
board  of  health  who  plans  these  developments,  and  it 


Given  before  the  Second  General  Session,  North  Carolina  Medical 
Society,  Pinehurst,  N.C.,  May  3,  1980. 


is  your  county  commissioners  who  in  large  part  fi- 
nance them. 

HSA’s  have  been  set  up  to  determine  what  beds  and 
what  technology  is  appropriate  in  the  medical  field. 
On  the  surface  there  are  many  aspects  of  HSA  and 
health  planning  that  are  attractive  and  that  could  work 
well  and  be  of  benefit  to  our  patients  and  society.  Over 
the  past  months,  I have  seen  first  hand  how  the  state 
health  plan  is  being  worked  out.  In  theory,  the  state 
health  plan  is  to  be  a collection  of  the  health  plans 
proposed  by  the  six  local  HSA  areas;  as  a matter  of 
fact,  the  state  health  plan  is  being  formed  by  the  state 
health  coordinating  council  staff  and  is  being  fed  down 
to  the  local  HSA  areas,  which  pleases  neither  the 
HSA’s  nor  the  medical  community.  This  state  is  being 
saddled  with  very  restrictive  policies  that  do  not  make 
allowances  for  differences  between  the  HSA’s  or  be- 
tween areas  within  HSA’s.  It  is  very  much  as  though 
every  one  in  this  room  were  told  that  we  were  to  each 
get  a new  pair  of  shoes  and  wear  them  — all  size  \0Vi 
AAA. 

The  local  HSA’s  are  required  by  law  to  have  at  least 
half  of  their  members  of  their  boards  as  consumers, 
which  has  been  done.  There  is  nothing  wrong  with 
this,  in  principle;  but  in  fact,  it  is  the  biggest  weakness 
of  HSA’s.  When  another  law  setting  up  the  statewide 
PSRO  council  was  written,  it  also  provided  for  con- 
sumers, but  for  consumers  who  were  knowledgeable 
about  health  affairs.  No  such  knowledgeable  people 
are  called  for  in  the  HSA  law,  and  there  are  many 
members  of  HSA  boards  who  know  little  about  health 
affairs.  However,  they  are  very  knowledgeable  about 
political  affairs  and  they  are  turning  HSA’s  into  pork 
barrel  operations. 

Your  medical  society  has,  as  recently  as  last  month, 
hired  a young  man  to  direct  the  medical  society  in  the 
health  planning  field.  This  is  perceived  as  a good  step 
by  physicians  and  indeed  was  one  of  the  directions  of 
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the  1979  House  of  Delegates.  This  program  is  badly 
needed  in  this  state,  but  it  should  not  be  an  excuse  for 
us  to  become  complacent.  This  man  is  to  direct  — he 
cannot  do  the  job  alone.  His  purpose  will  be  to  assist 
us,  to  make  suggestions,  and  to  coordinate  our  efforts. 
Even  Solomon  could  not  be  expected  to  be  a match  tor 
the  hundreds  of  health  planners  in  North  Carolina,  it 
he  worked  alone.  It  will  be  necessary  for  the  vanguard 
committees  and  the  otticers  of  the  local  medical 
societies  to  give  time  to  this  endeavor.  Physicians  are 
going  to  have  to  gel  personally  involved.  We  are  going 
to  have  to  give  up  nights  of  bridge  or  I V or  tamily  tun 
and  give  support  with  our  presence  at  HSA  committee 
meetings,  local  boards  ot  health,  and  at  a wide  variety 
of  forums  where  plans  are  being  influenced  and  public 
opinion  is  being  molded. 

Several  years  ago  the  federal  government  saw  a 
need  for  more  physicians  and  started  capitation  grants 
to  those  schools  of  medicine  which  would  agree  to 
increase  enrollment.  Thus,  classes  were  enlarged  and 
new  schools  were  built.  Now  the  government  wishes 
to  cut  the  budget,  a laudable  goal,  and  one  way  is  to 
remove  the  capitation  grant.  The  carrot  has  appar- 
ently been  consumed.  But  this  leaves  the  already  fi- 
nancially strapped  medical  schools  with  a large  deficit 
which  will  have  to  be  recovered  through  higher  tuition 
for  the  thousands  of  students  now  enrolled.  To  top  it 
off,  the  new  rules  on  lending  have  made  it  impossible 
for  more  AMA-ERF  loans  to  be  made.  This,  in  micro- 
cosm, is  what  may  well  happen  with  medicare  and 
medicaid  funds  about  the  time  these  young  physicians 
emerge  from  their  residency  training.  We  are  now 
entering  into  a period  ot  recession,  and  the  strenuous 
efforts  toward  a balanced  budget  — federal,  state,  and 
personal  — are  likely  to  fall  short  of  the  mark.  Political 
financing  is  a weak  reed  upon  which  to  lean. 

The  basic  needs  of  the  people  are  food  and  shelter 
and  medical  care.  The  governor  is  concerned  about 
medical  care  for  the  poor  and  the  near  poor.  He  told  us 
so  himself  at  the  leadership  conference  in  Charlotte 
this  year.  He  agreed  to  go  to  the  advisory  budget 
commission  in  an  attempt  to  get  approval  ot  the  legis- 
lature for  100  percent  of  the  75th  percentile  of 
medicaid  payments.  That  is  good,  but  he  also  iden- 
tified a need  for  more  physicians  to  participate  in  the 
care  of  medicaid  patients.  It  is  not  fair  for  so  few  to 
provide  such  a large  percentage  of  this  care  in  North 
Carolina.  Many  physicians  do  not  pull  their  weight. 
Those  who  do  not  now  care  for  Medicaid  patients  need 
to  search  their  hearts  for  an  answer. 

Politicians  have  found  the  health  care  arena  a prof- 
itable source  of  votes  and  have  capitalized  on  it. 
Physicians  must  also  enter  the  political  arena  either  as 
prime  candidates  or  as  strong  supporters  of  candi- 
dates. We  can  no  longer  afford  to  assume  a defensive 
attitude  and  remain  apart.  There  is  a need  for  more 
physician  representation  in  Raleigh  and  in  Congress, 
as  well  as  HSA’s,  PSRO’s,  hospital  boards,  and 
boards  of  county  commissioners.  This  also  means 
personal  sacrifice.  There  is  real  difficulty  for  a solo 
practitioner  or  a member  of  a small  group  to  do  this.  1 


marvel  at  John  Gamble’s  ability  to  combine  a suc- 
cessful practice  with  his  work  in  the  General  Assem- 
bly. The  financial  sacrifice  entailed  by  involvement  in 
either  the  General  Assembly  or  Boards  of  County 
Commissioners  is  quite  great.  Therefore,  it  is  up  to 
some  of  the  larger  medical  groups  within  the  state  to 
support  one  of  their  members  while  he  or  she  engages 
in  the  affairs  of  public  office.  The  time  required  be- 
tween public  service  and  medical  practice  can  most 
easily  be  shared  by  a large  group;  I recommend  it. 

Medicine  in  this  country  needs  mostly  to  be  left 
alone.  We  have  come  a long  way  on  our  own  and  we 
can  go  farther.  Increasing  of  governmental  regulation 
has  done  much  to  slow  the  progress  of  medicine  in 
America.  Regulation  has  slowed  technological  ad- 
vances such  as  the  availability  of  scanners.  We  find 
ourselves  years  behind  Europe  in  the  field  of 
therapeutics.  If  the  federal  regulatory  programs  were 
to  be  allowed  to  run  rampant,  the  quality  of  health  care 
in  this  country  would  be  reduced  to  the  level  ot 
mediocrity.  There  would  be  little  opportunity  to  seek 
new  and  innovative  means  to  better  health  care  or 
even  to  get  rid  of  outmoded  methods.  Why?  Because 
the  system  would  become  so  standardized  and  so 
bogged  down  in  regulations  issued  from  Washington, 
that  it  would  be  virtually  impossible  to  win  approval 
for  anything  other  than  the  prescribed  norm.  Very  few 
would  wish  to  initiate  a new  etfort.  1 his  has  already 
been  felt  in  the  pharmaceutical  industry.  We  would  be 
saddled  with  the  cost  of  maintaining  an  army  of  in- 
spectors and  planners  and  statisticians  who  possess 
little  understanding  of  the  care  of  sick  people  and  the 
delicate  nature  of  physician/patient  relationship.  And 
all  of  this  huge  bureaucracy  would  be  overseen  by  the 
secretary  of  HHS  — a political  appointee,  who  might 
have  little  experience  in  the  health  field.  Once  the 
health  system  is  changed  in  this  country,  there  will  be 
very  little  chance  of  ever  returning  it  to  what  it  is  today 
— one  of  the  most  precious  assets  of  society. 

It  may  become  necessary  in  the  future  to  exhibit  in 
no  uncertain  terms  to  the  planners  and  the  regulators 
in  government  that  we  in  the  profession  ot  medicine 
are  serious  in  our  determination  to  resist  further  gov- 
ernmental control.  1 have  given  much  thought  to  this 
over  the  years  and  sense  that  the  time  may  now  be 
close  at  hand. 

There  is  a resolution  now  before  this  house  to  the 
effect  that  “The  North  Carolina  Medical  Society 
withdraw  from  participation  in  PSRO.’’  It  is  in  this 
area  that  the  federally  mandated  programs  are  indeed 
most  vulnerable  to  physician  activity.  Since  the 
PSRO’s  are  physician  run,  they  can  be  closed  down  by 
physicians.  HSA's  and  other  bodies  are  not  so  vulner- 
able. I do  not  believe  that  we  should  take  such  action 
now  nor  that  we  should  take  such  action  only  tor  the 
purpose  of  striking  back  at  government,  we  should 
have  a good  reason. 

Judge  Gehart  Gessel  has  given  us  a good  reason  in 
his  ruling  last  year  that  declares  PSRO  an  agent  of 
government,  thus  opening  the  possibility  that  these 
organizations  come  under  the  Freedom  of  Information 
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Act.  There  is  a law  pending  in  Congress  that  would 
relieve  PSRO’s  from  this  heavy  judgment.  We  need 
to  give  the  Congress  a chance  to  act  upon  it,  but 
we  need  to  plan  ahead  — to  set  a time  when  we  will 
cancel  our  contracts  with  HHS  and  dismantle  our 
PSRO's.  One  PSRO  board  of  directors  in  this  state  has 
already  expressed  its  intention  of  closing  down,  if  the 
Gessel  ruling  is  allowed  to  stand.  I would  hope  that 
other  boards  would  follow  suit  at  the  urging  of  their 
members.  If  there  is  no  agreement  to  do  this,  board 
members  should  be  elected  who  would  vote  for  clos- 
ing. Wholesale  resignation  of  PSRO  members  would 
not  be  effective. 

Time  is  of  the  essence.  The  PSRO’s  are  collecting 
data,  setting  up  hospital  profiles,  setting  up  physician 
■ profiles,  which  may  soon  become  available  to  anyone. 
We  need  to  let  the  Congress  know  that  we  mean  busi- 
ness and  consider  the  matter  to  be  of  grave  impor- 
tance. 


We  have  read  of  physician  strikes  occurring  in  other 
places.  Strikes  that  have  harmed  patients  and  done  the 
physician’s  image  no  good.  I would  not  like  to  see  this 
happen  in  North  Carolina,  but  standing  up  to  govern- 
ment in  the  PSRO  area  will  harm  no  patients  and 
should  increase  our  stature  in  the  public  eye  which  will 
regard  us  as  leaders  in  the  flight  against  unwanted, 
unneeded  and  expensive  regulations. 

We  must  work  hard  to  maintain  and  improve  upon 
what  we  have.  We  must  turn  some  of  our  energy  into 
this  effort.  The  young  physicians  must  be  encouraged 
to  participate,  for  they  have  the  most  to  lose.  The  fight 
will  be  hard  and  it  will  be  continuous,  but  it  will  be 
worthwhile. 

This  then  is  the  challenge  and  responsibility  of 
medicine  in  the  eighties.  Let  us  cheerfully  accept  the 
challenge  and  shoulder  the  responsibility  and  pass  on 
to  the  next  generation  of  physicians  the  heritage  that 
has  been  given  to  us  of  the  world’s  best  medicine. 


Againe,  I beleeve  that  all  that  use  sorceries,  incantations,  and  spells,  are  not  Witches,  or  as  we  terme 
them.  Magicians;  I conceive  there  is  a traditional!  Magicke,  not  learned  immediately  from  the  Devill,  but 
at  second  hand  from  his  Schollers;  who  having  once  the  secret  betrayed,  are  able,  and  doe  emperically 
practice  without  his  advice,  they  both  proceeding  upon  the  principles  of  nature:  where  actives  aptly 
conjoyned  to  disposed  passives,  will  under  any  Master  produce  their  effects.  Thus  I thinke  a great  part  of 
Philosophy  was  at  first  Witchcraft:  which  being  afterward  derived  from  one  to  another,  proved  but 
Philosophy,  and  was  indeed  no  more  than  the  honest  effects  of  Nature:  What  invented  by  us  is 
Philosophy,  learned  from  him  is  Magicke.  Wee  doe  surely  owe  [the  honour  of]  the  discovery  of  many 
secrets  both  to  good  and  bad  Angels.  — Sir  Thomas  Browne,  Religio  Medici. 
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Your  medical  society  is  in  good  shape  in  showing 
growth.  The  current  membership  as  of  April  1 was 
5,301  compared  to  5,104  in  April  1979.  We  have  a total 
AMA  membership  of  4, 134  as  opposed  to  3,918  a year 
ago.  At  the  end  of  last  year,  the  North  Carolina  Medi- 
cal Society  had  5,670  members.  Since  January  1 , 1980, 
we  have  added  217  new  members.  While  state  mem- 
bership nationwide  has  been  steady,  AMA  membei- 
ship  has  decreased.  It  is  in  response  to  this  that  the 
effort  to  recruit  AMA  members  among  physicians  in 
North  Carolina  who  do  not  belong  to  our  Medical  So- 
ciety has  been  approved.  Many  physicians  do  not  be- 
long to  the  AMA  because  of  one  issue  wherein  they 
might  disagree  with  the  AMA  policy.  These  physi- 
cians should  be  persuaded  to  join  the  AMA  for  there 
is  a strong  need  for  a national  organization  to  repre- 
sent the  totality  of  medicine  — a need  that  cannot  be 
met  by  regional  or  specialty  organizations. 

The  North  Carolina  Medical  Society  lost  only  1 1 
members  this  year  because  ot  failure  to  meet  continu- 
ing medical  education  requirements.  This  is  a tribute 
to  the  physicians  of  the  state  and  is  in  large  part  due  to 
an  effective  and  thriving  area  health  education  pro- 
gram . 

Our  financial  status  is  good.  We  ended  the  year  ot 
1979  with  a surplus  and  no  dues  increase  is  envisioned. 
The  executive  council  has  voted  to  do  away  with  the 
dues  differential  for  new  members  and  this  is  up  for 
consideration  of  the  House  of  Delegates  in  Report  H. 

Your  AMA  delegation,  ably  led  by  Dave  Welton, 
met  in  Chicago  in  July  and  in  Honolulu  in  December. 
At  the  next  meeting  in  Chicago,  the  NC  Delegation 
will  have  two  members  on  reference  committees,  and 
Dr.  Eben  Alexander  is  up  for  re-election  to  the  posi- 


Given  before  the  House  of  Delegates.  North  Carolina  Medical  Society.  Pinehurst,  N .C  , 
May  l,  1980 


tion  of  member  of  the  AMA  Council  on  Medical  Edu- 
cation. Dr.  John  Glasson.  past  president  of  your  North 
Carolina  Medical  Society,  is  vice-chairman  of  the 
AMA  Council  on  Medical  Services.  In  addition  to  Dr. 
Glasson  and  Dr.  Alexander,  there  are  16  North  Caro- 
lina Medical  Society  members  who  belong  to  com- 
mittees or  advisory  boards  of  the  AMA.  This  is  an 
indication  of  the  input  that  the  physicians  of  North 
Carolina  have  into  the  workings  of  the  AMA. 

During  the  year  the  Council  has  concerned  itself 
with  the  matter  of  affiliate  membership  for  allied 
health  personnel.  There  is  very  little  support  for  this 
and  it  is  to  be  considered  in  Reference  Committee  11 
this  afternoon  as  Resolution  19  from  Caldwell  County. 

The  Board  of  Medical  Examiners  has  been  active 
throughout  the  year  under  the  chairmanship  ot  Dr. 
Bryant  Galusha.  The  Board  has  requested  that  the 
Executive  Council  approve  the  concept  of  the  Board 
assisting  in  or  providing  educational  assistance  to 
physicians  who  may  be  in  some  need  ot  re-education. 
This  will  be  reported  again  at  the  September  meeting 
of  the  Council.  Our  Board  of  Medical  Examiners  is 
composed  of  physicians  and  is  elected  by  this  House 
of  Delegates.  The  Sunset  Commission  is  to  consider 
possible  changes  in  the  makeup  of  the  board  and  ac- 
cording to  our  present  best  sources  is  going  to  suggest 
that  future  members  ot  the  board  be  appointed  by  the 
governor  and  that  it  have  two  public  members.  This 
will  be  ultimately  decided  by  the  legislature. 

The  stand  of  the  Medical  Society  is  that  the  board  be 
kept  as  is  and  not  be  turned  into  a political  football. 
The  job  of  the  state  society  will  be  to  keep  members 
informed.  The  members’  job  will  be  to  lobby  their 
legislators  to  prevent  further  erosion  of  our  duties  and 
responsibilities.  An  Ad  Hoc  Committee  has  been 
named  to  keep  abreast  of  these  proposed  changes. 

The  Committee  on  Legislation  has  proposed  and  the 
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Executive  Council  has  requested  that  in  cases  where 
drugs  are  prescribed  by  optometrists  the  consulting 
physician’s  name  be  included  on  the  Medicaid/ 
Medicare  reporting  form.  This  measure  is  currently 
under  review  and  is  being  considered  by  the  Depart- 
ment of  Human  Resources.  No  action  has  yet  been 
taken. 

The  Executive  Council,  on  recommendation  of  the 
Committee  on  Social  Services,  expressed  concern 
about  the  overutilization  of  expensive  emergency 
room  facilities  and  recommended  that  office  care  of 
Medicaid  and  Medicare  patients  be  made  more  attrac- 
tive by  increasing  payments  for  their  services  to  a 
reasonable  level.  On  Friday,  February  1st  at  the 
Leadership  Conference  in  Charlotte,  former  Gover- 
nor Bob  Scott  promised  to  help  with  the  goal  of  in- 
creasing payment  of  Medicaid  claims  to  100  percent  of 
the  75th  percentile.  The  following  day  Governor  Hunt 
made  the  same  promise.  This  recommendation  is  to  go 
to  the  Advisory  Budget  Commission  and  should  be 
considered  during  the  short  session  of  the  Legislature 
this  year.  The  chances  of  this  passing  are  dependent  in 
large  measure  upon  the  lobbying  of  physicians  back 
home  as  well  as  the  enthusiasm  of  the  current  admin- 
istration. 

The  Committee  on  Medical  Education  has  been 
designated  by  your  Executive  Council  as  the  final 
accrediting  body  of  intra-state  CME  organizations  and 
institutions  in  cooperation  with  the  AM  A.  This  should 
reduce  greatly  the  time  previously  required  for  ap- 
proval of  CME  programs  sponsored  by  local  medical 
societies  and  hospital  staffs. 

Your  North  Carolina  Medpac  Committee  is  divided 
into  MedPac  Federal  and  MedPac  State.  The  present 
board  of  directors  will  remain  the  board  of  directors  of 
both  groups.  Dr.  David  Nelson  is  chairman.  This 
group  is  not  supported  by  any  funds  of  the  North 
Carolina  Medical  Society,  but  by  personal  contribu- 
tions from  our  members.  Your  executive  council  are 
all  members  of  MedPac,  and  I believe  most  of  them  are 
sustaining  members  donating  at  least  $100.  They 
highly  recommend  member  participation  in  this  very 
important  organization. 

Over  the  past  year,  there  have  been  major  changes 
in  the  relationship  of  your  society  with  the  Blue 
Cross-Blue  Shield  Corporation.  In  the  spring  of  1979, 
the  Blue  Cross  Board  voted  to  change  its  bylaws  so 
that  all  members  of  the  board  would  be  elected  by  the 
board.  Before,  the  board  was  composed  of  25  mem- 
bers, 13  public  members  elected  by  the  board,  6 physi- 
cians elected  by  this  House  of  Delegates,  and  6 elected 
by  the  North  Carolina  Hospital  Association.  After  the 
bylaws  change,  your  society  was  invited  to  present 
physicians’  names  for  consideration  as  members  of 
the  board.  Two  names  were  presented  in  1979  and  one 
physician  was  elected  to  the  board.  This  year  two 
names  were  presented  by  your  North  Carolina  Medi- 
cal Society  nominating  committee,  through  the  Exec- 
utive Council  to  the  Blue  Cross  board  nominating 
committee,  but  neither  was  nominated.  The  question 


arises  as  to  whether  there  is  any  need  for  the  Medical 
Society  to  continue  to  present  suggested  names  of 
physicians  to  the  Blue  Cross  Board. 

The  Insurance  Industry  Committee  and  the  Blue 
Shield  Committee  have  been  instructed  to  confine 
their  deliberations  “to  consideration  of  policy  matters 
in  which  the  society  is  interested,  not  including  fees 
for  physicians  services’’.  This  action  was  taken  on 
February  3rd  by  the  Executive  Council  and  was  done 
at  the  strong  urging  of  our  legal  counsel  and  the  legal 
counsel  of  the  AMA.  This  action  was  deemed  neces- 
sary to  protect  your  Medical  Society  from  Federal 
Trade  Commission  harassment. 

Your  Medical  Society  is  a participant  in  a program 
whose  object  is  to  help  upgrade  the  health  care  deliv- 
ery systems  in  jails  throughout  the  state.  This  project 
is  funded  by  the  Law  Enforcement  Assistance  Ad- 
ministration through  the  AMA  and  we  are  1 of  24 
participating  state  societies. 

Our  intention  is  to  implement  the  AMA’s  standards 
for  health  services  for  jails  which  include  designation 
of  a health  authority  to  oversee  medical  care  services, 
provide  regular  sick  call,  screen  all  inmates  upon  ad- 
mission to  the  jail,  perform  health  appraisals  on  in- 
mates within  14  days  of  arrival  in  the  jail,  provide  an 
adequate  number  of  health  trained  correctional  offi- 
cers, and  develop  a medical  policy  and  procedural 
manual.  Carleen  Massey  is  our  Jail  Project  Coor- 
dinator and  is  providing  technical  assistance  to  each 
jail  so  that  these  standards  may  be  met.  She  has  re- 
ceived valuable  assistance  from  several  county  medi- 
cal societies  in  securing  a responsible  health  authority 
for  the  project  jails.  A two-day  training  session  for 
jailers  was  held  on  April  8-9  with  approximately  40 
participants  from  19  county  jails.  It  is  anticipated  that 
several  more  jails  will  be  added  to  the  current  group  of 
10  participants. 

At  the  direction  of  the  1979  House  of  Delegates,  a 
search  committee  has  worked  diligently  to  find  an 
individual  to  work  in  the  area  of  Government  Planning 
and  assist  the  vanguard  committees  over  the  state  in 
organizing  and  in  surveillance  of  HSA's  and  other 
planning  boards.  The  duties  will  be  to  establish  an 
early  warning  system  so  that  we  may  have  early  and 
effective  input  into  medical  planning  at  a point  where 
our  efforts  can  be  the  most  effective. 

In  April  of  this  year,  your  Medical  Society  Officers, 
Committee  Members,  and  Medical  School  Represen- 
tatives appeared  before  the  Sunset  Commission  to 
testify  as  to  the  dangers  of  allowing  nurse  midwives  to 
do  home  deliveries  under  the  auspices  of  physicians. 
This  is  another  question  which  may  be  discussed  in  the 
Legislature  and  need  local  lobbying.  Also,  there  is  a 
newly  proposed  pharmacy  act  which  would  allow 
pharmacists  under  certain  conditions  to  write  pre- 
scriptions and  to  order  tests,  diagnose  and  treat.  I do 
not  need  to  say  that  your  medical  society  is  engaged  on 
many  fronts  and  needs  help  and  cooperation  from 
individual  physicians  from  Manteo  to  Murphy  and 
from  Shallotte  to  Coinjock. 
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If  the  experience  of  future  presidents  is  as  good  as 
mine  in  this  respect,  we  should  have  no  manpower 
problems. 

I want  to  thank  the  membership  of  this  society  for 


their  support  during  the  year.  1 thank  you  for  your 
presence  here  today,  and  I would  like  to  leave  you 
with  this  thought.  Unless  you  want  to  do  it  all  yourself, 
get  others  involved.  And  get  involved  with  others! 


A.  Celsus  sayth  that  is  good  in  palsies  ...  so  profitable  unto  the  colder  constitution  of  chest  or 
stomack.  So  Aristotle  commends  it  in  . . . retention  of  the  breath  in  the  hicket,  singulturn  solvit 
sternutatio  spiritus  cohibitio  acetum.  Hee  also  observes  that  men  heare  better  when  they  hold  their 
breath,  breathing  causing  some  kind  of  noyse. 

Butt  it  is  to  bee  used  with  caution  & with  respect  unto  inconveniences  wch  may  insue  in  some  bodyes, 
for  in  some  it  may  endanger  aneurisma  & the  dilatation  of  the  pupill  of  the  eye  & may  cause  hernias  & 
ruptures,  nor  in  those  who  rayse  blood  nor.  . . . 

Aurelianus  commends  it  in  Asthmaticall  ...  & colicall  persons.  Hippocrates  in  those  which  are 
troubled  with  ...  in  frequent  yawnings  & stretchings. 

So  that  among  the  ancients  the  cohibition  or  holding  of  the  breath  was  a kind  of  exercise.  . . . — Sir 
Thomas  Browne,  Miscellaneous  Writings. 
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Excerpted  and  reprinted  with  permission  of  The  Canadian  Medical  Association  Journal  Vol.  121 , No.  9,  November  3 , 1979. 


EDITOR'S  NOTE:  Frequent  references  are  being  made  in  this  report  to  tables  not 
being  reproduced.  These  tables  are  summarized  in  Table  IV  which  is  included  in 
this  issue  as  a fold-out.  Those  interested  in  the  tables  not  being  reproduced  should 
refer  to  the  original  publication  Canadian  Medical  Association  Journal/November 
3,  1979/Vol.  121. 


TASK  FORCE  REPORT 


The  periodic  health  examination 

Canadian  Task  Force  on  the  Periodic  Health  Examination* 


* Chairman:  Dr.  Walter  O.  Spitzer, 

professor  of  epidemiology  and  health, 
and  family  medicine,  McGill  University, 
Montreal.  Members:  Dr.  J.  Ronald 
D.  Bayne,  professor  of  medicine 
(gerontology),  McMaster  University, 
Hamilton;  Dr.  Kenneth  C.  Charron, 
special  adviser  to  the  dean  of  medicine. 
University  of  Toronto  and  to  the  dean 
of  health  sciences,  McMaster  Uni- 
versity, Hamilton;  Dr.  Suzanne 
W.  Fletcher,  formerly  assistant  professor 
of  medicine  and  associate  professor  of 
epidemiology  and  health,  McGill 
University,  Montreal  (new  address: 
North  Carolina  Memorial  Hospital, 
University  of  North  Carolina,  Chapel 
Hill,  NC);  Dr.  Lise  Frappier-Davignon, 
directrice  interimaire,  epidemiologie 
et  medecine  preventive  (centre  de 
recherche),  Institut  Armand-Frappier, 
Montreal;  Dr.  Richard  R.  Goldbloom, 
professor  of  pediatrics,  Dalhousie 
University,  Halifax;  Dr.  Ian  R. 
McWhinney,  professor  of  family 
medicine.  University  of  Western 
Ontario,  London;  Dr.  Brenda  Morrison, 
assistant  professor  of  medical  statistics. 
University  of  British  Columbia, 
Vancouver;  Dr.  Daniel  Offord,  formerly 
professor  of  psychiatry,  University 
of  Ottawa  (new  address:  Chedoke  Child 
and  Family  Centre,  Hamilton); 

Dr.  David  L.  Sackett,  professor  of 
clinical  epidemiology  and  bio- 
statistics, and  medicine,  McMaster 
University,  Hamilton.  Resource  persons 
from  the  Department  of  National 
Health  and  Welfare:  Dr.  Derek 
D.  Gellman,  formerly  director  general, 
health  services  directorate  (now  vice- 
; president  of  medical  education, 
Vancouver  General  Hospital); 

Dr.  Gerry  B.  Hill,  formerly  director 


general,  research  programs  directorate 
(now  director,  department  of  epide- 
miology, Provincial  Cancer  Hospitals 
Board,  Edmonton);  Ms.  Manuelle 
Adrian,  formerly  research  economist, 
health  economics  and  statistics;  Dr. 
Francine  Lortie-Monette,  chief,  health 
status  division,  health  protection  branch. 
Permanent  consultant:  Dr.  I.  Barry 
Pless,  professor  of  pediatrics,  and 
epidemiology  and  health,  McGill 
University,  Montreal.  Editorial 
coordinator:  Dr.  David  A.E.  Shephard, 
Kellogg  Centre  for  Advanced  Studies 
in  Primary  Care,  The  Montreal 
General  Hospital.  Research  assistant: 

Ms.  Wikke  Walop,  PhD  student  in 
epidemiology,  McGill  University, 
Montreal.  Coordinator  of  the  task 
force:  Dr.  Real  Prefontaine,  medical 
adviser,  health  services  directorate. 
External  consultants:  those  who 
prepared  working  documents  for  the 
task  force  (see  the  appendix). 


The  Canadian  Task  Force  on  the 
Periodic  Health  Examination  was 
established  in  September  1976  to 
determine  how  the  periodic  health 
examination  might  enhance  or 
protect  the  health  of  the  popula- 
tion. The  main  challenge  was  to 
recommend  a plan  for  a lifetime 
program  of  periodic  health  assess- 
ments for  all  persons  living  in 
Canada. 

This  report,  which  is  derived 
from  the  formal  submission  of  the 
task  force  to  the  Conference  of 
Deputy  Ministers  of  Health  of 
Canada,  summarizes  the  main 
aspects  of  the  task  force’s  work, 
particularly  the  methods,  findings, 
conclusions  and  recommendations. 
The  main  components  of  the  report 
are  the  following:  a statement  of  the 
terms  of  reference;  a description  of 
criteria  for  the  assessment  of  poten- 


tially preventable  conditions  and  a 
classification  of  recommendations 
regarding  inclusion  or  exclusion  of 
consideration  of  these  conditions  in 
a periodic  health  examination;  a set 
of  age-related  health  protection 
packages;  an  enumeration  of  re- 
search priorities  relating  to  the 
periodic  health  examination;  a dis- 
cussion of  pertinent  social  and 
economic  issues;  a listing  of  the 
task  force’s  overall  recommenda- 
tions; and,  finally,  some  suggestions 
for  a strategy  for  implementation  of 
these  recommendations. 

This  report  is  complemented  by 
a monograph  of  supporting  docu- 
ments that  detail  the  scientific  basis 
for  the  task  force’s  conclusions  and 
recommendations;  such  evidence  is 
summarized  in  this  report.  Some 
supporting  and  illustrative  material 
from  the  monograph  has  been 
added  by  the  editors  of  the  Journal 
to  the  formal  submission  of  the  task 
force;  the  paragraphs  of  additional 
material  end  with  an  asterisk. 
Whereas  the  monograph  contains 
a comprehensive  bibliography  of 
nearly  1500  citations,  of  which  over 
300  have  been  annotated,  the 
present  report  contains  3 1 8 selected 
references,  314  of  which  are  re- 
lated to  the  conditions  studied  by 
the  task  force.  In  addition  to  using 
citations  in  the  bibliography  to  de- 
velop evidence  for  particular  con- 
ditions, the  task  force  also  relied 
on  consultants’  reports. 

The  task  force  was  formed  at 
the  request  of  the  Conference  of 
Deputy  Ministers  of  Health  of 
Canada  and  through  the  coordina- 
tion of  the  health  services  director- 
ate, health  services  and  promotion 
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branch,  Department  of  National 
Health  and  Welfare.  The  members, 
who  were  representative  of  the  ap- 
propriate health  care  disciplines, 
were  nominated  by  the  Canadian 
Medical  Association,  the  Canadian 
Public  Health  Association,  the  Col- 
lege of  Family  Physicians  of  Can- 
ada, l’Association  des  medecins  de 
langue  franchise  du  Canada  and 
the  Royal  College  of  Physicians 
and  Surgeons  of  Canada.  Aiding  the 
members  of  the  task  force  was  an 
international  group  of  consultants 
(see  the  appendix).  This  report  on 
the  periodic  health  examination,  the 
result  of  deliberations  over  3 years, 
therefore  reflects  not  only  an  im- 
portant aspect  of  health  care  today 
but  also  Canadian  and  international 
viewpoints. 

7 his  report  is  to  government  and 
not  by  government.  The  members  of 
the  task  force  were  clinicians  and 
scientists.  In  developing  conclusions 
and  recommendations  our  compel- 
ling concerns  were  clinical  mean- 
ingfulness to  our  professional  col- 
leagues and  scientific  soundness. 
The  Conference  of  Deputy  Minis- 
ters gave  us  a free  hand  and  re- 
viewed the  report  only  in  its  final 
form. 

Background:  the  periodic  health 
examination  versus  the  routine 
annual  check-up 

Standards  for  safe  and  effective 
practice  in  the  health  field  are  con- 
stantly changing,  but  in  the  past 
three  decades  the  forces  of  change 
have  intensified.  Today,  because  of 
the  rapid  growth  of  medical  knowl- 
edge and  the  widening  application  of 
technology  to  medicine,  there  is  a 
particular  need  for  a continuing 
authoritative  review  of  standards  for 
both  preventive  and  therapeutic 
strategies.  Some  of  these  strategies 
are  subsumed  under  the  general 
category  of  the  periodic  health 
examination. 

The  periodic  health  examination 
has  two  main  goals:  the  prevention 
of  specific  disease  and  the  promo- 
tion of  health.  To  achieve  these  ob- 
jectives the  periodic  health  examina- 
tion has  traditionally  included  two 
main  strategies:  the  “routine  check- 
up” and  immunization.  Whereas  the 
value  of  immunization  in  health 
protection  has  been  established  for 
many  conditions,  the  value  of  the 
routine  check-up  in  preventing  di- 


sease is  uncertain.  Even  so,  both 
physicians  and  the  public  believe  in 
the  benefits  of  the  routine  check-up, 
and  it  has  become  a firmly  estab- 
lished health  service.  Yet  we  often 
lack  the  evidence  to  prove  that  early 
diagnosis  or  presymptomatic  detec- 
tion of  a given  condition  improves 
prognosis  at  an  acceptable  risk,  and 
the  assumptions  underlying  the  pe- 
riodic health  examination  must 
therefore  be  questioned.* 

On  what  grounds  can  the  annual 
physical  examination  be  criticized? 
First,  the  content  and  the  frequency 
of  examinations,  except  for  prenatal 
and  well-child  examinations,  bear 
little  relation  to  the  needs  of  dif- 
ferent age  groups.  Second,  tests  and 
procedures  are  included  in  the 
check-up  examination  despite  scanty 
evidence  for  their  effectiveness  and 
efficacy  as  case-finding  maneuvers. 
Third,  the  procedures  are  repeated 
once  a year  even  though  many  could 
be  performed  equally  effectively  at 
longer  intervals.  And  fourth,  the 
annual  check-up  tends  to  be  used 
mainly  by  more  highly  educated  and 
affluent  members  of  society,  who 
are  not  necessarily  in  greatest  need 
of  an  annual  physical  examination. 

These  objections  have  led  many 
to  recognize  the  need  for  an  altern- 
ative to  the  routine  annual  check- 
up. The  task  force  concluded  that  it 
would  be  better  to  identify  prevent- 
able conditions  of  importance  to 
each  age  group,  and  to  assess  the 
detection  maneuvers  and  preventive 
interventions  related  to  each  condi- 
tion. The  task  force’s  main  recom- 
mendation is,  therefore,  that  the 
routine  annual  check-up  be  aban- 
doned in  favour  of  a selective  ap- 
proach that  is  determined  by  a per- 
son’s age  and  sex.  The  task  force 
recommends  a specific  strategy  com- 
prising a lifetime  health  care  plan 
based  on  a set  of  age-  and  sex-re- 
lated health  protection  packages. 

Although  our  main  purpose  was 
not  to  make  recommendations  lead- 
ing to  a reduction  in  costs,  the  plan 
we  propose  does  have  social  and 
economic  implications.  These  we 
have  not  ignored.  Our  recommenda- 
tions must  be  regarded  as  minimal 
standards,  and  it  would  be  a serious 
error  if  health  insurance  agencies, 
for  example,  ever  considered  them 
to  be  maximal  standards  instead. 
Many  persons  who  are  at  special 
risk  will  require  more  than  the  in- 


terventions we  have  recommended. 
We  do  believe,  however,  that  imple- 
mentation of  our  recommendations 
would  make  more  efficient  the  use 
of  the  country’s  resources.  Increased 
efficiency  could  result  not  only  from 
more  selective  use  of  tests  and  pro- 
cedures but  also  from  more  effect- 
ive deployment  of  the  many  dif- 
ferent types  of  health  professionals. 

Terms  of  reference 

The  terms  of  reference  within 
which  the  task  force  worked  were 
relatively  straightforward.  They 
were  as  follows: 

• To  identify  the  main  killing 
or  disabling  conditions,  unhealthy 
states  and  unhealthy  behaviours  af- 
fecting Canadians  and  to  determine 
which  could  possibly  be  prevented 
according  to  present  knowledge. 

• To  consider  evidence  for 
the  benefit  of  early  detection  or 
prevention  of  killing  or  disabling 
conditions,  unhealthy  states  and  un- 
healthy behaviours  in  the  noncom- 
plainant individual.  (If  early  detec- 
tion or  prevention  were  judged  to 
be  beneficial,  the  particular  entity 
would  be  termed  preventable.) 

• To  define  groups  in  the  popu- 
lation at  high  risk  for  specific  pre- 
ventable conditions,  states  and  be- 
haviours. 

• To  design  health  protection 
“packages”  shown  to  be  effective  — 
or,  in  special  circumstances,  de- 
sirable on  other  grounds  — that 
should  become  part  of  periodic 
health  examinations  at  defined  ages 
and  for  defined  population  groups. 

• To  make  recommendations  on 
the  procedures,  content,  frequency 
and  appropriate  providers  of  pe- 
riodic health  examinations  and 
preventive  interventions  at  defined 
ages  and  for  defined  population 
groups. 

• To  propose  specific  measures 
for  evaluation  of  the  effectiveness 
and  efficiency  of  the  recommended 
plan  for  periodic  health  examina- 
tions that  would  permit  recurring  re- 
assessment and  improvement. 

Since  most  of  the  discussion  on 
the  periodic  health  examination  re- 
lates to  the  prevention  of  specific 
diseases  rather  than  the  promotion 
of  health,  much  of  the  task  force’s 
study  concerned  the  prevention  of 
disease.  At  the  same  time,  the  task 
force  remained  cognizant  of  the  im- 
portance of  health  promotion. 
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Definitions  and  tables 

Interpretation  of  the  task  force’s 
work  and  of  this  report  is  facilitated 
by  a clear  understanding  of  the  use 
of  certain  words  and  expressions. 
Key  definitions  are  set  forth  in 
Table  I (page  1263?.  Three  other 
tables  present  different  aspects  of 
the  conclusions  and  recommenda- 
tions of  the  task  force.  Table  II 
(page  12Qg}  summarizes  the  effec- 
tiveness of  prevention  and  treat- 
ment, the  quality  of  evidence,  the 
maneuvers  and  the  recommenda- 
tions relating  to  the  conditions 
studied  by  the  task  force.  Table  III 
(page  1222}  details  1 8 age-  and  sex- 
specific  health  protection  packages 
based  on  the  recommendations  sum- 
marized in  Table  II.  Table  IV  (see 
fold  out)  shows  how  the  health  pro- 
tection packages  can  be  displayed. 
The  visual  display  in  Table  IV 
identifies,  using  colour  coding,  the 
classification  for  each  recommenda- 
tion; Table  IV  can  be  placed  on  a 
wall  or  notice  board  for  easy  refer- 
ence. It  should  be  used  in  addition 
to,  not  instead  of , Tables  IIB  and 
III. 


Criteria  for  assessment  of 
potentially  preventable  conditions 
and  for  classifying  recommen- 
dations for  inclusion  or  exclusion 
of  the  conditions 

The  task  force  and  its  more  than 
40  consultants  from  many  dis- 
ciplines throughout  Canada  and 
other  countries  surveyed  the  re- 
levant world  literature  to  identify 
128  potentially  preventable  condi- 
tions. Of  these,  more  than  90 
seemed  to  merit  detailed  study  by 
the  task  force.  In  judging  whether  a 
specific  condition  should  be  consi- 
dered in  a periodic  health  examina- 
tion three  aspects  were  studied:  (a) 
the  current  burden  of  mortality, 
morbidity  and  suffering  caused  by 
the  condition;  (b)  the  validity  and 
acceptability  of  the  maneuver  used 
to  identify  risk  or  the  early  asymp- 
tomatic stage  of  the  condition,  or 
the  maneuver  used  to  prevent  the 
condition;  and  (c)  the  effectiveness 
of  the  resulting  intervention.  In 
some  instances,  although  the  condi- 
tion might  be  considered  possibly 
preventable,  the  relatively  light 
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burden  of  suffering  associated  with 
it,  its  low  frequency  in  Canada  or 
the  obvious  absence  of  a suitable 
detection  maneuver  led  us  to  omit 
the  condition  from  detailed  study.* 

While  the  point  of  departure  for 
the  delineation  of  conditions  was  the 
official  diagnostic  coding  system  of 
the  International  Classification  of 
Diseases,  Adapted,  when  we 
studied  the  conditions  we  reclas- 
sified them  in  a manner  that  con- 
formed as  closely  as  possible  to  the 
way  the  issues  are  confronted  by 
primary  care  practitioners  in  daily 
practice.  (The  best  example  of  this 
approach  is  a condition  that  was 
redesignated  “progressive  incapacity 
with  ageing”  — the  constellation  of 
clinical  and  social  problems  that 
affect  the  elderly,  particularly  those 
over  the  age  of  75  years.)  Usually 
redelineation  of  the  problems  re- 
sulted in  the  grouping  of  more  con- 
ventional designations,  but  some- 
times it  resulted  in  the  splitting  of 
rubrics,  as  with  diabetes  mellitus  in 
the  adult,  which  was  considered 
separately  for  pregnant  women  and 
for  all  other  adults.  In  other  words, 
we  followed  the  principle  that  the 
conditions  about  which  we  reached 
decisions  should  be  defined  in  a 
way  that  is  clinically  meaningful  to 
the  primary  care  practitioner.  Thus, 
after  we  had  assessed  the  evidence 
about  some  of  the  conditions,  it 
proved  clearly  inappropriate  to  pre- 
pare specific  recommendations  for 
them.* 

Current  burden  of  suffering 

The  current  burden  of  suffering 
was  assessed  by  considering  two 
factors:  first,  the  impact  of  the 
particular  condition  on  the  in- 
dividual, as  assessed  from  the  years 
of  life  lost,  the  amount  of  disability, 
the  pain  and  discomfort,  the  cost  of 
treatment  and  the  effect  on  the  in- 
dividual’s family;  and,  second,  the 
impact  on  society,  as  assessed  from 
the  mortality,  the  morbidity  and  the 
cost  of  treatment. 

Maneuver 

The  detection  (or  preventive) 
maneuver  was  evaluated  by  consi- 
dering three  sets  of  criteria:  the 
risks  and  benefits;  the  sensitivity, 
specificity  and  predictive  value;  and 
the  safety,  simplicity,  cost  and  ac- 
ceptability to  the  patient. 


Effectiveness  of  intervention 

The  effectiveness  of  intervention 
was  graded  according  to  the  quality 
of  the  evidence  obtained,  as  follows: 

I : Evidence  obtained  from  at 
least  one  properly  randomized  con- 
trolled trial. 

II-l:  Evidence  obtained  from 

well  designed  cohort  or  case-control 
analytic  studies,  preferably  from 
more  than  one  centre  or  research 
group. 

1 1-2:  Evidence  obtained  from 

comparisons  between  times  or 
places  with  or  without  the  interven- 
tion. Dramatic  results  in  uncon- 
trolled experiments  (such  as  the 
results  of  the  introduction  of  pe- 
nicillin in  the  1940s)  could  also  be 
regarded  as  this  type  of  evidence. 

Ill:  Opinions  of  respected  au- 
thorities, based  on  clinical  experi- 
ence, descriptive  studies  or  reports 
of  expert  committees. 

Classification  of  recommendations 

On  the  basis  of  these  considera- 
tions the  task  force  made  a clear 
recommendation  for  each  condition 
as  to  whether  it  should  be  spe- 
cifically considered  in  a periodic 
health  examination.  Recommenda- 
tions were  classified  as  follows: 

A:  There  is  good  evidence  to 
support  the  recommendation  that 
the  condition  be  specifically  consi- 
dered in  a periodic  health  examina- 
tion. 

B : There  is  fair  evidence  to  sup- 
port the  recommendation  that  the 
condition  be  specifically  considered 
in  a periodic  health  examination. 

C:  There  is  poor  evidence  re- 
garding the  inclusion  of  the  condi- 
tion in  a periodic  health  examina- 
tion, and  recommendations  may  be 
made  on  other  grounds. 

D:  There  is  fair  evidence  to  sup- 
port the  recommendation  that  the 
condition  be  excluded  from  consi- 
deration in  a periodic  health  examin- 
ation. 

E:  There  is  good  evidence  to 
support  the  recommendation  that 
the  condition  be  excluded  from  con- 
sideration in  a periodic  health  exa- 
mination. 

Because  the  effectiveness  of  treat- 
ment or  of  the  preventive  measure 
for  a condition  was  of  such  im- 
portance to  the  task  force,  the  final 
recommendation  for  each  condition 
relied  heavily  on  our  assessment  of 
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the  evidence  for  effectiveness  of 
treatment.  Thus,  a class  A recom- 
mendation was  rarely  made  in  the 
absence  of  grade  I evidence  re- 
garding effectiveness  of  treatment 
or  prevention.  However,  an  excep- 
tion to  this  rule  occurred  when  a 
clinical  intervention  was  shown,  in 
grade  II  terms,  to  save  the  lives  of 
victims  of  a previously  universally 
fatal  condition.  For  example,  if 
malignant  hypertension  is  left  un- 
treated, all  affected  patients  will  die; 
if  treated,  most  will  survive.  Thus, 
grade  II  evidence  is  sufficient  for  a 
class  A recommendation.  Such 
examples  are  rare,  however,  and 
grade  I evidence  was  required  for 
the  highest  recommendation  for 
most  of  the  conditions. 

For  some  of  the  conditions  consi- 
dered, the  final  recommendation  was 
less  certain  than  the  evidence  re- 
garding the  effectiveness  of  treat- 
ment. This  was  due  to  problems 
with  either  the  detection  maneuver 
for  the  condition  or  determinations 
regarding  the  burden  of  suffering 
caused  by  the  condition.  For  exam- 
ple, we  were  impressed  by  the 
evidence  for  early  treatment  of  car- 
cinoma of  the  breast  and  of  colo- 
rectal carcinoma,  but  for  each  of 
these  conditions  there  are  serious 
problems  regarding  the  detection 
maneuver.  The  recommendation  for 
each  condition,  therefore,  encom- 
passes all  three  dimensions  assessed. 

Conditions  receiving  a class  C 
recommendation  presented  special 
problems  to  the  task  force.  In 
essence,  the  available  evidence  did 
not  aid  us  in  deciding  whether  these 
conditions  should  be  sought  in  a 
periodic  health  examination,  and  we 
were  therefore  least  sure  about  our 
recommendations  for  them.  When 
the  evidence  was  inadequate  we 
judged  it  best  to  err  in  the  direction 
of  prudence.  The  general  guidelines 
used  by  the  task  force  in  making 
class  C recommendations  were  as 
follows: 

• Seek  to  minimize  harm  when 
adding  or  retaining  a detection 
maneuver  or  intervention  or  when 
withdrawing  a currently  used  man- 
euver. 

• Enhance  the  credibility  of  all 
recommendations  by  advocating 
major  changes  to  accepted  practice 
only  on  strong  substantiation  of  the 
need  for  such  change. 

• Avoid  the  possibility  of  un- 
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necessarily  labelling  people  as  “di- 
seased”. 

• Minimize  the  cost  of  health 
services  by  avoiding  the  use  of  ex- 
pensive maneuvers  of  equivocal  or 
unknown  benefit. 

• Focus  on  problems  and  con- 
ditions associated  with  a high  bur- 
den of  suffering  for  individuals  and 
the  population. 

• Avoid  overlooking  the  dis- 
tinctive needs  and  problems  of 
high-risk  groups. 

In  addition  to  the  final  recom- 
mendation on  each  condition,  com- 
ments were  made,  when  applicable, 
according  to  three  criteria:  (a)  the 
frequency  of  any  proposed  test  or 
intervention;  (b)  the  existence  of 
high-risk  groups  of  persons  requir- 
ing more  frequent  examination;  and 
(c)  when  the  maneuver  should  be 
undertaken.  With  respect  to  the 
third  criterion,  a maneuver  might  be 
performed  during  an  office  visit  for 
an  unrelated  complaint,  during  a 
health  examination  initiated  by  the 
patient  or  a health  worker  and  un- 
related to  any  specific  complaint, 
or  as  part  of  a mass  community- 
based  program,  or  a combination. 

The  individual  recommendations 
for  each  condition  are  summarized 
in  Table  II. 

The  health  protection  packages 

We  recommend  that  the  annual 
check-up,  as  practised  almost  ritual- 
istically  for  several  decades  in  North 
America,  be  abandoned.  We  consi- 
der that  the  routine  general  annual 
check-up  is  nonspecific  and  casts 
a searching  net  far  too  broadly,  par- 
ticularly in  the  adult,  is  inefficient 
and,  at  times,  is  potentially  harm- 
ful.* 

The  task  force  is  convinced  of  the 
superiority  of  a selective  periodic 
health  examination  over  the  routine 
annual  check-up  or  even  the  routine 
frequent  complete  check-up.  To  con- 
tinue advocating  an  essentially  sim- 
ilar complete  “work-up”  for  most 
adults  from  age  18  years  onward 
is  no  longer  justifiable  from  the 
study  of  all  the  evidence  on  what 
can  and  should  be  prevented.  Nor 
does  it  make  biologic  sense  that  the 
same  preventive  measures  should 
apply  to  a 23-year-old,  ostensibly 
healthy,  asymptomatic  man,  a 49- 
year-old  postmenopausal  woman 
and  an  82-year-old  man  with  nothing 
more  than  undetected  maturity- 


onset  diabetes.  To  use  the  same 
detection  maneuvers  in  all  these 
phases  of  life  is  to  use  an  instru- 
ment far  more  blunt  than  our  pre- 
sent state  of  knowledge  justifies, 
scant  as  that  knowledge  is  in  many 
areas. 

To  take  the  place  of  the  conven- 
tional routine  approach,  we  have 
recommended  a series  of  health 
protection  packages  as  a selective 
approach  in  preventive  health  care 
that  will  help  health  professionals 
and  the  health  service  system  con- 
centrate on  the  identification  and 
early  management  of  conditions  that 
are  potentially  preventable.  This 
selective  approach  restricts  detec- 
tion maneuvers  to  those  for  which 
there  is  evidence  of  benefit  through 
case  finding  or  screening,  that  have 
promise  of  identifying  health  prob- 
lems with  adequate  sensitivity,  spe- 
cificity and  predictive  value,  that 
are  acceptable  to  patients  and  that 
are  of  justifiable  cost.  The  target 
conditions  of  interest,  the  detection 
maneuvers  recommended  and  the 
best  current  estimates  of  the  optimal 
frequency  of  the  maneuvers  are 
summarized  in  Tables  III  and  IV.* 

A health  protection  package  com- 
prises various  detection  maneuvers 
(such  as  blood  pressure  measure- 
ment and  tests  for  occult  blood  in 
the  stool)  and  interventions  (such  as 
immunization  and  counselling)  that 
should  be  performed  during  a par- 
ticular age  span  of  a person’s  life  or, 
at  times,  by  a particular  age.  There- 
fore, the  intervals  between  times  that 
the  packages  should  be  implemented 
vary  throughout  a person’s  life.  For 
instance,  the  intervals  are  only  a 
few  weeks  apart  in  the  first  few 
months  of  life  but  become  longer 
as  the  child  grows  older.  Even  in  a 
period  of  life  such  as  the  prenatal 
state  the  frequency  varies  consider- 
ably within  that  period.  For  the 
nonpregnant  adult  up  to  age  74 
years  we  have  arbitrarily  recom- 
mended a 5-year  interval  as  the 
average.  The  choice  is  arbitrary  be- 
cause there  is  virtually  no  evidence 
about  the  optimal  frequency  of  most 
of  the  components  of  the  packages. 
However,  studies  in  Canada  and 
elsewhere  have  indicated  that,  in  the 
average  practice,  70%  of  the  prac- 
tice population  see  their  doctor  at 
least  once  in  a 12-month  period  and 
90%  do  so  in  a 5-year  period.  For 
those  aged  75  years  or  more  the 
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increased  frequency  of  disease  and 
disability  and  the  increased  frequen- 
cy of  visits  with  health  professionals 
led  us  to  shorten  the  interval  to  2 
years.* 

We  recommend  also  that,  with 
certain  exceptions,  the  procedures 
be  carried  out  as  case  finding  rather 
than  screening  techniques;  that  is, 
they  should  be  performed  when  the 
patient  is  attending  for  unrelated 
symptoms  rather  than  for  a specific 
preventive  purpose.  These  visits 
provide  an  excellent  opportunity  for 
the  selective  use  of  detection  man- 
euvers. The  exceptions  we  have  in 
mind  are  pregnant  women,  the  very 
young  and  the  very  old;  for  these 
groups  we  think  it  is  desirable  to 
arrange  a schedule  of  visits  specific- 
ally for  preventive  purposes. 

As  the  tables  show,  certain  classic 
components  of  the  routine  annual 
check-up  have  been  retained  and 
others,  such  as  electrocardiography, 
abdominal  examination  and  rectal 
examination  in  the  adult,  have  been 
deleted.  Determination  of  the  serum 
triglyceride  concentration  is  not  re- 
commended, but  early  detection  of 
hypertension  is  strongly  emphasized. 
Certain  preventive  activities,  such  as 
mammography  in  screening  for  can- 
cer of  the  breast  in  women,  have 
been  recommended  in  the  context 
of  rigorous  evaluation  because  of 
the  surrounding  controversy  and  the 
potential  harm.  Counselling  as  a 
preventive  activity  when  dangerous 
risk  factors  are  found,  such  as 
smoking  and  heavy  drinking,  has 
been  included  with  cautious  op- 
timism while  we  await  evidence 
about  its  effectiveness.  We  did  not 
feel  that  counselling  about  health 
risks  was  likely  to  be  harmful  if 
done  judiciously  by  physicians  and 
other  primary  health  care  practi- 
tioners.* 

The  summary  of  health  protection 
packages  in  Table  IV  facilitates  the 
development  of  a checklist  or  cum- 
ulative patient  profile,  to  be  kept 
in  the  practitioner’s  record  and  con- 
sulted briefly  and  efficiently  each 
time  the  patient  attends  the  phy- 
sician’s office  for  any  reason,  to 
help  ensure  continuity  throughout 
life  despite  moves  of  the  person  or 
family  or  the  physician.  A cum- 
ulative patient  profile  helps  the 
practitioner  verify  that  all  the  detec- 
tion maneuvers  or  interventions  re- 
commended for  a given  age  have 


been  done,  or  at  least  have  been 
explicitly  considered  (there  may  be 
contraindications  for  certain  com- 
ponents of  the  packages  for  a given 
patient  in  the  clinical  judgement 
of  the  physician  or  other  profes- 
sional).* 

For  some  conditions  we  were 
aware  of  the  existence  of  high-risk 
groups  among  Canadians  and  com- 
mented on  how  the  packages  might 
be  altered.  Our  recommendations 
should  not  be  interpreted  as  provid- 
ing maximum  benefit  for  the  popu- 
lation, because  we  are  concerned 
about  high-risk  groups  and,  par- 
ticularly, children  in  families  from 
economically  and  socially  disadvan- 
taged areas  and  the  elderly  in  sim- 
ilar circumstances.  These  two  sub- 
groups often  share  the  characteristic 
of  not  being  their  own  advocates  in 
matters  of  health.* 

Social  and  economic  implications 

The  health  protection  packages 
recommended  in  this  report  include 
primarily  the  measures  demon- 
strated to  reduce  the  prevalence  or 
progression  of  specific  diseases  or 
disorders.  We  have  emphasized  the 
promotion  and  protection  of  health 
in  noncomplainants,  stressing  abil- 
ities rather  than  disabilities,  and  we 
believe  that  the  procedures  we  en- 
dorse should  become  part  of  the 
primary  health  care  of  all  Cana- 
dians. We  consider  these  proposals 
to  be  practical  applications  of  stra- 
tegies already  endorsed  by  Cana- 
dian governments,  particularly  those 
set  forth  in  “A  New  Perspective  on 
the  Health  of  Canadians”.  These 
proposals  do,  however,  have  im- 
portant social  and  economic  impli- 
cations that  must  be  touched  on, 
even  though  these  implications  are 
not  directly  referred  to  in  the  task 
force’s  terms  of  reference.* 

In  discarding  the  annual  general 
check-up,  we  have  recommended  for 
each  age  group  preventive  and  coun- 
selling maneuvers  in  addition  to 
detection  maneuvers  to  identify  pre- 
symptomatic  disorders  or  risk  fac- 
tors that  are  health  hazards.  The 
lifetime  plan  needs  the  backing  of 
many  affected  groups  to  foster  co- 
operation and  participation  and  to 
permit  assessment  of  its  potential 
benefit.  The  public  and  the  profes- 
sions should  be  kept  well  informed 
about  any  changes,  as  our  present 


proposals  should  be  viewed  as  part 
of  a dynamic  program  that  will 
change  with  new  knowledge.* 

The  best  place  to  offer  the  serv- 
ices recommended  in  the  plan  will 
depend  on  local  circumstances,  and 
may  include  physicians’  offices,  hos- 
pitals, ambulatory  care  settings, 
schools,  public  health  units,  occu- 
pational health  services  and  volun- 
tary programs.* 

The  public 

The  public  will  have  to  under- 
stand why  the  routine  annual  check- 
up should  be  discarded  and  why 
different  procedures  should  be  in- 
troduced for  different  age  groups.  In 
particular,  the  discontinuation  of 
certain  expected  detection  man- 
euvers, such  as  electrocardiography 
in  middle-aged  men  and  abdominal 
palpation  for  most  adults,  will  re- 
quire explanations  to  patients  that 
may  be  more  time-consuming  at 
first  than  actually  doing  the  proce- 
dure. This  information  should  be 
provided  so  as  to  enhance  public 
support  and  acceptance.  With  new 
evidence  of  the  effectiveness  of  pre- 
ventive approaches,  new  approaches 
in  health  education  that  will  convert 
information  transfer  to  changed 
public  behaviour  must  be  studied 
with  scientific  rigour.  Further,  while 
we  endorse  emphasis  on  self-help  as 
a desirable  goal,  and  although  we 
view  its  extension  to  mutual  help 
as  a complementary  measure,  we 
insist  on  research  that  will  show  that 
the  required  attitudinal  changes  and 
health  behaviour  in  individuals  and 
society  can  be  attained.  One  exam- 
ple of  an  important  attitudinal 
change  that  is  necessary  to  ensure 
effective  public  involvement  and 
participation  in  the  implementa- 
tion of  our  recommendations  is  the 
principle  of  stressing  abilities  rather 
than  disabilities,  as  has  been  done 
successfully  in  the  rehabilitation 
field.* 

Dissemination  of  public  informa- 
tion must  be  sustained,  programs 
must  be  introduced  to  improve  com- 
pliance with  efficacious  prevention 
and  treatment,  and  the  related 
evaluation  procedures  must  be  kept 
in  force.  At  the  same  time  we  must 
recognize  that  substantial  social  ad- 
justments take  time  and  that  obtain- 
ing the  evidence  for  the  effectiveness 
of  all  such  approaches  requires 
lengthy  and  complex  research.* 
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Providers  of  health  services 

Many  physicians  were  taught  that 
the  routine  annual  medical  check-up 
was  a valuable  procedure;  similarly, 
mass  screening  and  batteries  of  diag- 
nostic tests  have  had  some  support. 
This  report  calls  for  a reassessment 
of  these  views.  The  newer  concepts 
of  family  practice,  wherein  a prac- 
titioner assumes  responsibility  for  a 
defined  population  and  conse- 
quently has  an  improved  opportuni- 
ty for  case  finding,  must  be  better 
recognized.  Age-sex  registers,  for 
instance,  can  be  the  mechanics  to 
define  those  for  whom  primary  care 
practitioners  are  responsible  and  so 
facilitate  the  changes  we  propose. 
The  medical  profession,  individually 
and  collectively,  will  have  to  be 
convinced  that  the  new  selective  ap- 
proach to  prevention  offers  advan- 
tages and  that  the  profession  must 
have  a role  in  it.* 

Many  of  the  procedures  recom- 
mended herein  can  be  carried  out, 
at  least  in  part,  by  allied  health  per- 
sonnel. This  would  free  physicians 
for  activities  that  require  their  dis- 
tinctive competence.  A redelineated 
role  for  allied  health  professionals 
cannot  be  developed  without  organ- 
izational changes,  which  may  take 
place  within  a practice  or  through 
support  services  provided  by  others 
in  a variety  of  arrangements.* 

Governments 

As  this  report  was  commissioned 
by  and  submitted  to  the  Conference 
of  Deputy  Ministers  of  Health  of 
Canada,  presumably  governments 
will  take  steps  to  ensure  a positive 
response  from  the  professions.  They 
will  undoubtedly  be  asked  to  clarify 
a number  of  issues  that  relate  to 
practice  and  the  way  it  would  be 
affected  by  the  proposals  in  the 
report.* 

Governments  at  all  levels,  and 
their  agencies,  should  take  a de- 
finite position  on  the  philosophy, 
objectives  and  proposals  of  this 
report.  If  they  endorse  the  report, 
they  will  be  participants  in  the  im- 
plied changes  that  will  be  sponsored 
for  the  public  and  the  professions. 
They  should  be  prepared  to  place  a 
priority  on  the  program,  with  a clear 
statement  of  public  policy.  Public 
poke;  in  the  health  field  is  identified 
as  social  policy.  For  example,  cer- 
tain eroups,  such  as  children  and  the 


elderly,  cannot  exert  their  own  rights 
or  even  take  responsibility  for  self- 
help.  Governments  have  a respon- 
sibility, and  should  be  held  account- 
able, for  certain  health  protection 
measures,  such  as  immunization  in 
children  and  the  availability  of  hous- 
ing and  food  for  persons  over  75 
years  of  age  in  accord  with  their 
functional  status.* 

Governments  are  in  the  best  posi- 
tion, after  consultation  with  the 
other  participants  (the  public  and 
the  professions),  to  initiate  and  co- 
ordinate the  dissemination  of  infor- 
mation, educational  programs  and 
the  evaluation  of  the  impact  of  these 
measures.* 

Social  costs  and  benefits 

Maneuvers  that  result  in  the  early 
detection  of  disease  generate  special 
social  costs  because  they  may  label 
individuals  as  diseased  or  at  special 
risk  months  or  years  earlier  than 
would  have  occurred  in  the  routine 
course  of  symptomatic  care.  Thus, 
the  subsequent  health  benefits  of 
early  detection  must  be  weighed 
against  the  consequences  of  such 
labelling.  In  the  case  of  symptom- 
less hypertension,  labelling  may  lead 
to  increased  absenteeism  among 
workers  and  decreased  psychosocial 
function.  Furthermore,  among 
persons  in  whom  early  detection  and 
labelling  fail  to  lead  to  better  health 
outcomes  than  those  that  would 
have  followed  the  later  detection  of 
symptomatic  disease,  the  early  de- 
tection — in  terms  of  social  costs 
and  benefits  — would  have  pro- 
duced more  harm  than  good.* 

The  task  force  did  not  deal 
directly  with  monetary  issues. 
However,  the  approach  and  recom- 
mendations do  have  monetary  im- 
plications. First,  we  focused  on 
the  important  conditions  for  which 
effective  treatment  is  likely  to  yield 
the  most  substantial  cost  benefits. 
Second,  we  sought  to  include  mainly 
the  conditions  for  which  treatment 
is  available  and  is  effective  in  im- 
proving the  quality  of  life  and 
lessening  the  burden  of  disease. 
These  conditions  require  treatment 
that  is  reflected  in  present  health 
care  costs.  Third,  we  recommended 
restricting  the  periodic  health  exa- 
mination to  selected  conditions  in 
order  to  encourage  a better  and 
more  productive  use  of  health  re- 
sources.* 


Payments  to  health  personnel 

The  adoption  of  the  proposals  in 
this  report  will  affect  payments  to 
health  personnel,  particularly  phy- 
sicians who  are  remunerated 
through  fees  for  service.* 

If  the  selective  approach  is 
adopted  and  the  health  protection 
packages  are  accepted,  payments  for 
assessment  of  asymptomatic,  osten- 
sibly healthy  persons  might  be  lim- 
ited to  the  circumstances  outlined 
in  the  report.  While  the  proportion 
of  the  examinations  now  listed  as 
“complete  physicals”  or  “general 
assessments”  that  would  fit  into  this 
category  is  not  known  (and  cannot 
be  extracted  from  current  records), 
it  is  believed  to  be  quite  large.  It  is 
reasonable  to  expect  that  paying 
agencies  would  take  steps  to  identi- 
fy examinations  in  this  category  and 
to  define  criteria  that  would  limit 
payment  to  the  procedures  recom- 
mended in  this  report.* 

We  emphasize,  however,  that 
many  of  our  recommendations  re- 
garding content  and  frequency  of 
periodic  health  examinations  are 
necessarily  rather  arbitrary.  When 
scientifically  acceptable  data  did  not 
exist,  we  based  our  recommenda- 
tions on  common  sense  and  current- 
ly accepted  practices.* 

Because  certain  groups  and  in- 
dividuals are  at  high  risk  for  some 
conditions,  health  insurance  pro- 
grams should  continue  to  recognize 
the  circumstances  of  such  persons. 
It  will  be  important  to  ensure  that 
the  families  that  have  the  greatest 
need  for  preventive  intervention  — 
the  poor  and  the  disadvantaged, 
many  of  whom  may  require  much 
more  frequent  visits  for  preventive 
care  than  our  schedule  recommends 
for  the  “average”  individual  or  fam- 
ily — continue  to  receive  benefits.* 
Moreover,  when  there  is  any 
doubt  about  the  harm  done  by  with- 
drawing payment  for  doing  proce- 
dures under  review  (such  as  mam- 
mography), access  to  such  services 
should  not  be  prematurely  barred.* 
Under  the  present  methods  of 
payment,  practitioners  may  be 
penalized  for  emphasizing  preven- 
tion and  health  maintenance,  and 
for  employing  allied  health  person- 
nel to  collaborate  in  providing  these 
services.  It  is  important  to  ensure 
that  this  situation  be  reversed.  Coun- 
selling is  proposed  as  the  maneuver 
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in  some  conditions,  and  there  is 
only  limited  provision  in  physician 
payment  schedules  for  this  purpose. 
However,  many  of  the  recom- 
mended interventions  based  on  pre- 
vention and  counselling  lend  them- 
selves poorly  to  payment  on  an 
item-by-item  basis,  and  hourly  rates 
should  replace  fees  for  service  in 
these  cases.* 

The  proposals  in  this  report  deal 
with  conditions  that  represent  a 
heavy  disease  burden,  and  the  intent 
is  to  diminish  this  burden  by  using 
current  knowledge  to  identify  effect- 
ive methods  of  prevention  and  ear- 
lier cure.  While  the  degree  of  bene- 
fit may  be  uncertain,  there  is  a 
substantial  potential  for  lowering 
the  costs  of  health  care.* 

Prevention,  or  earlier  identifica- 
tion of  treatable  conditions,  will  re- 
duce costs  to  the  degree  that  early 
treatment  is  carried  out  with  a 
decreased  requirement  for  institu- 
tional beds  and  highly  trained  per- 
sonnel. Benefits  will  only  occur  if 
resources  are  adjusted  to  reflect  this 
improved  state.  If  the  numbers  and 
types  of  beds  presently  in  the  health 
care  system  are  retained,  and  if  the 
present  numbers  and  types  of  per- 
sonnel continue  in  the  system,  ex- 
penditures will  not  be  reduced.  The 
attainment  of  a more  favourable 
relationship  between  social  cost  and 
social  benefit  can  only  occur  with 
judicious  trimming  of  resources.* 

A realistic  expectation,  based  on 
straightforward  assumptions,  is  that 
the  selective  approach  to  periodic 
health  examinations  can  reduce  the 
amount  spent  annually  for  complete 
physical  examinations  in  Canada, 
even  with  the  addition  of  realistic 
fees  and  salaries  for  preventive  ac- 
tivities and  counselling.* 

Thrust  ( investment ) funds 
and  incentives 

This  report  calls  for  a program 
that  will  take  time  to  mature  and 
I that  offers  long-range  benefits  rather 
! than  fast  results.  It  requires  an  in- 
i itial  investment  of  funds  to  improve 
; the  quality  of  life  and  the  health 
! status  of  Canadians.  These  thrust 
(investment)  funds  should  be  separ- 
! ate  from  current  operating  costs, 
otherwise  collaboration  of  those 
depending  on  operating  budgets  will 
be  reluctantly  given.  Complex  and 
continuing  arrangements  are  needed 


to  implement  this  report.  Lack  of 
support  could  seriously  prejudice 
any  possible  success.* 

Incentives  are  needed  to  en- 
courage increased  emphasis  on  pre- 
vention and  health  protection.  To 
pursue  a specific  example  consi- 
dered earlier,  governments  should 
help  define  the  patient  populations 
of  each  primary  care  practitioner  so 
that  follow-up  and  surveillance  can 
be  changed  from  an  overhead 
burden  to  a source  of  monetary  and 
nonmonetary  reward.  In  particular, 
those  willing  to  concentrate  on  help- 
ing the  socially  and  economically 
disadvantaged  should  be  encouraged 
in  every  possible  way  through  in- 
centives. A similar  investment  of 
thrust  funds  should  be  identified 
with  the  research  program.* 

Recommendations  of  the  task  force 

The  task  force’s  careful  survey 
of  the  subject  of  the  periodic  health 
examination  led  to  specific  recom- 
mendations. We  present  six  that  we 
consider  feasible. 

1 . The  routine  annual  physical 
examination  should  be  discarded  in 
favour  of  a selective  plan  of  health 
protection  packages  appropriate  to 
the  various  health  needs  at  the  dif- 
ferent stages  of  human  life.  Our 
proposals  for  the  content  and  tim- 
ing of  these  packages  are  based  on 
evaluation  of  the  best  available 
scientific  evidence  and  take  into 
account  practical  considerations  of 
implementation.  For  the  prenatal, 
childhood  and  advanced  age  phases 
a specific  age-related  schedule  is 
proposed;  for  the  other  age  groups 
we  recommend  that  the  packages  be 
offered  in  conjunction  with  occa- 
sions when  the  individual  seeks  med- 
ical care. 

2.  The  various  age-  and  sex-spe- 
cific health  protection  packages 
proposed  in  this  report  are  based  on 
current  (1979)  knowledge  and 
should  be  reviewed  frequently  and 
revised  on  the  basis  of  new  knowl- 
edge about  current  preventable 
problems. 

3.  The  health  protection  pack- 
ages should  be  reviewed  by  a per- 
manent consulting  group  responsible 
to  the  Conference  of  Deputy  Minis- 
ters of  Health.  The  majority  of  the 
members  of  the  group  should  be 
clinicians  and  scientists,  with  sup- 
port of  those  experienced  in  health 


care  policy  design.  The  professionals 
responsible  for  implementing  the 
plan  under  continual  review  should 
report  annually  to  the  Conference  of 
Deputy  Ministers  of  Health  and 
their  reports  should  be  made  public. 

4.  The  provinces  should  review 
their  health  insurance  plans,  and 
possibly  other  payment  arrange- 
ments, and  introduce  incentives 
designed  to  develop  the  selective 
approach  to  preventive  medicine. 
The  incentives  should  encourage 
primary  care  practices  to  participate 
and  should  provide  fair  remunera- 
tion for  the  interventions  proposed 
in  the  health  protection  packages. 

5.  The  provinces  and  the  federal 
government  should  commission 
research  that  will  help  close  many 
of  the  larger  gaps  in  current  knowl- 
edge identified  by  the  task  force. 
The  priorities  for  research  should  be 
established  by  the  permanent  con- 
sulting group  on  the  periodic  health 
examination  to  provide  focus  and 
to  make  best  use  of  the  scarce 
research  resources  in  this  field.  Both 
programs  and  projects  should  be 
supported  to  ensure  continuity  of 
research  on  prevention,  which  fre- 
quently requires  lengthy  studies  to 
ascertain  outcome. 

6.  The  lifetime  plan  should  be 
supported  as  a realistic,  integrated 
strategy.  The  selective  approach  was 
developed  as  a lifetime  plan  in- 
tended to  improve  or  protect  health 
at  all  ages.  Such  an  approach,  how- 
ever, does  not  imply  that  specific 
procedures,  if  they  can  be  applied 
or  rejected,  will  necessarily  jeopar- 
dize the  value  or  feasibility  of  the 
entire  lifetime  plan. 

Implementation  of 
recommendations 

Despite  our  clear  awareness  of 
the  importance  of  the  six  recom- 
mendations, our  terms  of  reference 
did  not  clearly  include  the  need  to 
develop  a strategy  for  implementa- 
tion. We  believe,  however,  that  it  is 
important  to  bring  some  important 
issues  about  implementation  to  the 
attention  of  those  charged  with  the 
responsibility. 

While  we  recognize  that  imple- 
menting the  proposals  contained  in 
this  report  would  rest  with  the  prov- 
inces, we  urge  a compatible,  nation- 
wide approach  so  that  people  mov- 
ing from  one  part  of  the  country 
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to  another  could  continue  to  par- 
ticipate in  the  lifetime  health  plan. 

The  active  support  and  participa- 
tion of  the  medical  profession  — 
and  other  professions  and  sectors, 
such  as  nursing  and  dentistry  — are 
essential  to  success.  This  support 
should  include  the  backing  of  na- 
tional and  provincial  associations 
and  licensing  bodies. 

The  concept  of  health  mainte- 
nance over  a person's  entire  life- 
time is  important,  and  steps  should 
be  taken  to  develop  a record  con- 
taining a cumulative  patient  health 
protection  profile  that  would  move 
with  the  patient  from  practice  to 
practice.  Such  records  should  be 
created  by  the  professional  associa- 
tions whose  members  are  involved 
in  implementing  the  proposals. 
Governments  should  participate  to 
ensure  subsequent  support  for  par- 
ticipating practices. 

It  will  be  important  to  identify 
cooperating  practices  and  to  recog- 
nize the  participation  of  practition- 
ers in  the  program  in  a tangible 
way.  Monetary  incentives  should 
relate  to  the  practice  (to  cover  over- 
head and  internal  costs  and  con- 
sultation) and  the  execution  of  the 
proposals  in  the  packages.  For 
instance,  incentives  to  encourage 
the  introduction  of  age-sex  registers 
(manual  or  computerized)  for  in- 
terested practices  should  be  con- 
sidered if  an  evaluation  of  the  cost- 
effectiveness  of  such  methods 
demonstrates  clear  advantages  to 
professionals  and  to  the  public. 
With  respect  to  the  task  force’s  def- 
inition of  the  packages,  health  care 
professionals  should  recognize  that 
the  task  force  has  had  no  intention 
of  impeding  the  provision  of  addi- 
tional services  if  the  physician  con- 
siders this  necessary  for  individuals 
or  groups  at  high  risk.  These  excep- 
tional circumstances,  if  they  are 
reasonable,  should  be  recognized  in 
the  incentives  program.  Incentives 
will  also  encourage  the  use  of  an- 
cillary personnel. 

A program  for  dissemination  of 
information  about  the  selective  ap- 
proach should  have  continuity  and 
not  be  a “one-shot”  effort.  Such  a 
program,  designed  to  inform  the 
put  the  providers  and  govern- 
ment should  be  an  important  part 
of  the  implementation. 

As  the  success  of  the  program 
depends  on  public  understanding 


and  support,  on  professional  accept- 
ance and  participation,  and  on  gov- 
ernment initiatives  and  support, 
methods  should  be  developed  in 
each  province  to  ensure  continuing 
and  effective  participation  by  repre- 
sentatives of  the  public,  the  health 
service  professions  and  government 
authorities. 

While  it  was  encouraging  to  be 
able  to  extract,  through  literature 
review  and  consultation  with  ex- 
perts, sufficient  information  on 
which  to  base  a practical  program, 
many  circumstances  require  further 
study.  It  is  important  to  accord 
research  programs  high  priority,  and 
continuing  effort  is  needed  to 
shorten  the  lag  time  in  implement- 
ing results.  Such  a sustained  re- 
search effort  should  be  a prominent 
part  of  the  implementation  process. 

Finally,  this  report  is  limited  to 
periodic  health  examinations  as  a 
selective  approach  to  preventive 
medicine  that  is  provided  to  individ- 
uals through  personal  health  service. 
A similar  approach  is  needed  for 
environmental  and  occupational 
health  and  for  preventive  measures 
aimed  at  improving  community 
health. 

There  will  inevitably  be  disagree- 
ment about  what  we  have  included 
in  and  excluded  from  the  packages. 
We  expect  vigorous  debate  and  we 
hope  that  these  exchanges,  together 
with  new  research,  will  help  those 
responsible  for  keeping  the  guide- 
lines under  continuing  review. 

Research  priorities 

The  paucity  of  class  A and  E re- 
commendations in  the  report  in- 
dicates the  lack  of  strong  experi- 
mental evidence  for  or  against  most 
of  the  measures  that  we  have  con- 
sidered. Most  of  our  recommenda- 
tions have  been  of  class  C and  have 
been  based  on  grade  III  evidence 
(professional  consensus  or  the 
opinion  of  experts).  Even  evidence 
from  cohort  studies  and  case- 
control  studies  was  infrequently 
found,  and  many  of  the  reports  con- 
cerned uncontrolled  series  and  at 
times  were  just  case  reports.  Opi- 
nion or  evidence  from  nonexperi- 
mental  studies  is  a much  less  satis- 
factory basis  for  recommendations. 

Certain  problems  with  interpreta- 
tion of  evidence  are  obvious.  First, 
volunteers  for  early  detection  pro- 


grams are  often  destined  for  favour- 
able outcomes  even  before  they 
participate.  Second,  the  apparent 
prolongation  of  life  from  early  de- 
tection may  indicate  only  that  the 
presence  of  a particular  disease  is 
known  for  a longer  period  than 
when  the  disease  is  identified  in  a 
symptomatic  individual.  Third,  the 
periodic  health  examination  is  more 
likely  to  detect  slowly  progressive 
conditions  than  rapidly  progressive 
ones.  Persons  whose  conditions  are 
detected  in  this  way  will,  therefore, 
survive  longer  than  those  whose 
conditions  are  detected  after  symp- 
tomatic presentation,  even  if  the 
treatment  they  receive  is  not  effica- 
cious. 

Research  deserves  priority  in 
seven  areas: 

• Efficacy.  This  area  is  re- 
flected in  the  question:  Does  early 
detection  of  the  disease  or  risk  fac- 
tor lead  to  a better  outcome  among 
those  who  follow  the  subsequent 
health  advice ? 

• Effectiveness.  The  relevant 
question  is:  Does  early  detection  of 
a condition  or  risk  factor  benefit 
those  to  whom  it  is  offered ? 

• Efficiency.  The  relevant  ques- 
tion is:  Is  the  effective  maneuver 
being  made  available  to  those  who 
could  benefit  from  it  with  optimal 
use  of  resources? 

• Frequency  of  performance  of 
detection  maneuvers.  If  today’s  de- 
tection test  for  curable  cancer  gives 
a negative  result,  how  soon  should 
the  test  be  repeated?  We  need  to 
learn  much  more  about  the  elements 
of  this  decision  (incidence  of  disease 
in  the  interval  between  attempts  at 
case  finding,  cost,  yield  etc.)  as  well 
as  the  natural  history  of  each  of  the 
pertinent  disorders.  Furthermore, 
we  must  recognize  that  the  appro- 
priate intervals  between  detection 
attempts  may  differ  widely  from 
disorder  to  disorder  and  that  this 
may  affect  the  further  evolution  of 
the  health  protection  packages. 

• Effectiveness  of  health  promo- 
tion, education  and  counselling. 
The  recommendations  we  have 
made  on  health  promotion,  educa- 
tion and  health  counselling  were 
made  with  prudence  and  cautious 
optimism.  Interventions  aimed  at 
altering  unhealthy  states  of  beha- 
viours such  as  smoking  or  the  fail- 
ure to  use  seatbelts  have  been  evalu- 


304 


Von.  41,  No.  5 


ated  insufficiently,  and  most  of  the 
research  lacks  rigour.  Since  the  tar- 
gets for  health  education  and  coun- 
selling are  so  important  as  deter- 
minants of  disability,  ill  health  and 
untimely  death,  evaluation  of  their 
effectiveness  deserves  the  utmost  in 
attainable  rigour. 

• Effects  of  labelling  people 
with  disease  rubrics.  Labelling  per- 
sons with  a diagnosis  either  prema- 
turely or  inappropriately  affects 
some  people  unfavourably.  Also,  it 
is  suggested  without  firm  evidence 
that  the  families  of  labelled  in- 
dividuals, particularly  the  labelled 
person's  children,  often  suffer  the 
effects  of  labelling.  We  neither  know 
enough  about  such  effects  nor  have 
given  sufficient  attention  to  an 
assessment  of  the  benefits  and 
disadvantages  of  identifying  persons 
with  a given  disease  presymptoma- 
tically.  We  also  know  little  about 
the  risks  of  mislabelling  through 
“false-positive”  results,  particularly 


when  the  specificity  of  the  detection 
maneuver  is  low. 

• Performance  characteristics  of 
detection  maneuvers.  Whether  it  is 
an  enquiry,  an  examination  proce- 
dure, a complete  “work-up”,  or  a 
specific  test  or  a system,  such  as 
multiphasic  screening,  it  is  clear  that 
we  need  to  know  much  more  about 
the  sensitivity,  specificity,  predictive 
value,  acceptance  and  cost  of  detec- 
tion maneuvers.  It  is  also  important 
to  assess  carefully  the  extent  to 
which  one  detection  maneuver  can 
be  substituted  for  another,  especially 
when  pertinent  technologic  proce- 
dures are  rapidly  being  developed. 
Even  in  dentistry,  which  tradition- 
ally and  appropriately  has  empha- 
sized prevention  and  oral  health 
maintenance,  the  scientific  evidence 
justifying  the  recommendations  to 
include  dental  care  in  the  health 
protection  packages  is  slender 
except  in  regard  to  the  topical  ad- 
ministration of  fluoride.  As  was 


true  for  the  medical  conditions,  we 
could  find  no  satisfactory  evidence 
about  the  optimal  frequency  of  the 
various  interventions,  yet  intensive 
school  and  public  health  educational 
programs  proclaim  the  desirability 
of  yearly  or  6-monthly  visits  to  the 
dentist  or  to  dental  allied  health 
professionals.  We  were  encouraged 
by  the  extent  to  which  the  experts 
who  advised  us  on  preventive  dental 
practice  agreed  that  there  is  a great 
need  for  research  in  this  area. 

Successful  research  on  the  pe- 
riodic health  examination  must  take 
account  of  five  prerequisites:  (a) 
the  availability  of  well  trained  per- 
sonnel; (b)  the  adequacy  of  research 
funds;  (c)  the  availability  of  stand- 
ard measures  of  health  status  and 
health  utility;  (d)  the  continuation 
of  growth  in  our  knowledge  of 
human  biology  and  the  natural  his- 
tory of  disease;  and  (e)  a continuing 
overall  assessment  of  the  state  of 
knowledge  of  preventive  medicine. 


Table  I — Definitions  of  terms 


Beneficial  maneuver:  an  intervention  from  which  more 
good  than  harm  accrues  in  its  application. 

Case  finding:  detection  of  disease  by  means  of  tests 
or  procedures  that  are  undertaken  by  health  workers 
on  patients  who  are  consulting  for  unrelated  symp- 
toms. (This  means  that  the  “case  finder”  is  responsible 
for  the  investigation  and  follow-up  of  high-risk  per- 
sons identified  in  this  way.) 

Early  detection:  identification  of  a disorder  before 
symptoms  or  signs  become  apparent  to  the  individual 
or  the  family. 

Effectiveness:  the  attribute  of  an  intervention  or 
maneuver  that  results  in  more  good  than  harm  to 
those  to  whom  it  is  offered. 

Efficacy:  the  attribute  of  an  intervention  or  maneuver 
that  results  in  more  good  than  harm  to  those  who 
accept  and  comply  with  the  intervention  and  sub- 
sequent treatment. 

Efficiency:  the  attribute  of  an  effective  intervention  or 
maneuver  when  it  is  made  available  to  those  who 
can  benefit  from  it  with  optimal  use  of  resources. 

Groups  at  high  risk  for  preventable  conditions,  states 
and  behaviours:  groups  in  which  the  frequency  of 
such  conditions  can  be  demonstrated  to  be  higher 
than  in  the  general  population. 

Health  protection  packages:  sets  of  procedures  that  are 
particularly  applicable  to  the  periodic  health  examin- 
ation at  certain  ages  and  in  certain  “at-risk”  groups. 

Healthy/ unhealthy  states  and  behaviours:  states  and 
behaviours  in  which  there  is  a relatively  low/ high 
probability  of  development  of  a killing  or  disabling 
condition. 

Killing  or  disabling  conditions:  diseases  or  disorders 
that  cause  untimely  death  or  severe  permanent 
disability. 

Mandatory  checkpoints:  stages  of  life  at  which  a 
health  examination  is  recommended  for  the  whole 


or  part  of  the  population  (e.g.,  birth,  school  entry 
and  retirement). 

Noncomplainant:  an  individual  who  undergoes  a health 
examination  without  having  specific  complaints  or 
concerns  about  his  or  her  health. 

Periodic  health  examination:  a group  of  tasks  designed 
either  to  determine  the  risk  of  subsequent  disease  or 
to  identify  disease  in  its  early,  symptomless  state. 
Simple  interventions,  such  as  injections,  and  re- 
commendations for  the  prevention  of  disease  or  the 
maintenance  of  health,  are  covered  by  the  definition. 

Preventable  condition,  state  or  behaviour:  a condition 
that  has  been  demonstrated  by  well  designed  clinical 
investigations  to  be  either  completely  preventable  or 
detectable  at  a stage  when  its  progress  or  the  impact 
of  its  consequences  can  he  favourably  affected  by 
treatment. 

Prevention:  any  intervention  that  reduces  the  likelihood 
that  a disease  or  disorder  will  affect  an  individual  or 
that  interrupts  or  slows  the  progress  of  the  disorder. 
Primary  prevention  reduces  the  likelihood  of  a di- 
sease or  disorder  developing  in  a person.  Secondary 
prevention  interrupts  or  minimizes  the  progress  of 
a disease  or  irreversible  damage  from  a disease  by 
early  detection  and  treatment.  Tertiary  prevention 
slows  the  progress  of  the  disease  and  reduces  the 
resultant  disability  through  treatment  of  established 
disease. 

Providers:  physicians  and  other  health  workers  or  a 
health  provision  system  (such  as  an  industrial  health 
clinic)  that,  as  individuals  or  groups,  provide  the 
health  examinations  considered  in  this  report. 

Screening  procedures:  procedures  by  which  unselected 
populations  are  classified  into  two  groups  — one 
with  a high  probability  of  being  affected  by  killing 
or  disabling  conditions,  the  other  with  a low  prob- 
ability. 
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Table  IIA— Alphabetical  listing  of  conditions  reviewed  by  the  task  force 


Accidents  (other  than  motor  ve- 
hicle accidents) 

Acute  gastroenteritis  of  childhood 

Alcohol  consumption 
Alpha-l-antitrypsin  deficiency 
Ankylosing  spondylitis 
Bacteriuria  in  pregnancy 
Blood  group  incompatibility  in 
pregnancy 

Cancer  of  the  bladder 

Cancer  of  the  breast 

Cancer  of  the  cervix 

Cancer  of  the  colon  and  rectum 

Cancer  of  the  lung  (bronchogenic 
carcinoma) 

Cancer  of  the  oral  cavity 

Cancer  of  the  prostate 

Cancer  of  the  skin 

Cancer  of  the  stomach 

Chlamydial  genital  infection 

Cholelithiasis 

Chronic  bronchitis 

Congenital  dislocation  of  the  hip 

Congenital  syphilis 
Consequences  in  children  of  par- 
ents with  alcoholism 
Cystic  fibrosis 
Dental  caries 

Diabetes  mellitus  in  the  nonpreg- 
nant adult 
Down’s  syndrome 
Duchenne  muscular  dystrophy 


Family  dysfunction  and  marital 
and  sexual  problems 
Gonorrhea 
Hearing  impairment 
Hemolytic  streptococcal  infection 
resulting  in  acute  glomerulone- 
phritis or  acute  rheumatic  fever 

Hemorrhagic  disease  of  the  new- 
born 

Herpesvirus  type  2 and  cytome- 
galovirus infection 
Hodgkin’s  disease 

Hyperactivity  and  learning  disabil- 
ity 

Hyperlipidemia 

Hypertension 

Hyperthyroidism 

Hypothyroidism 

Imniunizable  conditions  related  to 
international  travel  (smallpox, 
cholera,  yellow  fever,  typhus, 
plague,  typhoid  and  hepatitis) 

Imniunizable  infectious  diseases 

Interventricular  septal  defect 
Iron-deficiency  anemia 
Low  birth  weight 
Malnutrition 
Menopause 

Motor  vehicle  accidents 
Neonatal  hypothyroidism 
Neural  tube  defect 
Obesity  in  childhood 


Ophthalmia  neonatorum  (gonococ- 
cal) 

Orthodontic  conditions 
Other  imniunizable  conditions 
Parasitic  diseases,  excluding  toxo- 
plasmosis 

Parenting  problems,  including  child 
abuse  and  neglect 
Periodontal  disease 
Peptic  ulcer 
Phenylketonuria 
Postnatal  asphyxia 
Preterm  labour 
Primary  open-angle  glaucoma 
Problems  of  physical  growth  (hor- 
monal) 

Progressive  incapacity  with  ageing 

Psychiatric  disorders  (affective  dis- 
orders and  suicide) 

Recurrent  spontaneous  abortion 

Refractive  defects 

Retirement  distress 

Rheumatoid  arthritis 

Scoliosis 

Smoking 

Strabismus 

Syphilis 

Tay-Sachs  disease 

Thalassemia 

Toxoplasmosis 

Tuberculosis 

Urinary  tract  infection 

LJnwanted  teenage  pregnancy 
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Table  IV  — Visual  displays  of  health  protection  packages 
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Evaluating  the  Elderly  Patient 


John  W.  Denham,  M„D. 


ABSTRACT  Standard  clinical 
strategies  rarely  apply  to  geriatric 
patients.  Five  areas  in  which  diag- 
nostic errors  are  likely  to  occur  are 
identified. 

IN  order  to  avoid  errors  in  clinical 
judgment,  physicians  must  rec- 
ognize that  geriatric  patients  are 
clinically  unique  and  that  standard 
clinical  strategies  do  not  apply.  This 
paper  identifies  five  sources  of  error 
in  dealing  with  geriatric  patients. 

ALTERED  CLINICAL  NORMS 

What  is  normal  for  one  age  can  be 
abnormal  for  another.  The  absence 
in  an  elderly  patient  of  characteris- 
tics normal  in  younger  people  does 
not  indicate  disease.  This  is  obvious 
where  outward  appearances  and 
day-to-day  functional  capacities  are 
concerned.  A 75-year-old  is  not  ad- 
judged ill  because  his  skin  is  not  that 
of  a 45-year-old,  or  because  his 
game  of  tennis  is  not  as  vigorous. 
But  such  differences  are  not  as  ob- 
vious when  internal  clinical  char- 
acteristics are  considered.  Normal 
laboratory  values  change;  in  par- 
ticular, responses  to  stress  testing 
are  altered  in  the  elderly  because 
functional  reserve  of  body  systems 
decreases  with  age.  For  example, 
between  the  third  and  eighth  decade 
there  is  a 30  mg/dl  change  in  re- 
sponse to  the  oral  glucose  tolerance 
test.  To  apply  third  decade  norms  to 
an  eighth  decade  population  would 
result  in  70%  being  classified  as 
diabetic.1 

The  misapplication  of  norms 
plays  havoc  with  the  diagnostic 
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specificity  of  laboratory  data.  In- 
creases in  false  positive  results  blur 
the  distinction  between  disease  and 
aging  and  lead  to  an  insidious  ten- 
dency to  classify  these  pseudoab- 
normalities as  the  results  of  aging. 
Since  aging  progresses  inexorably, 
an  attitude  of  resignation  may  fol- 
low. On  the  other  hand,  a minority 
of  compulsive  physicians  will  give 
detailed  attention  to  the  many  posi- 
tive results,  not  realizing  they  are 
dealing  with  false  positives.  Need- 
less patient  discomfort,  the  waste  of 
diagnostic  resources  and  inappro- 
priate treatment  result. 

ALTERED  DISEASE  PATTERNS 

Illness  manifests  itself  differently 
in  the  elderly.  Many  responses  of  a 
young  person's  body  to  injury  and 
insult  are  attenuated  or  absent  in  the 
elderly  patient.  These  responses  are 
therefore  less  reliable  as  indicators 
of  disease.  Failure  to  recognize  this 
results  in  misinterpretation  of  data 
and  the  erroneous  exclusion  of  cer- 
tain diseases.  For  example,  with  the 
elderly  one  cannot  rule  out  acute 
appendicitis  because  of  a normal 
white  count,  acute  myocardial  in- 
farction because  of  an  absence  of 
chest  pain,  or  pneumonia  because 
of  a normal  temperature.  Likewise, 
the  pattern  of  a disease  may  be  so 
different  from  the  textbook  de- 
scription that  it  may  fail  to  be  con- 
sidered in  differential  diagnosis. 
The  most  cited  example  is  hyper- 
thyroidism, where  the  usual  signs  — 
increased  appetite,  weight  loss, 
tremor,  moist  skin  and  super- 
charged emotional  state  — may  all 
be  absent.  The  patient  instead  may 
present  with  a flat,  apathetic  affect, 
and  atrial  fibrillation  and/or  con- 
gestive heart  failure.  Examination 


of  the  thyroid  may  reveal  a normal 
sized  gland  with  a single  small 
nodule. 

A number  of  diseases  in  the  geri- 
atric population  present  with  confu- 
sion or  dementia.  Pneumonia,  heart 
failure,  myocardial  infarction, 
minor  strokes,  renal  failure,  dehy- 
dration and  malignancy  are  just  a 
few  examples.  Indeed,  a change  in 
mental  status  is  the  most  common 
presenting  symptom  in  geriatric 
practices  seeing  patients  directly 
from  the  community.2 

ALTERED  RELATIVE 
FREQUENCY  OF  DISEASES 

The  relative  frequency  of  dis- 
eases shifts  with  increasing  age. 
Some  diseases  in  the  elderly  are 
virtually  unknown  in  younger  peo- 
ple and  vice  versa.  Incidence  rates 
describe  the  diseases  that  should 
appear  in  a differential  diagnosis  as 
well  as  their  relative  likelihood  and 
relative  likelihood  should  determine 
the  sequence  of  diagnostic  testing. 
Common  diseases  are  sought  first. 
For  example,  temporal  arteritis  as  a 
diagnostic  possibility  for  headache 
or  superior  mesenteric  artery  insuf- 
ficiency as  a possibility  for  abdomi- 
nal pain  are  much  higher  on  the  dif- 
ferential list  in  an  elderly  patient 
than  they  would  be  in  younger  pa- 
tients. Thus,  the  whole  complexion 
of  differential  diagnosis  differs  in 
geriatric  medicine. 

INCREASING  LIKELIHOOD  OF 
CONCOMITANT  DISEASES  OR 
OCKHAM'S  RAZOR  ISN’T 
ALWAYS  SHARP 

A useful  assumption  in  diagnosis 
is  the  logical  dictum  known  as  Ock- 
ham's razor,  which  states  that  the 
more  complicated  a hypothesis,  the 
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less  likely  it  is.  In  diagnostic  terms, 
confirmation  of  one  diagnosis  is 
usually  sufficient.  After  a disease 
has  been  established  by  a patho- 
gnomonic finding  or  constellation  of 
findings,  the  physician  usually  stops 
looking.  He  need  not  rule  out  other- 
diseases  in  the  differential  diag- 
nosis. For  instance,  if  a patient  has 
exudative  pharyngitis  and  a culture 
shows  group  A beta  hemolytic 
streptococcus,  the  physician  would 
not  ordinarily  test  for  infectious 
mononucleosis. 

When  diseases  are  not  causally 
related,  the  likelihood  of  their  joint 
occurrence  equals  the  product  of 
their  separate  incidence  rates.  In 
much  of  medicine  this  product  is  so 
small  that  Ockham's  razor  can  be 
safely  applied.  For  instance,  sup- 
pose that  the  incidence  of  disease  X 
is  1 per  1,000  population  per  year 
and  the  incidence  of  disease  Y is  1 
per  10,000  population  per  year.  If 
these  two  diseases  are  not  causally 
related,  the  likelihood  of  their  joint 
occurrence  would  equal  I per  10 
million  population  per  year.  How- 
ever, in  the  elderly  population, 
where  the  incidence  of  disease  is 
greater,  the  likelihood  of  two  or 
more  concomitant  diseases  is  also 
greater,  and  the  use  of  Ockham’s 


razor  is  risky.  After  establishing  one 
diagnosis  in  an  elderly  patient,  the 
physician  may  still  not  have  deter- 
mined the  disease  causing  prob- 
lems. 

ALTERED  PROGNOSTIC  RULES 

Prognosis  is  the  other  major  arm 
of  patient  evaluation.  It  is  obvious 
that  outlook  is  more  guarded  in 
geriatric  medicine.  Preliminary 
prognosis  usually  begins  before  a 
final  diagnosis.  On  the  basis  of  the 
severity  of  certain  signs  and  the 
speed  of  their  progression  the  phy- 
sician assesses  the  seriousness  of 
the  illness  and  the  need  for  rapid 
evaluation  or  for  intervention  be- 
fore making  a firm  diagnosis.  But 
many  of  the  body's  responses  to 
disease  are  attenuated  in  an  elderly 
patient.  Unless  this  is  considered,  a 
physician  may  pursue  a deliberate 
workup  while  the  illness  runs  a 
devastating  course. 

In  an  elderly  patient,  response  to 
treatment  is  slower  and  often  in- 
complete. The  prognostic  norms  for 
response  to  therapy  in  a young 
population  cannot  be  applied  in 
geriatrics.  A young  patient  who  fails 
to  respond  by  a certain  time  may 
require  a vigorous  reevaluation  or  a 
change  in  therapy.  Geriatric  medi- 


cine, however,  requires  more  pa- 
tience in  following  response  to 
therapy. 

Finally,  the  geriatric  patient  has  a 
limited  life  expectancy  regardless  of 
his  particular  illness.  Prognosis  for 
longevity  has  a meaning  different 
from  that  in  younger  patients.  In 
many  cases  this  fact  tempers 
therapeutic  vigor  and  directs  it  more 
toward  comfort  than  cure. 

CLINICAL  JUDGMENT  AND 
THE  CLINICAL  CONTINUUM 

Adult  medicine  shades  gradually 
into  geriatric  medicine,  as  pediat- 
rics fades  into  adult  medicine. 
There  is  no  abrupt  shift  in  clinical 
norms  and  disease  patterns  at  age 
65.  Nevertheless,  physicians  must 
draw  some  rather  arbitrary  lines  for 
the  deductive  categories  used  in 
diagnosing  and  prognosing.  A large 
part  of  the  art  of  medicine  is  aware- 
ness of  the  arbitrary  nature  of  these 
lines  and  avoidance  of  categories 
too  rigidly  defined. 
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For  at  first  (saith  he)  it  was  both  free  and  usual  to  wear  Rings  on  either  Ftand;  but  after  that  luxury 
encreased,  when  pretious  gems  and  rich  insculptures  were  added,  the  custom  of  wearing  them  on  the 
right  Hand  was  translated  unto  the  left;  for  that  Hand  being  less  imployed,  thereby  they  were  best 
preserved.  And  for  the  same  reason  they  placed  them  on  this  Finger;  for  the  Thumb  was  too  active  a 
Finger,  and  is  commonly  imployed  with  either  of  the  rest;  the  Index  or  fore-Finger  was  too  naked 
whereto  to  commit  their  pretiosities,  and  hath  the  tuition  of  the  Thumb  scarce  unto  the  second  joint:  the 
middle  and  little  Finger  they  rejected  as  extreams,  and  too  big  or  too  little  for  their  Rings,  and  of  all  chose 
out  the  fourth,  as  being  least  used  of  any,  as  being  guarded  on  either  side,  and  having  in  most  this  peculiar 
condition,  that  it  cannot  be  extended  alone  and  by  it  self,  but  will  be  accompanied  by  some  Finger  on 
either  side.  — Sir  Thomas  Browne,  Pseudodoxia  Epidemica. 
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Editorials 


THE  PERIODIC  HEALTH  EXAMINATION  — 
THE  CANADIAN  APPROACH 


See  page  297 


The  periodic  health  examination,  or  routine  or 
annual  check-up,  has  become  an  important  part  of 
medical  practice.  This  is  particularly  so  for  those 
physicians  involved  in  primary  care,  such  as  general 
practitioners,  family  practitioners,  pediatricians,  in- 
ternists, and  obstetricians.  The  periodic  health  ex- 
amination grew  out  of  the  recognition  that  preventing 
disease,  or  at  least  catching  it  early  in  its  course  before 
morbidity  has  occurred,  can  lead  to  substantial  im- 
provements in  the  overall  health  of  patients. 

Recently,  questions  have  been  raised  about  the 
value  of  routine  check-ups,  particularly  in  terms  of 
content,  frequency,  cost  and  effectiveness.  Several 
groups  have  evaluated  the  subject  and  have  made 
recommendations. 1-5  The  report  of  the  Canadian  Task 
Force  on  the  Periodic  Health  Examination,'1  much  of 
which  is  reproduced  in  this  issue  of  the  North  Caro- 
lina Medical  Journal,  is  the  most  detailed  and 
comprehensive  effort  to  date. 

The  Task  Force  was  formed  at  the  request  of  the 
Conference  of  Deputy  Members  of  Health  of  Canada, 
with  a mandate  to  determine  how  the  periodic  health 
examination  might  enhance  or  protect  the  health  of  the 
Canadian  population.  Composed  of  ten  members, 
most  of  whom  were  academic  clinicians  and  scien- 
tists, the  Task  Force  carried  out  its  work  over  the 
course  of  three  years.  With  the  aid  of  47  consultants 
who  were  experts  on  various  medical  conditions,  the 
Task  Force  reviewed  the  evidence  regarding  128  po- 
tentially preventable  conditions.  Seventy-eight  of 
these  conditions  were  reviewed  in  depth. 

The  Task  Force  recommended  that  a series  of  ex- 
aminations be  administered  to  an  individual,  over  the 
course  of  his  or  her  lifetime.  These  examinations, 
or  “health  protection  packages”,  tailor  preventive 
health  services  to  an  individual  patient’s  needs,  ac- 
cording to  age,  sex  and  risk  status.  The  packages  are 
summarized  in  the  fold-out  table  accompanying  the 
report. 

Certain  key  facts  should  be  kept  in  mind  when  using 
the  summary  table.  (1)  The  Task  Force  developed  its 
recommendations  solely  from  the  perspective  of  pre- 
vention of  disease  and  promotion  of  health.  Prac- 
titioners may  want  to  perform  certain  examinations 


for  other  reasons,  such  as  establishing  a data  base  or 
establishing  rapport  with  patients.  (2)  As  is  clear  from 
the  report,  the  Task  Force  did  not  make  all  its  recom- 
mendations with  equal  certainty,  because  of  large 
gaps  in  information  about  the  conditions  considered. 
Practitioners  may  therefore  want  to  pay  special  atten- 
tion to  those  procedures  given  strong  recommenda- 
tions, since  the  Task  Force  felt  there  was  good  evi- 
dence at  the  time  to  support  incorporation  of  those 
procedures  into  the  periodic  health  examination.  (3) 
Certain  common  procedures,  on  the  other  hand,  were 
not  recommended  because  on  review  the  Task  Force 
either  found  no  positive  evidence  justifying  them,  or 
found  evidence  that  the  test  made  no  difference,  as  in 
the  case  of  periodic  chest  x-rays  for  the  detection  of 
lung  cancer.  The  summary  report  presented  in  this 
issue  does  not  present  these  “negative”  findings  but. 
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for  interested  physicians,  the  longer  report  is  avail- 
able.6 (4)  The  Task  Force  intended  that  the  recom- 
mendations be  minimal  standards  for  periodic  health 
examinations.  It  assumes  that  physicians  should  make 
additional  examinations  on  high-risk  patients  and  on 
patients  known  to  have  specific  diseases.  (5)  The  Task 
Force  recognized  the  temporary  nature  of  its  recom- 
mendations on  the  specific  content  of  the  health  pro- 
tection packages.  As  new  research  results  become 
available  and  new  tests  and  therapies  are  evaluated, 
constant  update  of  the  recommendations  will  be  nec- 
essary. (6)  Although  most  of  the  conclusions  of  the 
Canadian  Task  Force  are  relevant  to  physicians’ 
practices  in  North  Carolina,  physicians  should  keep  in 
mind  that  the  recommendations  were  made  for  the 
Canadian  population.  Because  of  demographic  and 
social  differences  between  Canada  and  North  Caro- 
lina, the  impact  of  some  of  the  conditions  may  differ  in 
the  two  areas,  and  therefore  the  recommendations  for 
these  conditions  may  not  automatically  apply  here. 
For  example,  recommendations  regarding  tuber- 
culosis were  made  because  of  the  high  frequency  of 
tuberculosis  among  certain  Canadian  Eskimo  and  In- 
dian groups. 

Readers  of  the  report  will  quickly  perceive  the 
preoccupation  of  the  Task  Force  with  the  need  of 


developing  a rigorous  approach  to  the  evaluation  of 
procedures  advocated  in  the  periodic  health  examina- 
tion. During  deliberations,  we  became  concerned  with 
the  frequent  lack  of  scientific  evidence  in  the  literature 
and,  when  it  did  exist,  with  the  poor  quality  of  much  of 
it.  We  therefore  developed  a set  of  criteria  by  which  to 
judge  whether  each  condition  considered  should  be 
sought  in  a periodic  health  examination.  Recom- 
mendations were  made  according  to  these  criteria, 
which  the  report  explains  in  detail.  By  using  these 
criteria,  the  Task  Force  identified  priorities  for  future 
research,  aimed  at  strengthening  future  recommenda- 
tions. 

The  methodologic  issues  involved  in  the  develop- 
ment of  criteria  used  by  the  Task  Force  are  not  day- 
to-day  concerns  of  practicing  physicians.  In  the  long 
run,  however,  these  issues  are  of  key  importance  to 
progress  in  this  area  of  medical  practice.  The  field  of 
preventive  health  services  requires  special  and  inten- 
sive research  efforts,  not  only  because  relatively  little 
attention  has  been  paid  to  the  area  in  the  past,  but  also 
because  of  the  nature  of  the  field.  For  example,  an 
assessment  of  an  intervention  focusing  on  a severe, 
life-threatening  illness  can  often  be  made  relatively 
quickly,  with  good  clinical  judgment,  reaching  valid 
conclusions.  But  establishing  the  effectiveness  of  an 
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intervention  to  prevent  illness,  especially  if  it  is  a 
slowly  developing  one,  usually  requires  careful  re- 
search and  longterm  studies.  Prevention  is  one  area  of 
medical  practice  in  which  even  a clinician  with  the 
skills  of  Osier  will  need  help  from  well  designed,  long 
term  studies,  based  on  large  numbers  of  patients. 

Another  important  reason  physicians  should  de- 
mand rigorous  standards  in  preventive  health  services 
is  the  future.  It  is  likely  that  development  of  biomedi- 
cal innovations  will  continue  to  accelerate  and  that 
practitioners  will  be  offered  an  ever  increasing  num- 
ber of  tests  with  which  to  search  for  an  increasing 
number  of  possible  diseases  in  their  asymptomatic 
patients.  In  order  to  ensure  a rational  evolution  of 
these  examinations,  one  which  will  maximize  the  po- 
tential for  helping  our  patients  at  the  least  cost,  the 
new  technologies  should  be  required  to  meet  strict 
standards  to  prove  their  worth. 

Finally,  the  Task  Force  was  not  blind  to  the  social 
and  economic  implications  of  its  recommendations. 
Most  importantly,  in  Canada,  as  in  the  United  States, 
there  is  little  economic  incentive  encouraging  physi- 
cians to  offer  preventive  health  services  to  patients. 
Realizing  the  importance  of  realistic  payment  incen- 
tives to  the  implementation  of  the  health  protection 
packages,  the  Task  Force  explicitly  recommended  a 
review  of  provincial  health  insurance  plans  for  the 
purpose  of  developing  payment  arrangements  for 
periodic  health  examinations.  In  the  United  States, 
although  the  actual  mechanisms  for  change  would  be 
different,  the  underlying  issue  is  similar  and  needs  the 
attention  of  the  medical  community. 

The  Task  Force  viewed  its  report  as  one  step  in  the 
evolution  of  rational  preventive  health  services  to  be 
administered  in  clinicians’  offices.  If  that  evolution  is 
to  continue,  many  other  steps  are  necessary.  One 
step,  the  dissemination  of  the  report  to  practicing 
physicians  for  their  discussion,  deliberation,  and  de- 
bate, is  taking  place  with  the  publication  of  the  report 
in  the  North  Carolina  Medical  Journal. 

Suzanne  W.  Fletcher,  M.D.,  Associate  Professor  of 
Medicine;  Co-Chief  of  the  Division  of  General  Medi- 
cine and  Clinical  Epidemiology,  the  Department  of 
Medicine,  University  of  North  Carolina  School  of 
Medicine,  Chapel  Hill,  North  Carolina. 
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COST  CONTROL  AND  CLINICAL  JUDGMENT 

Donahue  has  apparently  won  a warm  place  in  the 
hearts  of  American  housewives  and  of  American  ad- 
vertisers so  that  when  he  arranged  a confrontation  on 
the  “Today  Show”  on  a September  morn  as  David  as- 
cended the  East  Coast  we  physicians  should  have 
been  aware  of  it.  For  he  had  invited  Dr.  Sidney  Wolfe, 
a prominent  Naderite,  and  John  Alexander  McMahan 
of  the  American  Hospital  Association  to  consider  the 
problem  of  rising  hospital  costs.  Both  are  able  advo- 
cates and  offered  the  usual  assertions  and  promises. 
Since  they  were  cast  of  necessity  as  adversaries,  they 
had  some  difficulty  in  agreeing  how  to  attack  the 
problem.  If  Dr.  Wolfe’s  data  were  somewhat  shaky, 
Mr.  McMahan’s  presentation  was  perhaps  more 
apologetic  than  necessary.  Both  suffered  because 
television  does  not  allow  for  calm,  careful,  reasonable 
deliberation  and  does  not  encourage  the  seeking  of 
common  ground. 

One  of  the  problems  recognized  by  both  men  is  the 
tendency  for  us  as  physicians  to  order  studies  almost 
reflexly  at  times,  a habit  reinforced  by  rules  of  some 
hospitals  and  agreed  to  by  third  party  payors,  which 
demands  routine  studies  without  doctors’  orders. 
Thus  the  routine  chest  film,  certainly  an  uneconomical 
tool  for  case  finding,  the  routine  urinalysis,  an  unjus- 
tifiable procedure,1  the  routine  SMAC  and  the  per- 
petual ECG.  We  know  a skin  test  is  a better  tool  in 
case  finding  in  tuberculosis;  we  know  that  compulsory 
blood  studies  are  not  effective  means  of  screening  and 
we  wonder  at  the  number  of  ECGs  necessary  in  some 
situations.  Perhaps  we  should  consider  such  adminis- 
trative behavior  in  the  light  of  a recent  survey  of 
Canadian  practice  by  Rabkin  and  Horne2  who 
analyzed  812  routine  preoperative  electrocardio- 
grams, a mean  of  24.6  months  after  earlier  ECGs  done 
at  the  same  institution.  They  noted  that  new  findings 
relevant  to  operative  risk  were  almost  excessively 
rare  and  the  prime  indication  for  a preoperative  ECG 
was  for  a patient  more  than  60  years  old  who  had 
already  had  significant  abnormalities.  If  symptoms 
suggestive  of  cardiopulmonary  disease  had  developed 
in  the  interim,  a clear  indication  for  the  procedure  of 
course  existed  as  it  would  had  the  same  happened  to 
patients  under  60  years  of  age.  The  lesson  seems  to  be 
that  we  might  be  in  danger  of  abandoning  our  capacity 
to  select  studies  to  seek  for  specificity  in  our  evalua- 
tions. Perhaps  clinical  judgment,  properly  exercised, 
might  improve  cost-benefit  ratios.  J.H.F. 

References 
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RETIREMENT 
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Kesler,  James  Lester.  MD,  (OPH)  2228  Parham  Dr.,  Wilmington 
28403 

Kouacich,  John  Joseph.  MD,  (IM)  Rt.  #1,  Box  20-A,  Sparta  28675 
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McCuen,  Brooks  Walton.  II.MD.  (OPH)  Box  3802,  Duke  Medical 
Center,  Durham  27710 

McGrory,  Edward  Joseph,  Jr.,  MD,  (OPH)  3900  Old  Wake  Forest 
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Salem  27103 

Wolman,  Richard  Lee,  MD,  (RESIDENT)  2216  Albany  St.,  Dur- 
ham 27705 

Wooten,  Stephen  Lamont  (STU  DENT)  Box  2882,  Duke  Med.  Ctr. , 
Durham  27710 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  E The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke.  East  Carolina  and  UNC  Schools  of  Medi- 
cine. Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA's  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  A AFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  "for  informa- 
tion.” 


June  7-8 

Practical  Dermatology  for  the  Non-Dermatologist 
Place:  Blockade  Runner  Motel,  Wrightsville  Beach 
Fee:  $50 
Credit:  7 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H.  Chapel  Hill  27514 


June  12-15 

Dermatology  for  Non-Dermatologist 
Place:  Great  Smokies  Hilton,  Asheville 
Fee:  $200 
Credit:  14  hours 

For  Information:  Gerald  S.  Lazarus,  M.D.,  Chief.  Division  of  Der- 
matology, Duke  University  Medical  Center.  Box  2987,  Durham 
27710 


June  19-21 

Mountain  Top  Medical  Assembly 
Place:  Waynesville 

For  Information:  Clinton  L.  Border,  Jr.,  M.D.,  P.O.  Box  538, 
Waynesville  28786 


June  27-29 

First  Annual  June  Beach  Weekend  Workshop 
Place:  Hyatt  House,  Hilton  Head  Island,  South  Carolina 
Fee:  $125 
Credit:  10  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  DeanforCon- 
tinuing  Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 


June  28-29 

Practical  Dermatology  for  the  Non-Dermatologist 
Place:  Continuing  Education  Center.  Boone 
Fee:  $50 
Credit:  7 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 


July  10-12 

2nd  Annual  Mountain  Meeting 
Place:  Great  Smokies  Hilton,  Asheville 
Fee:  $100. 

Credit:  20  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 


A subscription 
to  JAMA,  the 
leading 
scientific 
journal,  is  a 
benefit  of  AMA 
membership 

Each  AMA  member  receives  The 
Journal  of  the  American  Medical  As- 
sociation (JAMA)  and  one  of  nine 
specialty  journals.  These  two  jour- 
nals provide  information  that  will  as- 
sist most  physicians  to  keep  current 
in  their  practice  of  medicine.  They 
are  an  important  source  of  continuing 
medical  education. 

JAMA  is  a source  of  scientific  in- 
formation, news  of  the  profession,  re- 
views on  books  published,  dates  and 
places  of  meetings  and  other  items  of 
interest  to  the  profession.  The  Ques- 
tion and  Answer  section  of  The  Jour- 
nal provides  to  members  the  opinion 
of  experts  on  difficult  or  unusual 
problems  confronted  in  practice.  The 
Letters  to  the  Editor  section  provides 
a forum  through  which  a member 
may  express  his  opinion  to  the  pro- 
fession at  large. 

Journal  of  the  American  Medical 

Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

For  additional  information  write  to 
William  R.  Barclay,  M.  D.,  Editor,  at 
the  above  address  or  telephone: 
(312)  751-6333. 
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September  10 


July  11-14 

Blue  Ridge  Institute:  Institute  on  TB  and  other  Respiratory  Dis- 
eases 

Place:  Blue  Ridge  Assembly,  Black  Mountain 
Sponsors:  American  Lung  Association  of  North  Carolina,  UNC 
School  of  Medicine  and  UNC  School  of  Public  and  North  Caro- 
lina Division  of  Health  Services 
Fee:  $25 

For  Information:  C.  Scott  Venable,  Executive  Director,  American 
Lung  Association  of  North  Carolina,  P.O.  Box  27985,  Raleigh 
27611 

July  14-19 

Morehead  Symposium 
Place:  Atlantis  Lodge,  Atlantic  Beach 
Fee:  $155 
Credit:  30  hours 

For  Information:  M.  H.  Rourk,  M.D..  Director  of  Continuing  Edu- 
cation, Duke  University  Medical  Center,  Durham  27710 

July  16 

Otolaryngology  for  the  Primary  Care  Physician 

Place:  Lee  County  Hospital,  Sanford 

Sponsors:  Wake  AHEC  and  Lee  County  Medical  Society 

Fee:  $6 

Credit:  3.5  hours 

For  Information:  R.  S.  Cline.  M.D. , Director  of  Continuing  Medical 
Education,  Lee  County  Hospital,  Sanford  27330 

July  20-25 

Southern  Obstetric  and  Gynecologic  Seminar 
Place:  Grove  Park  Inn,  Asheville 

For  Information:  W.  Otis  Duck,  M.D.,  Drawer  F,  Mars  Hill  28754 
July  28-August  2 

Diagnostic  Radiology  Including  Ultrasound,  CT  Scanning  and 
Nuclear  Medicine 

Place:  Bogue  Banks  Country  Club,  Atlantic  Beach 
Fee:  $250;  limited  to  100 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Box  3808.  Duke  Uni- 
versity Medical  Center,  Durham  27710 


Cancer  Teaching  Day 

Place:  Pitt  County  Memorial  Hospital 

Fee:  $30 

Credit:  5 hours;  AMA  Category  I:  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
of  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

September  17 

Office  Diagnosis  of  Cardiac  Problems 
Place:  Pitt  County  Memorial  Hospital 
Fee:  $30 

Credit:  6 hours;  AMA  Category  I;  AAFP  approval  requested 
For  information:  F.  M.  Simmons  Patterson,  M.D.,  Associate  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

September  17-19 

25th  Annual  Angus  M.  McBryde  Perinatal  Symposium 
Place:  Duke  University  Medical  Center 
Fee:  $75 

For  Information:  Angus  M.  McBryde  Perinatal  Symposium,  Box 
3967,  D.U.M.C.,  Durham  27710 

September  18-19 

Genetics 

For  Information:  Emery  C.  Miller,  M.D..  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

September  20 

Sarcoidosis:  The  Great  Imitator 
Place:  Carolina  Inn,  Chapel  Hill 
Credit:  6 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H , Chapel  Hill  27514 

September  24-28 

1980  Committee  Conclave 

Place:  Mid-Pines  Club,  Southern  Pines 


WHERE  WOULD  YOU  LIKE  TO  PRACTICE  MEDICINE? 

THE  AIR  FORCE  WILL  DO  ITS  BEST  TO  ASSIGN  YOU  THERE. 


Germany  or  Little  Rock  — Alaska  or  Tucson, 
Arizona  — whatever  your  geographical  prefer- 
ence, we’ll  work  to  place  you  there.  And  you'll 
know  the  assignment  before  you  are  committed. 

This  is  just  one  of  the  many  advantages  for 
physicians  in  Air  Force  medicine.  We  also  pro- 
vide excellent  salaries,  30  days  of  paid  vacation 
each  year;  and  for  qualified  physicians,  an  op- 
portunity to  train  in  a specialty  area.  Most  im- 
portantly. we  provide  an  environment  in  which 
you  can  practice  medicine.  And  the  support  to 
eliminate  your  involvement  in  paperwork. 

Contact  USAF  Health  Professions  Recruiter,  Box 
27566,  Raleigh,  NC  27611.  Call  collect  (919) 
755-4134. 
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370E037 


326 


Vol.  41,  No.  5 


Regular  meetings  will  be  scheduled  for  the  Chairmen  and  mem- 
bers of  almost  all  regular  committees  of  the  Medical  Society; 
Committee  members  should  plan  to  be  present. 

For  Information:  William  N.  Hilliard.  Executive  Director,  North 
Carolina  Medical  Society,  F.O.  Box  27167,  Raleigh  27611 

September  26-27 

Seminar  in  Medicine 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

October  8 

Management  of  Chest  Disease  for  the  Practicing  Physician 
Place:  Pitt  County  Memorial  Hospital 
Fee:  $15 

Credit:  4 hours;  AMA  Category  I:  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

October  15 

Placebos 

Place:  Pitt  County  Memorial  Hospital 
Fee:  $15 

Credit:  3 hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson.  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

November  5-9 

1980  Urologic  Assembly:  Pediatric  Urology 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
Credit:  27  hours 

For  Information:  Ms.  Uinda  Mace.  Assembly  Secretary,  Box  3707, 
Duke  University  Medical  Center,  Durham  27710 

November  9-15 

Update  in  Cardiovascular  Diseases 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202- H,  Chapel  Hill  27514 

November  12 

Clinical  Pediatrics 

Place:  Pitt  County  Memorial  Hospital 
Fee:  $15 
Credit:  3 hours 

For  Information:  F.  M.  Simmons  Patterson.  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 


PROGRAMS  IN  CONTIGUOUS  STATES 
June  27-29 

1st  Annual  June  Beach  Weekend 

Place:  Hyatt  House,  Hilton  Head  Island,  South  Carolina 

Sponsors:  Bowman  Gray  School  of  Medicine  and  the  Medical  Col- 
lege of  Georgia 

Fee:  $125 

Credit:  12  hours 

For  Information:  Emery  C.  Miller,  M.D..  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

August  4-8 

8th  Annual  Beach  Workshop 

Place:  Myrtle  Beach  Hilton,  Myrtle  Beach,  South  Carolina 

Fee:  $150 

Credit:  20  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine.  Win- 
ston-Salem 27103 

October  23-26 

North  Carolina  Society  of  Internal  Medicine  Fall  Meeting 

Place:  The  Cloister,  Sea  Island,  Georgia 

For  Information:  North  Carolina  Society  of  Internal  Medicine,  P.O. 
Box  27167  Raleigh  2761 1 


ITEMS  OF  SPECIAU  INTEREST 
June  5-7 

4th  Annual  Conference  on  the  Rehabilitation  of  the  Traumatic 
Brain-Injured  Adult 

Place:  Fort  Magruder  Conference  Center,  Williamsburg,  Virginia 
For  Information:  Ms.  Glenda  Snow.  Department  of  Continuing 
Medical  Education,  Medical  College  of  Virginia,  Box  48,  MCV 
Station,  Richmond,  Virginia  23298 

June  13-14 

EKG  Interpretation  and  Arrhythmia  Management 
Place:  Pinehurst  Country  Club 

Sponsor:  International  Medical  Education  Corporation 
Fee:  $245 

Credit:  13  hours:  AMA  Category  I 

For  Information:  International  Medical  Education  Corporation, 
Division  of  Postgraduate  Education,  64  Inverness  Drive  East. 
Englewood,  Colorado  80112 

June  18-21 

4th  Annual  Virginia  Beach  Update  in  Neuroscience 
Place:  Sheraton  Beach  Inn,  Virginia  Beach 
Credit:  1614  hours 

For  Information:  Kathy  E.  Johnson,  Department  of  Continuing 
Medical  Education,  Box  46,  MCV  Station,  Richmond,  Virginia 
23298 

July  22-26 

Contemporary  Clinical  Neurology 
Place:  FTilton  Head  Island,  South  Carolina 

Sponsor:  Department  of  Neurology,  Vanderbilt  University  School 
of  Medicine 
Credit:  16  hours 

For  Information:  Vanderbilt  Continuing  Medical  Education,  3200 
West  End,  Suite  306,  Nashville,  Tennessee  37212 

November  14-16 

Primary  Care  of  Hand  Injuries 
Place:  Sea  Island,  Georgia 

For  Information:  American  Society  for  Surgery  of  the  Hand,  2600 
South  Parker  Road.  Suite  132,  Aurora,  Colorado  80014 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


A quick,  painless  new  test  is  helping  physicians  at 
North  Carolina  Memorial  Hospital  decide  which  of 
their  patients  with  varicose  veins  could  benefit  from 
surgery  to  remove  diseased  vessels. 

Knowing  whether  a patient  will  benefit  from  sur- 
gery is  not  always  easy,  says  Dr.  Steven  J.  Burnham, 
director  of  the  vascular  laboratory  at  N.C.  Memorial. 
But  the  lab  is  now  using  a new  diagnostic  test,  called 
photo  plethysmography,  that  takes  most  of  the 
uncertainty  out  of  selecting  patients  for  vein  surgery. 

A small  photoelectric  cell,  about  the  size  of  a 
cufflink,  is  taped  to  the  patient’s  ankle.  By  directing  a 
beam  of  infrared  light  into  the  ankle  and  then  measur- 
ing the  amount  of  light  that  bounces  back,  the  cell  can 
detect  changes  in  the  volume  of  blood  in  the  tissues 
just  beneath  the  skin. 

Impulses  from  the  photoelectric  cell  are  automati- 
cally recorded  as  tracings  on  a graph  so  that  fluctua- 
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tions  in  blood  volume  as  the  patient  flexes  his  foot  can 
be  precisely  measured. 

The  test  takes  only  about  15  minutes  and  is  rela- 
tively inexpensive,  Burnham  says.  One  test  costs  $42, 
about  the  same  as  a chest  X-ray. 

He  says  physicians  who  are  experienced  in  treating 
varicose  veins  can  usually  tell  which  patients  are  the 
best  candidates  for  surgery  by  examining  them  and 
studying  their  symptoms.  So.  in  many  cases,  the  blood 
volume  test  will  simply  confirm  their  diagnosis. 

But  Burnham  says  new  physicians  will  find  the  test 
particularly  helpful  as  a primary  diagnostic  tool. 

* * * 

Encouraging  future  physicians  to  examine  their 
values  and  helping  them  wrestle  with  moral  issues 
they  are  likely  to  face  is  becoming  an  increasingly 
important  part  of  medical  education. 

At  the  School  of  Medicine,  medical  students  are 
given  a chance  to  learn  not  only  the  scientific  part  ot 
medicine  but  “to  consider  what  it  really  means  to  be  a 
doctor,”  explains  Dr.  Larry  Churchill,  coordinator  of 
the  School  of  Medicine’s  ethics  and  human  values 
program. 

Two  courses  offered  in  the  first  year  ot  medical 
school  are  partly  devoted  to  a consideration  ot  human 
values.  A second-year  elective  seminar,  led  by 


Churchill  and  Dr.  Alan  Cross,  deals  entirely  with 
ethics. 

“We  try  to  cover  some  of  the  more  basic  kinds  of 
issues  the  students  are  likely  to  encounter  as  doc- 
tors,” says  Churchill.  “That  includes  everything  from 
how  to  keep  a confidence  to  how  to  handle  a termi- 
nally ill  patient.  For  instance,  when  do  you  stop  being 
aggressive  in  treating  a dying  patient?  When  do  you 
stop  trying  to  prolong  life  and  try  instead  to  help  him 
achieve  some  dignity  in  the  inevitable  process  of 
dying?” 

Cross  says  the  ethics  seminar  challenges  students 
to  think  critically  about  concepts  that,  on  the  surface 
at  least,  may  seem  simple  and  absolute,  such  as  telling 
the  truth. 

The  medical  ethics  program  at  UNC-CH  is  con- 
cerned not  only  with  the  education  of  students  but 
with  the  training  of  resident  physicians  at  North  Caro- 
lina Memorial  Hospital  as  well. 

Cross,  a pediatrician,  says  seminars  on  ethics  are 
held  for  residents  in  pediatrics  and  may  be  developed 
for  those  on  other  services  in  the  hospital. 

* * * 

The  American  Cancer  Society  has  awarded  a 
$28,000  postdoctoral  fellowship  to  Dr.  Berch  E. 
Henry  II,  a microbiologist  in  the  Cancer  Research 
Center. 
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Henry  came  to  UNC-CH  in  September  1979  to  join 
the  research  team  of  Dr.  Joseph  Pagano.  director  of 
the  Cancer  Research  Center.  Pagano  and  his  col- 
leagues are  studying  the  Epstein-Barr  virus,  the  first 
virus  consistently  found  in  association  with  Burkitt’s 
lymphoma. 

Henry  is  particularly  interested  in  nasopharyngeal 
carcinoma,  which  is  one  of  the  most  common  malig- 
nancies when  viewed  worldwide  and  is  very  possibly 
caused  by  the  Epstein-Barr  virus. 

Henry  said  he  is  looking  for  the  Epstein-Barr  virus 
in  tissues  of  infectious  mononucleosis,  which  the  virus 
causes,  and  two  malignancies  associated  with  the  face 
and  neck,  Burkitt’s  lymphoma  and  nasopharyngeal 
carcinoma. 

“We  will  take  these  tumor  cells  and  do  a thorough 
search  to  see  if  there  is  a common  piece  of  DNA  in  all 
of  them,"  Henry  said.  “If  there  is,  it  can  give  us  a 
handle  in  our  efforts  to  establish  a relationship  be- 
tween viruses  and  human  cancer.” 

Henry  earned  bachelor’s  and  master’s  degrees  at 
the  University  of  Arkansas  in  1972  and  1975,  respec- 
tively. He  completed  requirements  for  a Ph.D.  last 
year  at  the  University  of  Mississippi  Medical  Center. 


Two  members  of  the  School  of  Medicine  faculty 
have  received  American  Heart  Association  Estab- 
lished Investigatorship  awards. 

The  recipients,  both  assistant  professors  in  the  De- 
partment of  Medicine,  are  Drs.  John  T.  Gwynne  and 
Richard  C.  Boucher.  Each  research  grant  provides 
$30,000  over  five  years  beginning  July  1. 

Gwynne,  an  endocrinologist,  is  studying  choles- 
terol and  its  role  in  atherosclerosis.  Boucher’s  re- 
search focuses  on  pulmonary  diseases  such  as  asthma. 

Gwynne  earned  his  bachelor’s  degree  in  1965  from 
Princeton  University  and  his  M.D.  in  1970  from  Duke 
University.  Boucher  graduated  from  Yale  University 
in  1966  and  from  the  Columbia  College  of  Physicians 
and  Surgeons  in  1970. 


The  predoctoral  internship  program  in  psychology 
at  North  Carolina  Memorial  Hospital  recently  re- 
ceived full  accreditation  from  the  American 
Psychological  Association,  as  it  has  each  year  since 
1959. 

“We  have  a very  excellent  program,”  said  Dr. 
J.  Wilbert  Edgerton,  chief  psychologist  at  N.C.  Me- 
morial. “The  last  accreditor  to  visit  said  it  is  in  many 
ways  a model  program.” 

Supported  by  the  National  Institute  of  Mental 
Health,  the  training  program  provides  a year’s  in- 
ternship for  doctoral  candidates  in  clinical  psychol- 
ogy. Participants  come  from  all  parts  of  the  nation. 

The  interns  are  offered  a variety  of  experience 
through  three  rotations  lasting  four  months  each. 

“The  program  offers  experience  that  will  not  only 
respond  to  the  interns’  interests,  but  also  show  up  any 
deficiencies  they  might  have,”  Edgerton  said. 
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Dr.  Arthur  J.  Prange  Jr.,  professor  of  psychiatry, 
has  been  appointed  to  the  Psychopharmacologic 
Drugs  Advisory  Committee  of  the  Food  and  Drug 
Administration. 

* * * 

Dr.  Madhabananda  Sar,  research  associate  profes- 
sor of  anatomy,  presented  a paper  at  the  sixth  Inter- 
national Congress  of  Endocrinology  February  10-16  in 
Melbourne,  Australia. 

Dr.  Roger  E.  Salisbury,  associate  professor  of 
surgery  and  director  of  the  N.C.  Jaycee  Burn  Center, 
was  elected  to  membership  in  the  Society  of  Univer- 
sity Surgeons. 

* * * 

Dr.  Colin  G.  Thomas  Jr.,  chairman  and  professor  of 
surgery,  was  guest  speaker  and  panelist  at  Cancer 
Update  '80,  held  January  26-27  at  Peralta  Hospital  in 
Oakland,  Calif.  Thomas  spoke  on  surgery  for  cancer 
of  the  thyroid.  He  also  was  guest  lecturer  at  the 
1979-80  Continuing  Medical  Education  Noted  Lecture 
Series  at  Broward  Medical  Center  in  Fort  Lauderdale, 
Fla..  January  10. 

* * * 

Dr.  Donald  L.  Madison,  associate  professor  of 
community  medicine  and  hospital  administration,  is 
the  editor  of  "Health  Professions  Education  and  Un- 
derserved,” a symposium  of  1 1 articles  appearing  in 
the  January-February  issue  of  Public  Health  Reports, 
the  official  journal  of  the  U.S.  Public  Health  Service. 
Madison  is  also  author  of  one  of  the  1 1 articles  that 
describe  experimental  curricula  and  course  sequences 
designed  to  prepare  medical  and  other  students  of  the 
health  professions  for  practice  in  rural  and  inner  city 
communities. 

* * * 

Dr.  Charles  W.  Carter  Jr.,  assistant  professor  of 
biochemistry  and  anatomy,  participated  in  the  sev- 
enth Katzir-Katchelsky  Symposium  titled  “Structural 
Aspects  of  Recognition  and  Assembly  in  Biological 
Macromolecules”  February  24-29  in  Rehovot,  Israel. 
He  presented  a poster  on  “Dimeric  Histone  Interac- 
tions and  Histone  Packing.” 

On  his  return  trip.  Carter  conferred  with  colleagues 
and  presented  invited  seminars  in  Uppsala,  Sweden; 
Aarhus,  Denmark;  Groningen,  Netherlands  and  Lon- 
don. 

* * * 

Dr.  J.  Wilbert  Edgerton,  professor  of  psychiatry, 
has  been  elected  to  the  board  of  trustees  at  Guilford 
College. 

Jfc  5-i  ij« 

Dr.  Jean  M.  Lauder,  anatomy,  recently  was  elected 
to  the  advisory  board  of  the  journal  "Developmental 
Neuroscience.” 


Dr.  Benson  R.  Wilcox,  professor  and  chief  of  car- 
diothoracic  surgery,  has  been  elected  treasurer  of  the 
Society  of  Thoracic  Surgeons,  which  has  a current 
membership  of  1,921. 
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During  the  past  10  years,  the  number  of  young  U.S. 
doctors  who  plan  to  spend  their  lives  conducting 
medical  research  has  dropped  by  half,  a prominent 
Duke  physician  says,  and  unless  something  is  done  to 
halt  the  decline,  the  “Golden  Age”  of  medicine  may 
be  over. 

Writing  in  the  December  6 issue  of  the  New  England 
Journal  of  Medicine , Dr.  James  B.  Wyngaarden  said  a 
variety  of  factors,  ranging  from  new  medical  school 
curriculums  to  the  “extraordinary  incomes”  that  can 
be  made  in  private  practice,  have  continued  to  make 
research  careers  less  attractive  to  young  medical 
graduates. 

Wyngaarden,  chairman  of  the  Department  of  Medi- 
cine and  Frederic  M.  Hanes  professor  of  medicine,  is 
also  immediate  past  president  of  the  Association  of 
American  Physicians. 

The  problem,  he  says,  lies  not  in  the  supply  of  new 
physicians  because  during  the  last  decade  the  number 
of  medical  school  graduates  has  doubled  to  more  than 
15,000  a year. 

Nor  is  early  financial  support  a problem  because 
hundreds  of  National  Institutes  of  Health  postdoctor- 
al traineeships  and  fellowships  for  doctors  go  begging 
every  year. 

"The  reasons  for  the  decline  in  research  interests 
among  young  physicians  are  complex,”  Wyngaarden 
said.  "A  major  one  involvesa  re-evaluation  of  societal 
goals  in  the  wake  of  the  Vietnam  conflict. 

“This  has  led  to  greater  emphasis  on  medical  care  of 
under-served  segments  of  our  society  as  a more 
pressing  immediate  need  than  basic  biomedical  re- 
search in  the  improvement  of  health  and  conquest  of 
disease.  There  is  a feeling  among  some  students  that 
the  technology  of  medicine  has  outrun  its  sociology.” 

A second  major  factor  is  the  instability  of  federal 
support  of  biomedical  research. 

“Students,  residents  and  fellows  observe  young 
faculty  who  are  uncertain  of  research  support,  and 
they  believe  that  this  instability  reflects  a public  value 
judgment,”  the  physician  wrote.  “Young  people  tend 
to  choose  fields  marked  by  high  approbation.” 

Wyngaarden  said  a third  factor  is  the  revision  of 
medical  school  curriculums  that  places  less  emphasis 
on  simulated  research  laboratory  experiences. 

“The  result  is  that  many  house  officers  now  reach 
the  end  of  residency  training  with  no  firsthand  knowl- 
edge of  the  excitement  of  working  in  a laboratory,”  he 
wrote.  “And  in  the  absence  of  a military  obligation  far 
fewer  are  exposed  to  the  sometimes  decisive  ex- 
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perience  of  an  appointment  to  the  National  Institutes 
of  Health.” 

Additional  important  factors  he  cited  are  changes  in 
the  requirements  of  specialty  certifying  hoards,  the 
increased  likelihood  of  subspecialty  training  and  the 
discouraging  provision  of  the  National  Research  Ser- 
vice Awards  that  requires  either  compulsory  federal 
service  or  that  money  advanced  for  research  training 
be  paid  back  if  the  physician  decides  not  to  make  a 
career  of  research. 

Also,  in  the  late  stages  of  postdoctoral  training  eco- 
nomic pressures  are  intense,  Wyngaarden  said,  often 
including  a residual  debt  burden  of  medical  school 
loans. 

* * * 

Dr.  Roscoe  R.  “Ike”  Robinson,  associate  vice- 
president  and  chief  executive  officer  of  the  hospital, 
announced  at  a Jan.  14  press  conference  that  the 
opening  of  Duke  Hospital  North  will  create  approxi- 
mately 900  additional  fulltime  jobs. 

“The  900  additional  jobs  fall  into  five  categories, 
supervisory,  technical,  nursing,  support  services  and 
clerical  positions,”  he  said. 

Occupancy  of  Duke  Hospital  North  will  take  place 
in  two  phases,  and  Robinson  said  that  for  the  most 
part,  hiring  will  begin  60  days  before  the  first  segment 
of  the  move  and  continue  through  and  after  the  60-day 
occupancy  period. 


“Hiring  for  some  jobs,  such  as  housekeeping,  has 
been  under  way  so  the  new  facility  will  be  ready  for 
patients  on  the  day  they  move,”  Robinson  said. 
“Some  positions  will  be  filled  internally,  but  the  net 
result  is  a total  of  900  positions  available.” 

* * * 

Dr.  Atala  Thayer  Scudder  Davison,  widow  of  the 
first  dean  of  Duke’s  School  of  Medicine,  died  Jan.  9 in 
Petaluma,  Calif. 

Davison,  87,  was  a native  of  Glen  Head,  N.Y. 

She  came  to  Duke  in  1927  after  her  husband,  Dr. 
W.  C.  Davison,  was  appointed  to  head  the  newly 
formed  medical  school.  Both  had  been  on  the  faculty 
at  the  Johns  Hopkins  School  of  Medicine. 

Dr.  Atala  Davison  was  an  associate  in  pediatrics 
here  from  1942-1962.  During  World  War  II,  she  ran  the 
school  health  clinics  in  the  Durham  city  and  county 
schools. 

Dr.  Jay  M.  Arena,  professor  emeritus  of  pediatrics, 
remembers  her  as  “an  outstanding  medical  prac- 
titioner in  her  own  right.” 

* * * 

The  National  Institute  of  Neurological  and  Com- 
municative Disorders  and  Stroke  has  awarded 
$1,066,491  to  the  Duke  VA  Center  for  Cerebrovascu- 
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lar  Research  to  continue  studies  on  strokes  and  related 
illnesses. 

Dr.  James  N.  Davis,  an  associate  professor  of  medi- 
cine and  pharmacology  who  succeeded  Dr.  Albert 
Heyman  as  director  of  the  center  Jan.  1,  said  the  grant 
will  support  a group  of  scientists  from  the  Depart- 
ments of  Anatomy,  Medicine,  Pharmacology  and 
Physiology. 

Their  long-term  goal,  Davis  explained,  is  to  help 
patients  recover  the  best  possible  function  after  a 
stroke,  an  emphasis  of  research  that  he  said  has  been 
neglected  in  this  country. 

* * * 

A medical  center  psychiatrist  noted  for  his  con- 
tributions to  the  elderly  has  been  appointed  to  the 
National  Council  on  Aging. 

Dr.  Ewald  W.  Busse,  J.  P.  Gibbons  professor  of 
psychiatry  and  associate  provost  and  dean  ot  medical 
and  allied  health  education,  was  appointed  to  the 
council  by  the  secretary  of  Health,  Education  and 
Welfare  (HEW)  Patricia  R.  Harris. 

As  a member  of  the  council,  Busse  will  consult  tor  a 
four-year  term  with  the  HEW  secretary.  He  will  make 
recommendations  on  programs  and  research  projects 
related  to  the  diseases  and  other  special  problems  and 
needs  of  the  aged. 


Dr.  James  F.  Glenn,  professor  and  chief  of  urology, 
has  been  elected  a governor  of  the  American  College 
of  Surgeons.  Glenn  also  has  been  elected  president  of 
the  Society  of  Pelvic  Surgeons  for  1980. 

* * * 

Three  faculty  members  have  been  promoted  in  the 

Department  of  Medicine  at  the  medical  center. 

University  provost  William  Bevan  announced  that 
Dr.  James  D.  Crapo  was  promoted  from  assistant 
professor  to  associate  professor,  and  that  Drs.  Edwin 
B.  Cox  and  Joseph  O.  Moore  were  promoted  from 
associates  in  medicine  to  assistant  professors. 

* * * 

The  Bureau  of  Health  Manpower  of  the  U.S.  De- 
partment of  Health,  Education  and  Welfare  (HEW) 
has  awarded  $88,000  to  the  medical  center’s  Depart- 
ment of  Health  Administration  to  support  three  new 
courses  for  administrators  of  health  service  organiza- 
tions. 

The  courses,  which  Duke  has  designed  in  collab- 
oration with  the  School  of  Public  Health  at  the  Uni- 
versity of  North  Carolina,  will  offer  relatively  brief, 
but  intensive  continuing  education  for  administrators 
at  mid-career,  according  to  the  project  director,  pro- 
fessor David  G.  Warren. 
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“The  grant  we  have  received  is  part  of  a $750,000 
federal  program  that  was  established  to  help  health 
administrators  improve  their  management  skills,” 
said  Dr.  E.  Harvey  Estes,  director  of  the  Division  of 
Health  Sciences  Education. 

* * * 

Two  medical  center  dermatologists  have  written  a 
medical  textbook  that  they  say  even  a busy  general 
practitioner  can  understand. 

The  book,  “Diagnosis  of  Skin  Disease,”  is  a serious 
attempt  to  provide  doctors  with  the  first  really  practi- 
cal reference  on  hundreds  of  skin  problems. 

It  was  written  by  Drs.  Gerald  S.  Lazarus,  J.  Lamar 
Callaway,  professor  of  dermatology  and  chief.  Divi- 
sion of  Dermatology,  and  Lowell  A.  Goldsmith,  pro- 
fessor of  medicine,  during  the  past  four  years  and 
recently  published  by  the  F.  A.  Davis  Company  of 
Philadelphia. 

“Ten  to  20%  of  the  illnesses  that  practicing  physi- 
cians treat  are  related  to  the  skin,”  Lazarus  said  in  an 
interview.  “Yet  many  of  them  have  trouble  diagnos- 
ing skin  disease  and  don’t  know  how  to  use  a der- 
matology textbook.  Our  book  seeks  to  guide  the  to- 
tally uninitiated  to  a correct  diagnosis  by  emphasizing 
simple  clinical  observations.” 

In  contrast  to  standard  medical  texts  that  are  or- 
ganized by  disease  classification,  the  506-page  volume 
has  been  designed  more  like  a book  on  plant  identifi- 
cation for  layman.  One  doesn’t  need  to  have  training 
in  dermatology  to  fathom  it. 

* * * 

Five  new  assistant  professors  have  been  appointed 
to  the  faculty  at  the  medical  center.  The  appointments 
were  announced  by  Dr.  William  Bevan,  university 
provost. 

The  new  faculty  members  and  their  respective  de- 
partments are:  Drs.  Elizabeth  R.  DeLong,  community 
and  family  medicine;  Ross  William  McIntyre  and 
Benzion  Schkolne,  anesthesiology;  Sheldon  V.  Pol- 
lack, medicine  (dermatology);  and  Gary  W.  Stuhlmil- 
ler,  surgery. 

* * * 

Dr.  Samuel  W.  (Woody)  Warburton  has  been 
named  acting  program  director  for  the  Duke-Watts 
Family  Medicine  Program.  Warburton  replaces  Dr. 
William  J.  (Terry)  Kane,  who  requested  to  be  relieved 
of  his  administrative  duties.  Kane  will  remain  a faculty 
member  in  the  Department  of  Community  and  Family 
Medicine  with  teaching  and  patient  care  respon- 
sibilities. 


Like  white-coated  miners  using  scalpels  and  micro- 
scopes, chemosurgeons  are  defeating  even  tough-to- 
cure  cancers  by  following  veins  of  malignant  cells 
through  the  skin  until  they  run  out. 

“With  skin  cancer,  what  you  see  isn’t  what  you 
get”  if  you  cut  only  the  surface  tumor,  says  Dr.  Sbel- 

May  1980,  NCMJ 


don  V.  Pollack,  an  assistant  professor  of  dermatology 
at  the  Comprehensive  Cancer  Center  and  founder  of 
North  Carolina’s  first  chemosurgery  unit.  The  unit 
opened  in  September  on  the  basement  level  of  the 
Morris  Building. 

* * * 

Drs.  Robert  J.  Thompson,  associate  professor  of 
medical  psychology,  and  Aglaia  N.  O’Quinn,  assistant 
professor  of  pediatrics,  have  teamed  up  to  write  a 
textbook  which  explains  and  gives  examples  of  a 
holistic  approach  to  development  disabilities. 

The  308-page  text,  titled  “Developmental  Disabili- 
ties,” presents  case  histories  on  mental  retardation, 
cerebral  palsy,  autism,  seizure  disorders,  learning 
problems  and  visual  and  hearing  impairments.  The 
text  examines  the  etiology,  manifestation,  diagnosis 
and  management  of  each  disability.  The  case  histories 
presented  are  those  of  medical  center  patients. 

Drs.  Thompson  and  O’Quinn  are,  respectively,  ad- 
ministrative director  and  medical  director  of  the  De- 
velopmental Evaluation  Center  of  the  Department  of 
Pediatrics. 

* * * 

For  Pamela  Kohl  of  Raleigh,  the  worst  part  was  the 
waiting. 

“I  felt  like  my  life  was  on  hold,  and  I wasn’t  really  in 
control  of  it,”  the  28-year-old  woman  said.  I couldn’t 
plan  to  move,  change  jobs,  get  married,  have  children 
or  do  much  of  anything  else.” 

“I  couldn’t  even  visit  my  parents  in  Chicago  at 
Christmas  because  I didn’t  want  to  risk  getting 
snowed  in  and  not  be  able  to  get  back  in  time  if  the 
doctors  called  to  say  they  had  a donor,”  she  said 
during  a recent  visit  to  the  medical  center. 

Until  her  successful  surgery  on  Feb.  2,  Kohl  was 
one  of  some  200  people  in  North  Carolina  and  2,500 
people  around  the  United  States  who  are  waiting  for 
cornea  transplants.  The  operation  involves  replacing  a 
diseased  or  injured  cornea  — the  normally  clear  outer 
covering  of  the  eye  — with  donated  tissue. 

The  Greensboro  native  is  a victim  of  keratoconus,  a 
rare  condition  in  which  her  corneas  have  begun  to 
grow  outward  like  cones.  She  wore  two  contact  lenses 
on  her  left  eye  and  used  to  wear  two  on  her  right  eye 
also  until  the  pain  became  unbearable. 

If  corneas  could  be  constructed  of  plastic  like  con- 
tact lenses,  Kohl  and  the  others  who  wait  could  have 
their  surgery  within  weeks.  But  the  only  source  of  new 
corneas  is  people  who  have  died,  and  all  too  often  that 
precious  tissue  is  buried  with  the  deceased.  The  wait- 
ing list  keeps  getting  longer. 

Now,  however,  the  North  Carolina  Eye  and  Human 
Tissue  Bank,  in  cooperation  with  Duke’s  Department 
of  Ophthalmology,  has  begun  a pilot  project  to  try  to 
solve  the  growing  problem.  With  financial  support 
from  Duke,  the  Eye  Bank  hired  surgeon’s  assistant 
Jeannette  Hodges  in  September  to  serve  as  the  state’s 
first  and  only  eye  donor  coordinator. 

“The  biggest  part  of  my  job  right  now  is  public 
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relations  — making  doctors,  nurses  and  people  in 
general  aware  of  the  need  for  donation,  especially 
eyes,”  Hodges  said. 

"Although  the  number  of  donor  cards  has  increased 
tremendously  in  the  past  two  years,  we  just  aren  t 
retrieving  many  more  tissues  because  not  enough 
people  know  that  that  was  what  their  loved  one 
wanted,”  she  said. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


The  School  of  Medicine  held  its  second  annual 
Health  Law  Forum  April  17-18.  The  program  is  de- 
signed for  physicians,  hospital  administrators,  hospi- 
tal trustees,  health  law  attorneys  and  clinic  managers. 

Speakers  included  Richard  L.  Epstein,  vice  presi- 
dent, American  Hospital  Association;  Richard  F. 
Pfzenmayer,  Squire,  Sanders  and  Dempsy,  Wash- 
ington, D.C.;  Larry  V.  McLeod,  Erwin,  Epting,  Gib- 
son and  McLeod,  Athens,  Ga.;  the  Hon.  William  H. 
Erickson,  associate  justice,  Colorado  Supreme  Court; 
Col.  Ellis  F.  Hall,  executive  officer,  Womack  Army 
Hospital;  Richard  F.  Gibbs,  associate  professor  of 
medicine.  Harvard  University;  Carl  J.  Schramm,  vice 
chairperson,  Maryland  Cost  Review  Commission; 
George  W.  Graham,  vice  president.  Joint  Commission 
on  Accreditation  of  Hospitals,  and  Leonard  C.  Homer 
and  Sanford  V.  Teplitzky,  both  from  Ober,  Grimes 
and  Shriver.  Baltimore,  Md. 

Also  participating  in  the  program  were  M.  Frank 
Sohmer,  president  elect,  N.C.  Medical  Society; 
Harold  C.  Greene,  chairman  of  the  board,  N.C.  Hos- 
pital Association;  and  the  Hon.  Hugh  A.  Wells,  as- 
sociate justice,  N.C.  Court  of  Appeals. 

* * * 

Dr.  Theodore  Kushnick  has  been  appointed  profes- 
sor of  pediatrics  and  director  of  the  Developmental 
Evaluation  Clinic.  Kushnick  formerly  was  professor 
of  pediatrics  and  anatomy  and  director  of  the  division 
of  human  genetics  at  the  New  Jersey  Medical  School. 

He  received  his  undergraduate  degree  from  Ohio 
State  University  and  his  M.D.  from  Harvard  Medical 
School. 

* * * 

Dr.  Alvin  Volkman,  professor  of  pathology,  has 
received  a $95,643  grant  from  the  National  Institutes 
of  Health  to  study  "Polyarthropathy  in  Salmonella- 
Infected  Rats.” 
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News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Research  at  the  Bowman  Gray  School  of  Medicine 
has  revealed  a definite  inverse  relationship  between 
alcohol  consumption  and  the  development  of  athero- 
sclerosis in  young  adult  male  monkeys. 

At  the  same  time,  significant  chemical  changes  in 
the  liver  and  some  liver  damage  were  found  in  the 
ethanol-treated  monkeys. 

Dr.  Thomas  B.  Clarkson,  professor  and  chairman  of 
Bowman  Gray’s  Department  of  Comparative  Medi- 
cine. reported  results  of  the  18-month  project  to  the 
American  Heart  Association's  Symposium  on  Al- 
cohol and  Cardiovascular  Diseases. 

The  researchers  found  significantly  less  severe 
coronary  artery  atherosclerosis  in  monkeys  which  had 
been  fed  a diet  containing  large  amounts  of  ethanol 
than  in  a control  group  which  had  not  been  given 
alcohol. 

Moreover,  the  ethanol-fed  monkeys  had  a higher 
concentration  of  high  density  lipoproteins  while  their 
low  density  lipoproteins  ( LDL)  had  a lower  molecular 
weight. 


It  is  thought  that  the  interaction  of  the  smaller  LDL 
particles  with  the  coronary  artery  wall  is  a key  factor 
in  explaining  why  atherosclerosis  was  less  severe  in 
monkeys  consuming  ethanol. 

Perhaps  the  most  important  question  remaining 
after  the  research  concerns  whether  there  is  a dose  of 
ethanol  which,  when  administered  over  a long  period 
of  time,  will  induce  a favorable  change  in  plasma 
lipoproteins  without  adverse  effects  on  the  liver,  brain 
and  behavior. 

* * * 

Francis  E.  Garvin  of  Wilkesboro  has  been  re- 
elected chairman  of  the  Medical  Center  Board  of  the 
Bowman  Gray  School  of  Medicine  and  North  Carolina 
Baptist  Hospital. 

Other  officers  re-elected  are  Dr.  Gloria  F.  Graham 
of  Wilson,  vice-chairman;  E.  Lee  Cain  of  High  Point, 
treasurer;  and  Miss  Katherine  Davis,  assistant  to  the 
medical  center  director,  secretary. 

The  board,  consisting  of  six  trustees  of  Wake  Forest 
University,  six  trustees  of  Baptist  Hospital  and  a 
member  of  the  medical  center's  professional  staff,  is 
responsible  for  the  overall  supervision  of  the  medical 
center. 

Dr.  Manson  Meads  is  director  of  the  medical  center. 

Newly  appointed  members  of  the  board  are  Mrs. 
JamesT.  Broyhill  of  Lenoir,  E.  Lawrence  Davis  III  of 
Winston-Salem,  Dr.  Claude  A.  McNeill  Jr.  of  Elkin 
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and  E.  J.  Prevatte  of  Southport.  Dr.  Joseph  E. 
Johnson  III.  professor  and  chairman  of  Bowman 
Gray’s  Department  of  Medicine,  was  re-appointed  as 
the  professional  staff  member. 

5fC 

Research  is  under  way  at  Bowman  Gray  to  deter- 
mine whether  a diet  recommended  to  the  American 
public  by  a U.S.  Senate  committee  can  achieve  its  goal 
of  reducing  the  risk  of  developing  heart  disease. 

Dr.  Richard  St.  Clair,  professor  of  pathology,  and 
Dr.  Jon  C.  Lewis,  assistant  professor  of  pathology, 
are  conducting  the  research  with  a grant  from  the 
National  Dairy  Council. 

The  dietary  recommendations  were  contained  in  a 
1977  report  from  the  Senate’s  Select  Committee  on 
Nutrition  and  Human  Needs,  chaired  by  Sen.  George 
McGovern  of  South  Dakota. 

The  recommendations  primarily  are  intended  to  at- 
tack the  problems  of  high  plasma  cholesterol  concen- 
trations and  low  levels  of  high  density  lipoproteins  in 
the  plasma. 

The  committee  urged  Americans  to  reduce  from 
40%  to  30%  the  daily  amount  of  calories  received 
from  fat.  It  also  promoted  lowering  cholesterol 
consumption  from  the  current  daily  level  of  al- 
most 600  milligrams  to  less  than  300  milligrams.  And  it 
recommended  that  Americans  reduce  the  amount  of 
saturated  fat  in  their  diets  to  about  the  same  level  as 
their  consumption  of  unsaturated  fat. 


Because  research  elsewhere  has  shown  that  in- 
creasing the  amount  of  unsaturated  fat  in  the  diet 
promotes  the  development  of  gallstones,  and  that  a 
diet  high  in  unsaturated  fat  changes  the  function  of 
blood  platelets,  St.  Clair  and  Lewis  are  looking  for  any 
effect  the  recommended  diet  might  have  on  gallstone 
formation  and  blood  platelets. 

St.  Clair  and  Lewis  are  feeding  varying  diets  to  a 
group  of  African  Green  Monkeys  to  study  the  Mc- 
Govern committee’s  recommendations.  Results  from 
the  work  are  expected  in  about  a year. 

* * * 

A team  of  researchers  at  Bowman  Gray  are  inten- 
sively studying  three  types  of  white  blood  cells  with 
the  aid  of  six  recently  received  grants  worth  more  than 
$1  million. 

The  team  consists  of  Drs.  David  A.  Bass,  Joseph  E. 
Johnson  III,  Charles  E.  McCall,  Joseph  T.  O’Flaherty 
and  James  R.  Philip  from  the  Department  of  Medicine 
and  Dr.  Lawrence  R.  DeChatelet  from  the  Depart- 
ment of  Biochemistry. 

Bowman  Gray  research  on  white  cells  goes  back  a 
decade.  Results  from  that  work  have  been  published 
in  more  than  100  scientific  papers.  Early  in  the  1970s, 
researchers  reported  evidence  suggesting  that  vitamin 
C may  be  involved  in  stimulating  white  cells  to  kill 
invading  bacteria. 

Work  done  at  the  school  was  instrumental  in  defin- 
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ing  a white  cell  defect  which  greatly  reduces  the 
body’s  ability  to  protect  itself. 

Now,  the  research  team  is  trying  to  further  explain 
how  the  presence  of  an  invader  is  recognized  by  white 
cells.  Another,  and  related,  area  of  interest  is  how  that 
recognition  is  communicated  to  a white  cell’s  internal 
structure  where  the  order  is  given  to  kill  an  invader. 

* * * 

The  Comprehensive  Epilepsy  Program  at  Bowman 
Gray  has  been  awarded  a certificate  of  recognition 
from  the  National  Association  of  Social  Workers. 

The  program  was  commended  for  its  contributions 
in  research,  in  promoting  community  awareness  of 
epilepsy  and  its  problems  and  for  its  direct  services  to 
clients. 

During  the  past  two  and  a half  years,  the  staff  of  the 
Comprehensive  Epilepsy  Program  has  presented 
workshops  and  seminars  across  North  Carolina  for 
more  than  6,000  health  professionals  and  for  the  pub- 
lic. 

Last  summer,  the  program  began  an  Epilepsy  In- 
formation Service,  the  first  such  toll-free  telephone 
information  service  in  the  nation.  Though  the  service 
is  toll-free  only  in  North  Carolina,  the  service  has 
gotten  calls  from  people  in  30  states. 

The  program,  which  is  a collaborative  effort  with 
the  University  of  Virginia,  is  one  of  five  centers  in  the 
country  doing  research  on  epilepsy. 

* * * 

Dr.  Eben  Alexander  Jr.,  professor  of  neurosurgery, 
has  been  named  to  the  Liaison  Committee  on  Medical 
Education  of  the  American  Medical  Association. 

* * * 

Dr.  David  A.  Bass,  associate  professor  of  medicine, 
has  been  named  editor  of  Infection  and  Immunity. 

* * * 

Dr.  Courtland  H.  Davis  Jr.,  professor  of 
neurosurgery,  has  been  appointed  co-chairman  of  the 
Continuing  Education  Subcommittee  of  the  Univer- 
sity of  Virginia  Medical  Alumni  Association. 

* * * 

Kate  B.  Garner,  instructor  in  human  development, 
has  been  selected  for  listing  in  Who’s  Who  of  Ameri- 
can Women. 

* * * 

Dr.  Julian  F.  Keith,  professor  and  chairman  of  the 
Department  of  Family  and  Community  Medicine,  has 
been  elected  to  a three-year  term  as  president  of  Hos- 
pice of  Winston-Salem/Forsyth  County,  Inc. 

* * * 

Dr.  James  G.  McCormick,  research  associate  pro- 
fessor of  otolaryngology,  has  been  selected  for  the 
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1980  edition  of  Who’s  Who  in  the  South  and  South- 
west. 

* * * 

Dr.  Paul  A.  Rihisl.  clinical  associate  in  medicine, 
has  been  installed  as  president  of  the  Southeastern 
Chapter  of  the  American  College  of  Sports  Medicine 
for  1980-81. 

* * * 

Dr.  C.  Glenn  Sawyer,  professor  of  medicine,  has 


been  elected  a Counselor  of  the  Association  of  Uni- 
versity of  Cardiologists. 

* * * 

Dr.  James  F.  Toole,  professor  and  chairman  of  the 
Department  of  Neurology,  has  been  elected  to  the 
editorial  board  of  Annals  of  Neurology.  He  also  has 
been  elected  to  the  National  Advisory  Neurological 
and  Communicative  Disorders  and  Stroke  Council  of 
the  National  Institutes  of  Health. 
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The  Senate  Finance  Committee  continues  its  con- 
sideration of  catastrophic  national  health  insurance 
(NHI)  proposal  with  Chairman  Russell  Long  (D-LA) 
determined  to  secure  a favorable  vote. 

However,  the  budget-balancing  imperative  has 
made  committee  members  cautious  about  actions  that 
would  increase  federal  spending  next  year.  As  a con- 
sequence, committee  approval  of  a NHI  bill,  while  a 
giant  step  forward,  would  still  leave  the  measure  a 
long  way  from  adoption  by  Congress,  Senate  approval 
and  action  by  the  House  standing  in  the  way. 

A majority  of  witnesses  appearing  before  the  Senate 
Finance  subcommittee  on  health  has  endorsed  com- 
petition in  the  health  care  field,  but  most  expressed 
some  reservations  about  the  so-called  “pro- 
competition” measure  before  the  panel. 

Lowell  Steen,  M.D.,  board  chairman  of  the  Ameri- 
can Medical  Association,  said  the  AMA  supports  the 
principle  of  increased  competition  through  multiple 
insurance  options  for  employees.  However,  Dr.  Steen 
cautioned  that  “any  legislation  embodying  such  prin- 
ciples must  also  carry  sufficient  safeguards  to  protect 
the  purchaser  . . . also  we  must  never  let  quality  be 
sacrificed  to  cost  considerations.” 

The  pro-competition  proposals  bring  new  consid- 
erations to  the  debate  over  national  health  insurance, 
Dr.  Steen  noted.  “The  goal  of  this  legislation  is  to 
lower  national  expenditure  for  health  care  by  assuring 
options  of  coverage  to  employees  under  employer 
health  plans.  . . .”  The  current  tax  deduction  for  pre- 
mium purchase  and  for  individual  medical  costs  would 
be  sharply  curtailed  under  these  proposals  in  an  effort 
to  force  employers  and  individuals  to  seek  lower  cost 
plans,  including  health  maintenance  organizations. 

Dr.  Steen  said  the  vast  majority  are  protected  by 
health  insurance,  but  there  are  some  who  through  no 
fault  of  their  own  cannot  obtain  the  coverage  they 
need.  “These  new  proposals  (pro-competition)  are 
not  designed  to  deal  with  this  problem,  and  in  some 
ways  . . . may  even  exacerbate  it,”  he  told  the  sub- 
committee. 

The  present  tax  relief  for  employee  health  insurance 
benefits  has  been  spectacularly  successful  in  en- 
couraging health  insurance,  he  noted. 

He  said  changes  in  the  private  insurance  system  that 
would  help  close  gaps  in  coverage  include  minimum 
standards  of  adequate  benefits,  with  appropriate  de- 
ductible and  co-insurance;  a simple  system  of  uniform 
benefits  by  federal,  state  and  local  governments  for 
those  unable  to  provide  for  their  own  medical  care; 
and  the  purchase  of  private  catastrophic  coverage. 


“A  nationwide  program  could  be  instituted  by  the 
private  industry  (and  government  for  reinsurance  if 
necessary)  to  make  available  catastrophic  coverage 
for  protection  against  an  economically  devastating  ill- 
ness. We  call  upon  the  committee  to  consider  these 
points  when  reviewing  any  health  insurance  pro- 
posal.” 

Referring  to  the  bill  before  the  subcommittee,  spon- 
sored by  Sen.  Dave  Durenberger  (R-MN),  Dr.  Steen 
said  it  contains  no  mandate  that  the  employer  provide 
any  insurance,  and  the  employee’s  participation  in 
any  plan  would  be  voluntary. 

“The  AMA  supports  competition  in  the  delivery  of 
medical  services,”  said  Dr.  Steen.  “Competition  at  its 
best  can  raise  the  quality  and  reduce  the  costs  of  care. 
Such  competition  is  promoted  in  the  Durenberger  Bill 
in  the  requirement  of  multi-plan  options,  but  there  are 
also  limiting  conditions.  . . .” 

One  problem  is  that  current  law  already  requires  the 
option  of  comprehensive  benefits  provided  by  an 
HMO.  Since  there  would  be  no  corresponding  broad 
coverage  requirement  for  conventional  insurance  in 
the  bill,  competition  could  suffer,  according  to  Dr. 
Steen. 

Dr.  Steen  pointed  out  that  the  concept  of  increased 
competition  through  limitation  on  the  tax  exclusion  by 
employees  with  respect  to  employer-paid  premium 
and  a system  of  cash  rebates  for  low-cost  plan  selec- 
tion was  contained  in  a recommendation  of  the  Na- 
tional Commission  on  the  Cost  of  Medical  Care  — 
which  has  received  AMA  approval. 

“However,  we  have  reservations  about  a program 
that  might  encourage  the  individual  to  acquire  less 
coverage  than  is  desirable,”  said  Dr.  Steen. 

* * * 

Government  support  for  medical  education  is 
needed  to  bridge  the  gap  between  private  resources 
and  the  costs  of  medical  education,  the  AMA  has  told 
Congress. 

Noting  that  legislation  has  been  introduced  to  elimi- 
nate capitation  grants  for  medical  schools,  the  AMA 
said  such  aid  “has  been  a valuable  investment  of  pub- 
lic funds  to  improve  the  quality  and  availability  of 
medical  education.”  Medical  schools  use  these  funds 
according  to  their  specific  needs  and  the  needs  of  their 
communities,  the  AMA  noted. 

C.  William  Ruhe,  M.D.,  Senior  Vice  President  of 
the  AMA,  testifying  on  the  opening  health  manpower 
hearings  of  Congress  before  the  Senate  Human  Re- 
sources Health  Subcommittee,  said  that  loss  of  gen- 
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eral  institutional  support  would  cause  schools  to  seek 
other  funds,  possibly  through  tuition  increases,  and 
that  the  quality  and  availability  of  medical  education 
would  be  harmed. 

In  addition  to  general  support,  special  project  grants 
serve  to  influence  directions  in  medical  education.  Dr. 
Ruhe  said.  "With  special  project  grants,  each  institu- 
tion may  judge  whether  it  can  and  should  participate, 
based  on  many  factors  including  curriculum 
strengthening  and  community  needs,"  he  said. 

The  AM  A official  endorsed  a system  of  government 
guaranteed  loans,  with  interest  subsidies,  as  the  most 
effective  means  of  generating  funds  from  private 
money  markets  for  modernization  of  schools. 

The  AMA  also  supported  special  assistance  for 
schools  with  financial  problems  that  threaten  the 
quality  of  their  programs  and  their  continued  opera- 
tion. "Such  assistance,  however,  should  not  become  a 
permanent  crutch  for  faltering  schools,"  Dr.  Ruhe 
said.  "Rather,  it  should  be  geared  to  overcoming  im- 
mediate needs  and  lead  to  financial  stability." 

On  the  question  of  student  aid.  "We  are  deeply 
concerned  by  the  financial  pressures  placed  on  stu- 
dents, and  we  firmly  believe  that  access  to  medical 
education  must  not  be  limited  on  the  basis  of  income," 
Dr.  Ruhe  testified. 

He  noted  that  the  AMA,  through  its  foundation, 
operates  its  own  guaranteed  loan  program  for  medical 
students  and  resident  physicians.  Since  the  inception 


of  this  program  in  1962,  more  than  $95  million  in  loans 
have  been  so  guaranteed. 

"Our  resources,  however,  are  not  sufficient  to  meet 
an  ever  growing  demand  in  the  face  of  rising  tuition 
costs,"  Dr.  Ruhe  said.  “It  is  essential  that  govern- 
ment at  all  levels  take  steps  to  assure  students  con- 
tinued access  to  adequate  resources. 

"Student  assistance  must  be  of  the  highest  priority 
for  government  acition  . . . effective  mechanism  for 
government  participation  is  a program  of  guaranteed 
loans,"  Dr.  Ruhe  said.  Such  a guarantee  serves  to 
minimize  the  strain  on  government  resources  and 
helps  students  and  newly  licensed  physicians  "to 
make  intelligent  career  choices,"  the  AMA  official 
said. 

Dr.  Ruhe  said  the  AMA  also  supports  other  aid.  For 
example,  contractual  service  arrangements  (between 
students  and  resident  physicians  and  organizations 
such  as  the  armed  forces  or  other  governmental  ser- 
vices) are  one  option.  Scholarships  for  exceptional 
students  should  be  encouraged  while  financial 
grants-in-aid,  without  obligations  for  repayment, 
should  be  available  for  economically  disadvantaged 
students.  “We  encourage  both  the  states  and  the  fed- 
eral government  to  make  these  kinds  of  options  avail- 
able so  that  students  can  make  choices  according  to 
their  needs  and  abilities,”  Dr.  Ruhe  said. 

New  physicians  should  be  free  to  repay  a govern- 
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ment  loan  directly,  or  to  participate  in  a program  of 
service  in  lieu  of  payment.  Dr.  Ruhe  testified. 

The  AMA  supported  the  continuation  of  the  Na- 
tional Health  Service  Corps  “as  a beneficial  method  of 
providing  medical  services  in  underserved  areas.” 

The  AMA  also  endorsed  continued  federal  assis- 
tance to  programs  of  basic  nurse  training,  adding  that 
federal  assistance  should  be  provided  to  the  training 
institution  as  well  as  to  the  student. 

* * * 

President  Carter  has  vetoed  legislation  increasing 
the  pay  and  benefits  of  military  physicians  and  other 
health  professionals. 

In  a message  to  Congress,  Carter  said  he  wanted  to 
reiterate  his  “commitment  to  alleviate  the  shortage  of 
physicians  in  the  armed  forces”  and  urged  the  law- 
makers to  tailor  the  legislation  “in  a fiscally  responsi- 
ble manner.” 

He  said  expansion  of  the  law  covering  military 
physicians’  pay  would  increase  federal  spending  by 
some  $170  million  for  the  years  through  1985. 

Under  the  bill,  which  had  been  approved  only  a 
week  before  by  Congress,  a military  physician  could 
have  earned  as  much  as  $71,000  a year. 

The  pay  system  in  the  bill  authorized  bonuses  for 
physicians  who  became  board  certified  in  medical 
specialties.  This  was  singled  out  for  criticism  by 
President  Carter. 

Other  reasons  for  the  Carter  veto:  the  bill  should  not 
have  included  Public  Health  Service  Commissioned 
Corps  and  should  not  have  covered  non-physicians. 

Sen.  Hart  (D-CO)  has  introduced  legislation  aimed 
at  meeting  President  Carter’s  objections  to  the  mili- 
tary physician  pay  bonus  bill.  Similar  legislation  is 
being  offered  in  the  House.  Hart,  a member  of  the 
Senate  Armed  Services  Committee,  said  quick  action 
is  needed  in  order  to  preserve  the  military  medical 
corps. 

:jc  ijc  ;f: 

The  AMA  and  other  partners  in  the  Voluntary  Ef- 
fort to  contain  health  care  costs  have  warned  Presi- 
dent Carter  against  pushing  his  long-stalled  hospital 
cost  containment  bill. 

James  Sammons,  M.D.,  executive  vice  president 
of  the  AMA,  told  reporters  following  the  White  House 
meeting  that  he  finds  it  “very  hard  to  understand” 
why  Carter  opposes  mandatory  wage-price  controls 
but  favors  hospital  cost  constraints. 

“In  1978  and  1979  doctors’  fees  have  increased  at  a 
lower  rate  than  the  Consumer  Price  Index,”  Sammons 
said.  “That  says  to  us  we’re  doing  it  voluntarily.” 

However,  the  White  House  rejected  the  advice. 
“We  will  continue  to  press  for  hospital  cost  contain- 
ment,” said  White  House  Press  Secretary  Jody  Pow- 
ell. “If  you  just  look  at  health  costs  over  the  past 
several  months,  that  is  an  important  area  to  which 
inflation  has  spread.” 

The  cost  containment  bill  was  watered  down  into  a 


voluntary  program  in  the  House  last  year  and  never 
made  it  to  the  Senate  floor. 

* * * 

Undaunted  by  hostile  congressional  actions.  Fed- 
eral Trade  Commission  Chairman  Michael  Pertschuk 
says  he  plans  to  continue  investigations  of  physician 
activities. 

He  has  told  a House  Appropriations  subcommittee 
the  FTC  will  focus  on  “concerted  actions”  by  health* 
providers  who  “may  seek  to  obstruct  cost-contain- 
ment programs.”  He  mentioned  possible  boycotts  of 
health  maintenance  organizations,  and  possible 
“price  fixing  conspiracies  and  boycotts  designed  to 
thwart  insurers’  cost-containment  programs.” 
Pertschuk  also  said  the  FTC  will  continue  to  keep  its 
eye  on  the  relationships  between  physician  groups  and 
Blue  Shield. 

The  Senate  failed  by  only  a few  votes  recently  to 
exempt  physicians  from  FTC  jurisdiction.  Congress 
has  been  holding  up  FTC  appropriations  and  the 
agency  faces  the  need  for  long-term  funding  in  order  to 
keep  operating. 

* * * 

HEW  secretary  Patricia  Harris  is  upset  at  the  length 
of  time  it  takes  the  Food  and  Drug  Administration  to 
process  final  drug  determination.  She  told  a House 
Commerce  Subcommittee  that  “nothing  has  frus- 
trated me  as  much  in  the  past  seven  months  as  trying 
to  get  a handle  on  the  time-frame  at  FDA.” 

“It’s  clear  I'm  going  to  have  to  take  over  some  of 
the  administration  myself,”  Harris  added.  “I  asked 
FDA  why  it  has  taken  five  years  (to  finalize  regula- 
tions denying  reimbursement  for  ineffective  and  pos- 
sibly defective  drugs)  and  they  have  not  answered 
me.” 

The  HEW  Secretary  said  she  is  assigning  a personal 
staff  member  to  speed  things  up  at  the  FDA. 

* * * 

The  House  Government  Operations  Committee  has 
approved  the  Federal  Privacy  of  Medical  Information 
Act,  restricting  the  release  of  medical  information  and 
allowing  patients  to  examine  their  own  records  in  in- 
stitutions. The  committee  vote  was  26-7. 

Six  dissenting  Republicans  said  that  health  care 
ought  to  be  regulated  by  the  states.  They  questioned 
whether  there  were  sufficient  abuses  to  make  the 
legislation  necessary.  A vote  is  expected  this  spring  by 
the  House.  Similar  legislation  is  before  the  Gov- 
ernmental Affairs  Committee  in  the  Senate. 

Under  the  bill,  patients  in  a federally  supported 
institution  or  facility  would  have  the  right  to  inspect 
records  about  themselves  and  seek  corrections,  if 
necessary.  Penalties  are  provided  for  improper  re- 
lease of  patient  information.  The  bill  does  not  cover 
the  offices  of  individual  physicians. 

* * * 

The  Health,  Education  and  Welfare  Department, 
abbreviated  as  HEW  all  these  years,  adopted  a new 
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name  officially  on  May  5 — the  Department  of  Health 
and  Human  Services  (HHS).  That's  the  date  the  new 
Department  of  Education  was  launched,  stripping  the 
“E”  out  of  the  HEW.  The  HHS  acronymn  unfortu- 
nately looks  a lot  like  the  other  acronyms  that  abound 


at  the  HEW  Department,  especially  the  HSA  of  the 
Health  Services  Administration.  HEW  was  almost 
christened  the  Welfare  Department  at  birth  in  the 
early  1950s,  but  the  late  Sen.  Robert  Taft  (R-OH) 
balked  at  the  implication  of  a welfare  state. 


In  £!mortam 


LLOYD  DAVIS  MILLER,  M.D. 

Dr.  Lloyd  Davis  Miller,  65,  of  Marion  died  De- 
cember 22,  1979,  after  an  extended  illness.  He  had 
retired  October  I,  1974,  after  30  years  of  practice  in 
Marion.  A native  of  Radford,  Va.,  Dr.  Miller  was  a 
graduate  of  the  Medical  College  of  Virginia.  He  served 
internships  with  the  U.S.  Public  Health  Hospital  in 
Staten  Island.  N.Y.,  and  Rex  Hospital.  Raleigh.  He 
was  a Naval  officer  in  World  War  II  in  the  Pacific  and 
at  the  Naval  Hospital  in  Charleston,  S.C.  He  con- 
tinued his  education  after  the  war  at  the  Georgia  Bap- 
tist Hospital  in  Atlanta  and  at  the  University  of 
Pennsylvania  in  Philadelphia. 

Dr.  Miller  was  a deacon  of  the  First  Presbyterian 
Church,  a director  of  the  First  Federal  Savings  and 
Loan  in  Marion,  a member  of  the  American  Medical 
Association  and  a member  of  the  North  Carolina 
Medical  Society.  He  was  a former  member  of  the 
Marion  Lake  Club  and  was  a member  of  the  Ponte 
Verda  Club  in  Ponte  Verda  Beach,  Fla. 

He  is  survived  by  his  wife,  the  former  Jane  Hartsell; 
two  sons,  Lloyd  Davis  Miller,  Jr.,  of  Savannah,  Ga., 
and  David  Hartsell  Miller  of  Asheville;  a brother, 


Allan  Miller  of  Bristol,  Va.;  and  three  sisters,  Agnes 
Harpine  of  Harrisonburg,  Va.,  Margaret  Glessner  of 
Bristol,  Tenn.,  and  Virginia  Worley  of  Raleigh. 

mcdowell  county  medical 

AND  DENTAL  SOCIETY 


GEORGE  THOMPSON  NOEL,  M.D. 

Dr.  George  Thompson  Noel  of  Concord  died 
November  17,  1979. 

An  active  member  and  former  president  of  the 
Cabarrus  County  Medical  Society.  Dr.  Noel  practiced 
his  speciality  of  ophthalmology  to  the  benefit  of  thou- 
sands of  patients  in  this  community.  He  was  a leader  in 
North  Carolina  ophthalmological  circles  and  spent 
many  hours  with  legislative  committees  in  his  effort  to 
maintain  the  highest  degree  of  excellence  in  eye  care. 

Dr.  Noel  was  an  exemplary  husband  and  father  and 
a devoted  leader  in  his  church.  He  was  held  in  highest 
esteem  by  his  colleagues  and  loved  by  all  who  came 
into  contact  with  him. 
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Classified  Ads 


THE  NAVY  MEDICAL  CORPS  currently  has  openings  in  the  U.S. 
and  abroad  for  physicians  in  many  specialties.  You  may  choose  to 
accept  your  commission  as  a Naval  Officer  only  when  satisfied  with 
your  initial  assignment.  Starting  salary  is  comparable  to  a $140,000 
practice.  Regular  working  hours  and  30  days  paid  vacation  annu- 
ally allows  you  time  to  enjoy  family,  friends,  and  hobbies.  The 
Physician  Programs,  Navy  Recruiting  District,  1001  Navaho  Drive, 
Raleigh,  N.C.  27609.  Call  toll  free  in  North  Carolina  1-800-662- 
7568  or  919/872-2547  collect. 

WANTED  IMMEDIATELY  — Internist  Board  Certified  or  Eligible, 
with  or  without  sub-specialty  to  join  busy  medical  practice.  Ex- 
cellent professional  growth  as  well  as  top  starting  salary  with  incen- 
tive. P.O.  Box  20928,  Greensboro,  N.C.  27420,  (919)  272-4918. 

POSITION  WANTED:  Child,  Adolescent,  Adult  Psychiatrist,  38, 
board  elig.,  N.C.  lisc.  seeks  relocation  in  N.C.  University  trained; 
experience  in  individual,  group  and  family  therapy;  consultation; 
pediatric  liaison  and  supervision.  C.V.  available.  Write  Michael  K. 
Levitt,  M.D.,  2957  Bloomfield  Park  Dr.,  West  Bloomfield,  Michi- 
gan 48033. 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  AND  LOCUM 
TENENS  to  work  for  expanding  established  multi-specialty  group; 
118  JCAH  hosp.,  delightful  small  historic  town  on  Albemarle 
Sound;  Salary  & %.  Life,  health,  disability,  malpractice  insc.,  etc. 
All  available.  Send  resume  to  David  Wright,  M.D.,  Chowan  Medi- 
cal Center,  Edenton,  NC,  27932.  Tel:  (919)  482-2116. 

EMERGENCY  PHYSICIANS  — Locum  Tenens  positions  available 
immediately  and  throughout  the  year  in  coastal.  Triangle,  and 
mountain  locations  of  North  Carolina.  Wide  range  of  patient  vol- 
ume. Malpractice  provided.  Contact:  Coastal  Emergency  Physi- 
cians, P.O.  Box  8703,  Durham,  N.C.  27707,  (919)  489-6521,  in 
North  Carolina  (800)  672-1665. 


EMERGENCY  PHYSICIANS  — Full  Time  — Directorships  avail- 
able. Immediate  openings  in  coastal,  Triangle,  and  mountain  loca- 
tions in  North  Carolina.  Malpractice  provided,  excellent  benefits. 
All  inquiries  confidential.  Grow  with  an  expanding  group.  Contact: 
Coastal  Emergency  Physicians,  P.O.  Box  8703,  Durham,  N.C. 
27707,  (919)  489-6521,  in  North  Carolina  (800)  672-1665. 

G.P.  retiring.  Lucrative  practice  in  rapidly  growing  Piedmont  area  of 
N.C.  Small  town  with  130  bed  hospital  nearby.  Thirty  minutes  from 
large  metropolitan  area.  Centralized  office  site  and  equipment 
available.  Please  reply  to  NCMJ-15,  P.O.  Box  27167,  Raleigh,  N.C. 
27611. 

THE  NORTH  CAROLINA  ACADEMY  of  Physician’s  Assistants  has 
established  an  Employment  Committee.  The  purpose  of  this  com- 
mittee is  to  assist  physicians  who  are  interested  in  hiring  physician’s 
assistants,  as  well  as  to  assist  the  P.  A.  in  their  search  for  satisfac- 
tory employment.  Any  physician  or  group  of  physicians  may  utilize 
the  services  of  this  committee  by  contacting  Ed  Manning,  P.A., 
Chairman,  Employment  Committee,  P.O.  Box  86,  Broughton 
Hospital,  Morganton,  N.C.  28655.  Home  telephone:  (704)433-4914 
(after  5:00  p.m.);  work  telephone  (704)  433-2514  (8:00  a. m. -5:00 
p.m.) 

NORTH  CAROLINA  — Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
beaches.  Starting  from  $55,000  to  $60,000  guaranteed.  Unlimited 
growth  — excellent  benefit  package.  Call  or  write  about  this  ex- 
cellent opportunity:  Community  Physicians,  Inc.  113  Landmark 
Square,  Virginia  Beach,  Virginia  23452  (804)  486-0844. 

VIRGINIA  — Unique  opportunity.  Emergency  Medicine.  Modern 
service.  Immediate  or  delayed  openings  for  career-oriented  physi- 
cians, unlimited  potential.  Guaranteed  income  of  $55,000  to 
$60,000  plus  excellent  benefits.  For  additional  information  contact: 
Community  Physicians,  Inc.,  113  Landmark  Square,  Virginia 
Beach,  Virginia  23452  (804)  486-0844. 
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Winchester  Surgical  Supply  Company 

200  South  Torrence- St.  Charlotte,  N.C.  28204 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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Now,  two  dosage  forms 


Nalfon 

fenoprofen  calcium 


300-mg*  Pulvules  and  600-mg*  Tablets 


JDOISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

♦Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 
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Aspects  of  management 


Monitoring  patient 
response  to  Val  ium  (diazepam/Roche) 


Assessing  initial  response  to  therapy 


During  the  first  follow-up  visit  after  initiating 
therapy,  both  physician  and  patient  should  de- 
termine if  Valium  (diazepam/Roche)  is  having 
the  desired  effect.  Most  patients  will  prompt- 
ly report  a feeling  of  relaxation  and  relief  of 
anxiety-linked  symptoms  such  as  insom- 
nia, headaches,  palpitations  and 
hyperventilation. You  will  probably 
observe  that  the  patient  is  calmer 
and  more  relaxed.  If,  however, 
patient  response  does  not  meas- 
ure up  to  expectations,  a reeval  - 
uation  of  the  patient’s  profile 
with  modification  of  the  dosage 
regimen  should  be  considered. 


Making  dosage  adjustments 

With  any  psychoactive  medication  it  is 
good  medical  practice  to  initiate  therapy  at 
base  dosage  levels  and  titrate  to  the  patient’s 
needs.  With  Valium,  experience  has  shown 
that  5 mg  t.i.d.  is  usually  sufficient  although 
some  patients  with  severe  or  persistent  anxiety 
may  require  higher  dosages  initially.  In  geriat- 
ric or  debilitated  patients,  the  recommended 
dosage  is  2 to  2'/2  mg  once  or  twice  daily. 
When  anxiety  fluctuates,  as  is  common  with  most  patients,  the  dosage  may 
be  adjusted  as  needed  during  the  course  of  therapy;  three  strengths  in  scored 
tablets  give  you  unmatched  flexibility  and  simplicity  in  individualizing  dosage. 


START 

ADJUST 

f 2 mg  J to  MO  mg  j 1 

flKL 

2x  to  4x  II  J L 

daily 
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Evaluating  progress 
toward  therapeutic  goals 

At  the  beginning  of 
therapy  it  is  now 
common  practice  for 
both  physician  and 
patient  to  establish 
treatment  goals  and  to 
estimate  the  amount  of 
time  needed  to  achieve 
them.  Then  the  patient 
knows  what  to  expect 
and  when  to  expect  it. 
Some  physicians  find  that  compiling  a checklist  of  present- 
ing symptoms  and  complaints  is  useful  for  assessing  the 
patient’s  response  from  visit  to  visit.  In  this  way,  progress 
toward  attainment  of  the  therapeutic  goal  is  reviewed  at  reg- 
ular intervals.  As  patients  feel  their  symptoms  abate  and 
begin  to  develop  insight  into  the  sources  of  their  anxiety  and 
psychic  tension,  the  checklist  can  be  expected  to  dwindle. 
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Discontinuing  pharmacologic 

intervention  When  you  decide  to  discontinue 

therapy,  tapering  dosage 
is  good  medical  practice ( 
Although  rarely  nec- 
essary after  short-term  | 
treatment  with  Valium, 
gradual  dosage  reductiof 
is  advisable  for  patients 
who  have  been  on  ex- 
tended therapy.  This  gra 
ual  discontinuance 
should  preclude  either 
recurrence  of  pretreatment  symptoms  or  development  of  un- 
toward side  effects.  Symptoms  of  withdrawal  have  almost  al- 
ways been  associated  with  abrupt  discontinuance  of  therapy  £ 
higher  dosages  taken  continuously  over  long  periods  of  time. 


See  the  following  page  for  a summary 
of  product  information. 


An 


'W  T"  • 2-mg,  5-mg,  10-ing  scored  tablets 

Valium® 

diazepam/Roche 

Important  Adjunct  to\bur  Treatment 
Program  for  Excessive  Anxiety 


VallUm  (diazepam/Roche)  € 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  associated 
with  anxiety  disorders,  transient  situational  dis- 
turbances and  functional  or  organic  disorders, 
psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive 
symptoms  or  agitation;  symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology;  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis; stiff-man  syndrome;  convulsive  disorders 
(not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is.  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies.  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient. 

Contraindicated:  Known  hypersensitivity  to 
the  drug.  Children  under  6 months  of  age. 

Acute  narrow  angle  glaucoma;  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness.  When  used 
ad|unctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbi- 
turates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  re- 
ported following  abrupt  discontinuation  of 
benzodiazepines  after  continuous  use,  generally 
at  higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence 
Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy: 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazmes,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression. or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these 
occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts 
and  liver  function  tests  advisable  during  long- 
term therapy. 

Dosage:  Individualize  lor  maximum  beneficial 
effect  Adults:  Tension,  anxiety  and  psycho- 
neurotic states,  2 to  10  mg  b i d.  to  q.i  d . 
alcoholism.  10  mg  t i d or  q i d in  first  24  hours, 
then  5 mg  t i d.  or  q i d as  needed;  ad|unctively 
in  skeletal  muscle  spasm,  2 to  10  mg  1 1 d or 
q i d , adjunctively  in  convulsive  disorders.  2 to 
10  mg  bid  to  q.i.d  Geriatric  or  debilitated 
patients:  2 to  2'/2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (See  Pre- 
cautions.) Children:  1 to  ZVa  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6 months). 

Supplied:  Valium®  Tablets,  2 mg.  5 mg  and 
10  mg— bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50.  available 
in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


NORTH  CAROLINA 
MEDICAL  SOCIETY 
MEETINGS 


ANNUAL  MEETING 

May  7-10,  1981 

Pinehurst  Hotel 
Pinehurst,  N.C. 

Opportunity  to  complete 
up  to  25  hours  of 
Continuing  Medical 
Education  credit. 


COMMITTEE  CONCLAVE 
September  24-28,  1980 

Mid  Pines  Club 
Southern  Pines,  N.C. 


LEADERSHIP  CONFERENCE 
February  6-7,  1981 

Raleigh,  N.C. 


Where’s  the  Money? 


Your  billings  say  you've  made  it, 
but  your  checkbook  doesn't  show  it. 

Where's  the  money? 

Because  doctors  are  often  among  the  last 
to  be  paid,  you're  tax  rich  but  cash  poor. 
That's  where  MFS  can  help  you.  Our 
Instant  Reimbursement  Plan  provides  you 
with  instant  payment  for  all  services* 
rendered  without  any  departure  from  your 
current  office  procedures. 


In  today's  economy,  what's  the 

cost  to  you  of  not  having  your  money 

immediately? 

We  know  that  doctors  need  cash  for 
practice  expansion,  investments  and  many 
other  important  purposes.  Call  us  for  more 
information.  We  can  help  you  with  your 
specific  needs. 

•excluding  Medicaid  and  assigned  Medicare. 


Medical  Funding  Services,  Inc. 

Exclusively  serving  the  financial  needs  of  physicians,  dentists,  allied  professionals. 


MEDICAL 

FINANCING 


404-952-4591 

SUITE  B-106,  3260  POWERS  FERRY  RD. 
MARIETTA,  GA.  30067 


] Accounts  Receivable  Financing  (will  take  all  receivables,  open  and  insured 
D Signature  loans:  $5,000  to  $50,000  (72  months). 
i Hquipment  Leasing  with  graduated  payments  Afl 

Sale  Leaseback  (includes  equipment  and  real  estate) 
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MANDALA  CENTER  HOSPITAL 


From  time  to  time  individuals  may  experience  extreme  problems  in  living.  When  this  happens,  it  may 
become  necessary  to  seek  help  from  experienced  members  of  the  medical  and  helping  professions. 
Mandala  Center  is  an  uncommon  program  dedicated  to  bringing  to  individuals  an  awareness  of  the 
source  of  their  distress  and  help  them  find  resolutions  to  their  problems. 

Mandala  Center  is  a JCAH  accredited,  private  psychiatric  hospital  that  specializes  in  the  treatment  of 
psychiatric  illness,  drug  addiction,  and  alcoholism.  The  hospital  was  established  in  1972  and  is 
founded  upon  an  interdisciplinary  treatment  approach.  The  75-bed  facility  is  located  in  Winston- 
Salem,  NC,  on  a 15-acre  site,  and  offers  a full  range  of  therapeutic  modalities.  Under  medical 
supervision,  the  treatment  team  consists  of  psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  psychiatric  nurses,  mental  health  workers  and  activitiestherapists.  General  medical  care  and 
special  medical  problems  are  provided  for  by  the  consulting  staff. 

Adults  and  adolescents  may  enter  the  program  which  handles  all  categories  of  emotional  and 
mental  dysfunction. 


MEDICAL  STAFF 

Bruce  W Rau,  M.D.,  Medical  Director 
Roger  L,  McCauley,  M.D. 

Larry  T.  Burch,  M.D. 

Edward  H.  Weaver,  M.D 
Robert  W.  Gibson,  M.D. 

James  Mattox,  M.D. 

Ali  Jarrahi,  M.D. 

Selwyn  Rose,  M.D. 

Glenn  N.  Burgess,  M.D. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 


MEMBERSHIP  IN: 

N.C  Hospital  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 


For  Information,  please  contact : 
Richard  V Woodard,  Administrator 


Towards  Wholeness 


NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 


Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $1 00  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month : benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  1 2 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 


Officers 

1980-1981 

NORTH  CAROLINA  MEDICAL 
SOCIETY 


President  M.  Frank  Sohmer,  M.D. 

2240  Cloverdale  Ave.,  Ste.  88,  Winston-Salem  27103 

President-Elect Josephine  E.  Newell,  M.D. 

Raleigh  Townes,  Apt.  47,  525  Wade  Ave.,  Raleigh  27605 

First  Vice-President E.  Thomas  Marshburn,  Jr.,  M.D. 

3208  Oleander  Dr.,  Wilmington  28401 

Second  Vice-President  Marshall  S.  Redding,  M.D. 

708  W.  Church  St.,  Elizabeth  City  27909 

Secretary  Jack  Hughes,  M.D. 

923  Broad  St.,  Durham  27705 

Speaker Henry  J.  Carr,  Jr.,  M.D. 

603  Beaman  St.,  Clinton  28328 

Vice-Speaker T.  Reginald  Harris,  M.D. 

808  Schenck  St.,  Shelby  28150 

Past-President  J.  B.  Warren,  M.D. 

P.O.  Box  1465.  New  Bern  28560 

Executive  Director William  N.  Hilliard 

222  N.  Person  St.,  Raleigh  27611 


Councilors  and  Vice-Councilors  — 1980-1981 

First  District  Edward  B.  Eadie,  Jr.,  M.D. 

1134  N.  Road  St.,  Elizabeth  City  27909  (1983) 
Vice-Councilor William  A.  Hoggard,  Jr.,  M.D. 

1142  N.  Road  St.,  Elizabeth  City  27909  (1983) 

Second  District  Charles  P.  Nicholson,  Jr.,  M.D. 

3108  Arendell  St..  Morehead  City  28557  (1982) 
Vice-Councilor Alfred  L.  Ferguson,  M.D. 

6 Doctors  Park,  Stantonsburg  Rd.,  Greenville  27834  (1982) 
Third  District R.  Bertram  Williams,  Jr.,  M.D. 

1414  Medical  Center  Dr.,  Wilmington  28401  (1982) 
Vice-Councilor Charles  L.  Garrett,  Jr.,  M.D. 

P.O.  Box  1358,  Jacksonville  28540  (1982) 

Fourth  District  Robert  H.  Shackelford,  M.D. 

238  Smith  Chapel  Rd.,  Mt.  Olive  28365  (1983) 
Vice-Councilor  Lawrence  M.  Cutchin,  Jr.,  M.D. 

P.O.  Box  40,  Tarboro  27886  (1983) 

Fifth  District Bruce  B.  Blackmon,  M.D. 

P.O.  Box  8,  Buies  Creek  27506  (1981) 
Vice-Councilor Giles  L.  Cloninger,  Jr.,  M.D. 

115  Main  St.,  Hamlet  28345  (1981) 

Sixth  District W.  Beverly  Tucker,  M.D. 

Ruin  Creek  Rd.,  Henderson  27536  (1983) 
Vice-Councilor  C.  Glenn  Pickard,  Jr.,  M.D. 

N.C.  Memorial  Hospital,  Chapel  Hill  27514  (1983) 
Seventh  District  J.  Dewey  Dorsett,  Jr.,  M.D. 

1851  E.  Third  St.,  Charlotte  28204  (1981) 
Vice-Councilor James  B.  Greenwood,  Jr.,  M.D. 

4101  Central  Ave.,  Charlotte  28205  (1981) 

Eighth  District Shahane  R.  Taylor,  Jr.,  M.D. 

348  N.  Elm  St.,  Greensboro  27401  (1982) 
Vice-Councilor  I.  Gordon  Early,  M.D. 

2240  Cloverdale  Ave.,  Ste.  192,  Winston-Salem  27103  (1982) 
Ninth  District Jack  C.  Evans,  M.D. 

244  Fairview  Dr.,  Lexington  27292  (1982) 
Vice-Councilor  Benjamin  W.  Goodman,  M.D. 

24  Second  Ave.,  N.E.,  Hickory  28601  (1982) 

Tenth  District  Charles  T.  McCullough,  Jr.,  M.D. 

Bone  & Joint  Clinic,  Doctors  Dr.,  Asheville  28801  (1981) 
Vice-Councilor  W.  Otis  Duck,  M.D. 

Drawer  F,  Mars  Hill  28754  (1981) 


Section  Chairmen  — 1980-1981 

Anesthesiology  Vincent  C.  Andracchio,  M.D. 

Nash  General  Hospital,  Rocky  Mount  27801 

Dermatology  John  H.  Hall,  M.D. 

1100  Olive  Street,  Greensboro  27401 

Emergency  Medicine Tad  W.  Lowdermilk,  M.D. 

1716  Grace  Street,  Winston-Salem  27103 

Family  Practice Harry  Summerlin,  Jr.,  M.D. 

944  Tunnel  Rd.,  Asheville  28805 

Internal  Medicine  Robert  S.  Belk,  M.D. 

P.O.  Box  1020,  Lenoir  28645 

Neurological  Surgery Nat  E.  Watson,  Jr.,  M.D. 

Bowman  Gray,  300  S.  Hawthorne  Road,  Winston-Salem  27103 

Nuclear  Medicine  Nat  E.  Watson,  Jr.,  M.D. 

Bowman  Gray,  300  S.  Hawthorne  Road,  Winston-Salem  27103 

Ophthalmology John  W.  Reed,  M.D. 

300  S.  Hawthorne  Road,  Winston-Salem  27103 

Orthopaedics  Cecil  H.  Neville,  Jr.,  M.D. 

Pinehurst  Surgical  Clinic,  Pinehurst  28374 
Otolaryngology  & Maxillofacial 

Surgery G.  Patrick  Henderson,  Jr.,  M.D. 

115  Highland  Rd.,  Southern  Pines  28387 

Pathology  Arthur  L.  Dee,  M.D. 

5210  Carmel  Park  Dr.,  Charlotte  28211 

Pediatrics  Dave  Tayloe,  M.D. 

608  E.  Twelfth  Street,  Washington  27889 

Public  Health  & Education  Lewis  L.  Bock,  M.D. 

P.O.  Box  2091.  Raleigh  27602 

Surgery Richard  T.  Myers,  M.D. 

Dept,  of  Surgery,  Bowman  Gray,  Winston-Salem  27103 

Urology John  S.  Harman,  M.D. 

1610  Vaughn  Rd.,  Burlington  27215 


Delegates  to  the  American  Medical  Association 

James  E.  Davis,  M.D.,  2609  N.  Duke  St.,  Ste.  402,  Durham  27704 
— 2-year  term  (January  1,  1981-December  31 , 1982) 

John  Glasson,  M.D. , 2609  N.  Duke  St.,  Ste.  301 , Durham 27704  — 
2-year  term  (January  1,  1981-December  31 , 1982) 

David  G.  Welton,  M.D.,  3535  Randolph  Rd.,  1 0 1 -,  Charlotte 
28211  — 2-year  term  (January  1,  1980-December  31,  1981) 
Frank  R.  Reynolds,  M.D.,  1613  Dock  St..  Wilmington  28401  — 
2-year  term  (January  1,  1981-December  31 , 1982) 

Louis  deS.  Shaffner,  M.D.,  Bowman  Gray,  Winston-Salem 
27103  — 2-year  term  (January  1,  1980-December  31,  1981) 


Alternates  to  the  American  Medical  Association 

E.  Harvey  Estes,  Jr.,  M.D.,  Duke  Med.  Ctr.,  Box  2914,  Durham 
27710  — 2-year  term  (January  1,  1981-December  31,  1982) 
Charles  W.  Styron,  M.D.,  615  St.  Mary’s  St.,  Raleigh  27605  — 
2-year  term  (January  1,  1980-December  31 , 1981) 

D.  E.  Ward,  Jr.,  M.D.,  2604  N.  Elm  St.,  Lumberton  28358  — 
2-year  term  (January  1,  1980-December  31,  1981) 

Jesse  Caldwell,  Jr.,  M.D..  1307  Park  Lane,  Gastonia  28052  — 
2-year  term  (January  1,  1981-December  31 , 1982) 

M.  Frank  Sohmer,  M.D.,  2240  Cloverdale  Ave.,  Ste.  88, 
Winston-Salem  27103  — 2-year  term  (January  1,  1981-December 
31,  1982) 
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I North  Carolina  Medical  Society 

Endorsed  & Approved  for  eligible  members  since  1939 

Official  Disability  Income  Plan 


What 
it  means 
to  you... 

our  40th  year 

of  Professionals  Serving  Professionals 


t means  the  “HALLMARK  OR  RELIABILITY’ the  peace  of  mind  in  knowing  that  there  would  be  adequate 

ncome  to  insure  your  lifestyle  should  you  be  disabled  to  practice  your  profession. 

Ve,  at  CRUMPTON  COMPANY,  specialize  in  the  professional  Disability  field  and  pay  all  claims  personally  (Last 
'ear  alone,  over  one  million  dollars  to  disabled  physicians  in  North  Carolina).  The  record  is  well  known.  Let  us  know 
iow  we  may  assist  you  by  calling  or  writing  to  us  for  information. 


J.  L.  fc?  J.  SLADE  CRUMPTON 

INCORPORATED 

PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 


Academy  Center  • 3001  Academy  Road  • P.O.  Box  8500  • Durham,  N.C.  27707  • (919)  493-2441 
APPROVED  INSURERS  TO:  N.C.  Medical  • N.C.  Dental  • N.C.  Bar  Groups  • N.C.  Engineers  • N.C.  AIA  • N.C.  CPA’s 


REPRESENTATIVE  POSITIONS  IN 
THE  NAVY  MEDICAL  CORPS 

(This  list  does  not  contain  all  specialties  needed,  and  some  positions  listed  may 
not  be  open  at  this  time.  You  can  investigate  these  and  other  situations  without 
any  obligation  or  commitment.  Contact  LT  Joe  Bryan,  Navy  Recruiting  District, 
1001  Navaho  Drive,  Raleigh,  N.C.  27609  or  call  toll  free  1-800-662-7568.) 

Undersea  medicine  and  flight  surgery  are  open  to  most  specialties. 


ANESTHESIOLOGY 

INTERNAL  MEDICINE 

Camp  Lejeune,  N.C. 

Camp  Lejeune,  N.C. 

Corpus  Christi,  Tx. 

Camp  Pendleton,  Ca. 

Great  Lakes,  III. 

Long  Beach,  Ca. 

Philadelphia,  Pa. 

New  London,  Conn. 

Portsmouth,  Va. 

Newport,  R.l. 

Memphis,  Tn. 

Pensacola,  FI. 

DERMATOLOGY 

Philadelphia,  Pa. 
Quantico,  Va. 

Corpus  Christi,  Tx. 
Great  Lakes,  III. 

Yokosuka,  Japan 
Oakland,  Ca. 

Guam,  Mariana  Is. 

Portsmouth,  Va. 

Jacksonville,  FI. 
Long  Beach,  Ca. 
Oakland,  Ca. 

ORTHOPEDIC  SURGERY 

Orlando,  FI. 

Beaufort,  S.C. 

Philadelphia,  Pa. 

Cherry  Point,  N.C. 

Portsmouth,  Va. 

Corpus  Christi,  Tx. 

San  Diego,  Ca. 

Great  Lakes,  III. 
Guantanamo  Bay,  Cuba 

FAMILY  PRACTICE 

Jacksonville,  FI. 
Memphis,  Tn 

Cherry  Point,  N.C. 

Newport,  R.l. 

Corpus  Christi,  Tx. 

New  London,  Conn. 

Guam 

Orlando,  FI. 

Long  Beach,  Ca. 

Philadelphia,  Pa. 

Memphis,  Tn. 

Rota,  Spain 

Quantico,  Va. 

Roosevelt  Roads,  Puerto  Rico 

Yokosuka,  Japan 

San  Diego,  Ca. 

GENERAL  MEDICINE 

Subic  Bay,  Philippines 
Whidbey  Island,  Wa. 

Great  Lakes,  III. 

Yokosuka,  Japan 

Hawaii 

Ocean  View,  III. 
Okinawa,  Japan 

OBSTETRICS/GYNECOLOGY 

Portsmouth,  Va. 

Beaufort,  S.C. 

Quantico,  Va. 

Bremerton,  Wa. 

GENERAL  SURGERY 

Camp  Lejeune,  N.C. 
Charleston,  S.C. 
Great  Lakes,  III. 

Beaufort,  S.C. 

Long  Beach,  Ca. 

Bremerton,  Wa. 

Newport,  R.l. 

Corpus  Christi,  Tx. 

Roosevelt  Roads,  Puerto  Rico 

Great  Lakes,  III. 

San  Diego,  Ca. 

Guantanamo  Bay,  Cuba 

Yokosuka,  Japan 

Jacksonville,  FI. 
Naples,  Italy 
Oakland,  Ca. 

OPHTHALMOLOGY 

Orlando,  FI. 

Camp  Lejeune,  N.C. 

Philadelphia,  Pa. 

Corpus  Christi,  Tx. 

Portsmouth,  Va. 

Long  Beach,  Ca. 

Yokosuka,  Japan 

Portsmouth,  Va. 

OTOLARYNGOLOGY 

Beaufort,  S.C. 
jCorpus  Christi,  Tx. 
Jacksonville,  FI. 

Long  Beach,  Ca. 

New  London,  Conn. 
Philadelphia,  Pa. 

Pensacola,  FI. 

Rota,  Spain 

Roosevelt  Roads,  Puerto  Rico 
Yokosuka,  Japan 

PEDIATRICS 

Camp  Lejeune,  N.C. 

Great  Lakes,  III. 

Philadelphia,  Pa. 

PLASTIC  SURGERY 

Bethesda,  Md. 

PSYCHIATRY 

Guantanamo  Bay,  Cuba 
New  London,  Conn. 

PULMONARY 

Bethesda,  Md. 

Portsmouth,  Va. 

San  Diego,  Ca. 

RADIOLOGY 

Charleston,  S.C. 

Cherry  Point,  N.C. 

Corpus  Christi,  Tx. 

Great  Lakes,  III. 

Guantanamo  Bay,  Cuba 
Jacksonville,  FI. 

Lemoore,  Ca. 

Long  Beach,  Ca. 

Newport,  R.l. 

New  London,  Conn. 

San  Diego,  Ca. 

Yokosuka,  Japan 

RHEUMATOLOGY 

Bethesda,  Md. 

Oakland,  Ca. 

Portsmouth,  Va. 

THORACIC  SURGERY 

Camp  Lejeune,  N.C. 

Great  Lakes,  III. 

UROLOGY 

Philadelphia,  Pa. 

Yokosuka,  Japan 
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PRESIDENTS  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


JUNE  1980 


Greetings : 

[t  was  my  pleasure  and  privilege  to  be  installed  as  President  of  our  excellent 
forth  Carolina  Medical  Society  on  May  3rd. 

[ am  indebted  to  so  many  for  guidance  and  support  that  it  is  impossible  to 
enumerate  them.  I will  say  thank  you  to  Ben  Warren,  Immediate  Past-President,  for 
lis  excellent  year  of  leadership  for  our  Society  and  for  his  personal  help  to  me. 

Fhe  Commissioners,  Committee  Chairmen,  and  Committee  Members  have  been  appointed. 

These  notifications  and  requests  to  accept  membership  were  mailed  May  29th.  The 
information  will  be  published  in  the  July  Journal  as  well  as  the  Medical  Society 
foster  in  September. 

I was  pleased  to  talk  personally  with  all  of  the  committee  chairmen  and  many  mem- 
Ders  of  the  committees.  This  was  most  helpful  to  complete  the  task.  A more 
cooperative  and  supportive  attitude  will  not  be  found! 

The  "short"  interim  North  Carolina  Legislative  Session  will  begin  June  5th  in  Raleigh. 
This  is  principally  related  to  Budget  matters.  Your  Legislative  Committee  met 
Raleigh  on  June  1st  to  discuss  the  issues  to  come  before  this  Session.  The  "key" 
legislative  contact  physicians  have  been  alerted. 

The  "key"  legislative  contact  physicians  are  important.  They  serve  the  medical 
profession  and  the  public  well.  Harkening  back  to  my  theme  in  Pinehurst,  I would 
hasten  to  point  out,  you  are  all  "KEY" . We  have  a first  responsibility  as  citizens 
in  this  country.  We,  as  physicians,  also  happen  to  be  a most  fortunate  and  privi- 
leged group  by  virtue  of  educational  opportunity  and  public  respect.  These  privi 
leges  require  more  of  us.  Politics  is  not  a dirty  word.  Webster  defines. 

"Characterized  by  shrewdness  in  managing,  contriving,  or  dealing  . Political  is 
defined  as  "of  or  relating  to  government  or  the  conduct  of  government".  I know 
that  a great  many  of  you  feel  frustration  with  government  and  bureaucracy,  local 
and  national.  Don't  stand  on  the  sidelines  and  complain,  become  involved!  Please 
register,  vote  for  the  candidate  of  your  choice,  work  locally  in  their  campaigns, 
contribute  financially  and  of  your  time.  Encourage  your  spouse  s involvement  in 
campaign  work,  voter  registration, receptions  for  candidates,  etc.  Physicians 
represent  approximately  0.2%  of  the  population.  Don't  become  discouraged  if  your 
first  efforts  don't  result  in  overnight  correction  of  problems  you  perceive. 

It  was  apparent  at  the  Legislative  Committee  meeting  that  the  1981  General  Assembly 
is  going  to  be  significantly  directed  toward  a number  of  medical  issues  including, 
the  recommendations  of  the  so-called  Sunset  Commission,  ophthalmological  problems, 
financing  for  medical  programs  such  as  the  Crippled  Childrens  and  Perinatal  programs. 

I want  to  warn  you  in  advance  that  we  will  be  calling  on  many  of  you  on  very  short 
notice  to  come  to  Raleigh  to  testify and  numbers  do  count  so  plan  to  respond  PLEASE. 
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The  Auxiliary  is  an  equally  potential  powerful  group.  With  your  encouragement 

and  support,  our  menace  view  of  numbers  can  almost  be  doubled  by  their  involvement.  , 

There  are  over  3,000  North  Carolina  Auxiliary  members. 

Please  join  MEDPAC ! This  is  a source  of  significant  potential  political  power. 
Contributions  to  opposing  candidates  confuse  the  less  politically  initiated.  It 
allows  us  "to  talk"  to  the  winner.  Equally  important,  I believe,  this  support 
helps  to  elect  the  best  candidates.  They  need  and  appreciate  our  help.  Please 
contact  Tom  Adams  (Headquarters),  Chairman  David  Nelson,  or  myself  regarding 
joining  MEDPAC. 

There  has  been  significant  expression  of  dissatisfaction  with  the  cost  incurred  in 
Pinehurst  with  the  Annual  Meeting.  I have  asked  Mr.  Hilliard  to  obtain  information 
regarding  other  sites,  cost,  effect  on  attendance,  etc.  This  information  will  be 
presented  to  the  Annual  Convention  Committee.  This  committee  chaired  by  Dr.  Jack 
Hughes  of  Durham  will  make  recommendations  to  the  Executive  Council.  I would  appre- 
ciate an  expression  from  any  or  all  of  you  for  the  guidance  of  this  committee  and 
the  Council  on  this  most  important  matter. 

The  "hot"  issue  of  interest  at  the  present  is  the  subject  of  IPA's  (Independent  i 

Practice  Associations).  The  North  Carolina  State  Legislative  Commission  on  Prepaid 
Health  Plans  is  conducting  a feasibility  study  in  North  Carolina.  This  is  under 
the  direction  of  Tom  Bickman,  Executive  Director.  They  are  contacting  physicians,  ( 
individuals,  and  groups,  as  well  as  employers  in  this  study. 

The  Blue  Cross-Blue  Shield  of  North  Carolina  Corporation  held  a symposium  in  Chapel 
Hill  on  May  22nd  with  some  350  people  in  attendance  (physicians,  employers, 
planners,  etc.)  for  national  speakers  to  explain  these  concepts  and  their  experiences 
The  Blue  Cross-Blue  Shield  Corporation  Board  has  requested  their  administrative  staff 
to  investigate  and  develop  a plan  for  presentation  to  the  Blue  Cross  Board  regard-  ( 
ing  IPA's.  Blue  Cross-Blue  Shield  has  asked  18  physicians  of  primary  care  grouping 
(OB,  Pediatric,  Internal  Medicine,  Family  Practice)  to  meet  with  them  regarding 
their  plans. 

There  is  interest  on  the  part  of  other  carriers  (Prudential,  Safeco,  ect.)  to  market 
plans  to  employers  in  North  Carolina.  Burlington  Industries  has  completed  their 
IPA  feasiblity  study  in  Greensboro.  In  conjunction  with  several  other  major  employei 
groups,  consideration  of  implementing  an  IPA  is  underway. 

IPA's  have  been  described  as  an  alternative  delivery  system.  To  my  mind,  it  is 
principlely  an  alternative  financing  system  with  a physician  in  his  usual  practice 
setting.  Participation  will  be  by  the  individual's  choice,  both  physician  and 
patient.  The  numbers  of  covered  individuals  in  any  given  practice  setting  will  be 
small  except  in  a most  unusual  setting  or  by  the  physician's  choice. 

Please  be  reminded  and  plan  to  attend  the  excellent  10th  Annual  Sports  Medicine 
Symposium  sponsored  by  the  Society's  Committee  on  Medical  Aspects  of  Sports  schedulec 
at  Wrightsville  Beach,  July  4-6,  Blockade  Runner  Hotel.  Approved  for  6^  AAFP  pre- 
scribed hours.  Another  outstanding  educational  opportunity  awaits  you  at  the  North 
Carolina  Society  of  Internal  Medicine's  Annual  Summer  Meeting,  The  Litchfield  Inn, 
Pawley's  Island,  S.C.,  July  18-20.  Please  contact  the  Medical  Society  Staff  for 
additional  information  on  either  of  these  programs  at  (919)  833-3836. 


Sincerely 


Frank  Sohmer,  M.D 
President 


What  would 
Thomas  Edison’s 
physician  have 
prescribed  for  a 
headache? 

(and  would  insurance 
have  covered  it?) 


In  1879,  Thomas  Edison  had  worked  for 
over  a year  and  conducted  hundreds  of 
experiments  to  find  the  right  substance  to 
use  as  the  heart  for  his  new  idea:  the 
incandescent  electric  light. 

Finally,  Edison  discovered  that  a carbon 
filament  in  a vacuum  produced  a good  deal  of 
light  when  an  electric  current  passed  through 
it.  He  introduced  the  electric  light  bulb  to  the 
world  a short  time  later. 

Inventing  the  light  bulb  was  no  easy  task. 

If  Edison  suffered  headaches  working  on  his 
bright  idea,  he  would  have  had  to  wait 
another  14  years  before  he  could  have  taken 
acetylsalicylic  acid  for  relief. 


With  Mutual  of  Omaha’s  Disability  Income 
Protection,  a disabling  sickness  or  accident 
no  longer  (as  in  Edison’s  day)  means  total 
financial  dependence  on  family  and  friends. 

If  you’re  under  the  age  of  55  and  are  active 
full  time  in  your  practice,  simply  fill  out  the 
coupon  below  and  return  it  today.  A Mutual 
of  Omaha  service  representative  will  provide 
personal,  courteous  service  in  furnishing  full 
details  of  coverage.  Of  course,  there’s 
no  obligation. 

Underwritten  by 

Mutual  jOt 
/( ImahaxL/ 

People  if  an  can  count  on... 


You  see,  it  wasn’t  until  1893  that 
Hermann  Dreser  introduced  aspirin  to 
medical  science. 

Back  then,  the  expense  for  medication, 
prescribed  or  otherwise,  came  out  of  the 
sufferer’s  pocket.  And  the  only  insurance 
available  — accident  coverage  — did  not 
cover  illness. 

Today,  as  a member  of  the  North  Carolina 
Medical  Society,  you  can  get  protection 
like  Disability  Income  for  younger 
doctors.  It  provides  you  a regular  monthly 
benefit  when  sickness  or  injury  keeps  you 
from  your  practice.  And  you  can  use  your 
benefits  any  way  you  wish  — to  buy 
groceries,  make  house  payments  or  provide 
for  your  children’s  education. 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  OMAHA.  NEBRASkA 

Mutual  of  Omaha  Insurance  Company 
Dodge  at  33rd  Street 
Omaha,  Nebraska  68131 

Please  provide  me  complete  information  | 
on  the  Disability  Income  Protection  Plan 
available  to  members  of  the  North  Carolina 
Medical  Society  who  are  under  age  55. 


I Name I 

I Address I 

!i  City  

State  Zip 


t 


M.  FRANK  SOHMER,  JR.,  M.D. 

Born  June  15,  1924,  Danville,  Va.  Graduate  R.  J. 
Reynolds  High  School,  Winston-Salem,  N.C.,  and 
Catawba  College,  Salisbury,  N.C.,  M.D.,  Wake 
Forest  College,  Wake  Forest,  N.C.  Intern  and  assis- 
tant resident,  N.C.  Baptist  Hospital,  Winston-Salem, 
and  fellow  in  gastroenterology,  Duke  Hospital,  Dur- 
ham, N.C.  Instructor  in  medicine  1955-1956,  Duke 
Hospital,  Durham,  and  instructor  in  medicine,  Bow- 
man Gray  School  of  Medicine,  Winston-Salem,  1956, 
and  presently  assistant  professor  of  medicine,  Bow- 
man Gray.  Attending  physician  and  member  of  the 
private  diagnostic  clinic,  N.C.  Baptist  Hospital, 
1956-1960;  attending  physician,  N.C.  Baptist  Hospi- 
tal, 1960  to  present;  attending  physician,  Forsyth 
Memorial  Hospital,  Winston-Salem,  1964  to  present. 

Member  Forsyth  County  Medical  Society,  North 
Carolina  Medical  Society,  American  Medical  Associ- 
ation, Fellow  of  the  American  College  of  Physicians, 
Southern  Medical  Association  and  American  Federa- 
tion of  Clinical  Research.  Past  president  of  the  For- 
syth County  Medical  Society,  past  president  Pied- 
mont Medical  Foundation,  Inc.,  past  vice-president 
North  Carolina  Medical  Society,  past  commissioner 
North  Carolina  Medical  Society,  past  member  of  the 
Board  American  Association  of  Professional  Stan- 
dards Review  and  past  alternate  delegate  (N.C.  Medi- 
cal Society)  to  the  American  Medical  Association 
House  of  Delegates.  Currently,  president  of  the  North 
Carolina  Medical  Peer  Review  Foundation,  Inc. 
President-elect  of  the  North  Carolina  Medical  Society 
1979-1980. 


The  concern  I would  share  with  you  tonight  has  to 
do  with  social  consciousness.  In  Dr.  David  G.  Wel- 
ton’s  introduction  of  Dr.  Malcolm  C.  Todd,  past  AM  A 
president,  this  has  obviously  been  a prominent  facet  in 
his  life. 

The  issues  of  PSRO  confidentiality,  primary  care 
delivered  by  health  departments,  etc.,  have  been  ade- 


quately addressed  by  our  president.  Dr.  Ben  War- 
ren, today. 

In  past  years,  civics  courses  taught  us  that  the  fed- 
eral government  consisted  of  three  branches: 
judiciary,  legislative,  and  administrative.  We  can 
throw  that  book  out!  Now  at  every  level  of  govern- 
ment bureaucracy  is  the  name  of  the  game!  This 
bureaucracy  influences  and  directs  the  way  we  live 
and  die.  This  definitely  and  profoundly  impacts  medi- 
cal practices  and  patient  care. 

Our  first  responsibilities  are  as  citizens.  Secondly, 
we  are  physicians,  by  hard  work  and  exceptionally 
good  fortune.  We  have  the  best  sickness  care  system  ( 
in  the  world.  Not  all  physicians,  the  public,  or  gov- 
ernment understand  that  the  broad  generic  health  care  1 
term  encompasses  sickness  care,  well  care  (preven- 
tion) and  social  care,  i.e.,  the  elderly,  the  disabled, 
and  the  disadvantaged.  The  latter  group  or  social  care 
is  our  responsibility  as  citizens.  We  must  not  allow  ( 
this  category  to  be  lumped  as  health  care.  Poor  nutri- 
tion, inadequate  housing,  lack  of  education,  etc.,  may 
well  lead  to  involvement  in  the  sickness  care  system. 
These  are  social  problems.  We  as  physician  citizens 
must  work  with  our  fellow  citizens  to  manage  and 
correct  these  problems.  We  must  take  a lead  role,  i.e., 
social  consciousness. 

I want  to  involve  more  physicians  as  members  in 
county  and  state  medical  societies  and  the  American 
Medical  Association.  I want  more  physicians  involved 
and  members  of  MEDPAC.  Political  activities  are  the 
duty  of  every  citizen.  Such  activities  are  essential  to 
good  government.  I want  to  better  involve  and  utilize 
our  fine  auxiliary. 

All  of  these  aforementioned  goals  are  to  promote 
unity  in  the  profession  for  the  best  direction  in  solving 
the  problems  described.  We  must  not  continue  to 
complain  about  government.  We  need  to  become  in- 
volved citizens  and  to  help  guide  our  government  and 
our  destiny.  I shall  look  to  all  of  you  for  guidance, 
support,  and  direction.  I thank  you. 

Inaugural  remarks,  Finehurst,  N.C  , May  3,  1980. 
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Special  Article 

Health  Planning  in  North  Carolina  — A Primer 

James  E.  Davis,  M.D. 


HEALTH  planning  in  North 
Carolina,  though  it  has  made 
identifiable  progress  in  recent 
years,  remains  in  1980  an  amor- 
phous, indefinite  and  uncongealed 
activity.  It  is  a complex  and  limit- 
less undertaking,  but  most  impor- 
tant it  is  one  in  which  medicine  as  a 
profession  and  physicians  as  both 
providers  and  consumers  of  its 
products  absolutely  must  partici- 
pate. To  do  so,  the  physician  must 
have  an  understanding  of  the  basic 
structure  and  elemental  function  of 
this  process.  Our  purpose  is  to  pro- 
vide some  of  this  information  and  to 
point  out  some  of  the  accomplish- 
ments. 

TERMINOLOGY 

In  order  to  be  conversant  in  this 
strange  environment  of  health  plan- 
ning, one  must  understand  the  basic 
language  (Table  I).  The  term  HSA 
refers  both  to  the  Health  Service 
Area  (there  are  six  in  North  Caro- 
lina) and  to  Health  Systems 
Agency,  the  governing  body  in  each 
Health  Service  Area.  The  HSP  is 
the  Health  Systems  Plan  — a long- 
range  statement  of  goals  developed 
by  each  Health  Systems  Agency. 
Every  year  each  HSA  must  develop 
its  own  AIP  (Annual  Implementa- 
tion Plan)  which  is  the  guide  to  ac- 
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Durham,  N.C.  27704 

Vice  Chairman,  Statewide  Health  Coordination  Council 
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tion  to  be  followed  during  that  year 
by  that  HSA  to  achieve  the  goals 
and  objectives  stated  in  its  HSP. 

The  State  Health  Plan  (SHP)  is 
the  composite  of  the  HSPs  of  the  six 
HSAs  plus  other  available  data 
which  represents  the  policies  the 
state  will  follow,  the  goals  it  will 
seek,  and  the  objectives  it  will  at- 
tempt to  fulfill. 

SHPDA  is  the  State  Health  Plan- 
ning and  Development  Agency 
designated  by  the  governor  and  the 
secretary  of  the  Department  of 
Health,  Education  and  Welfare  to 
conduct  the  health  planning,  re- 
source development  and  regulatory 
functions  prescribed  by  Public  Law 
93-641.  SHCC  is  the  State(wide) 
Health  Coordinating  Council  — a 
state  committee  of  volunteer  pro- 
viders and  consumers  that  advises 
the  SHPDA  under  mandates 
specified  in  P.L.  93-641. 

HISTORICAL  BACKGROUND 

Health  planning  on  the  local, 
state  and  national  levels  is  now 
done  as  required  by  the  National 
Health  Planning  and  Resources  De- 
velopment Act  of  1974  (P.L.  93- 


table  I 

HSA  — Health  Service  Area 

Health  Systems  Agency 
AIP  — Annual  Implementation  Plan 
HSP  — Health  Systems  Plan 
SHP  — State  Health  Plan 

SHPDA  -State  Health  Planning  and  Development  Agency 
SHCC  — State  Health  Coordinating  Council 


641).  This  act,  described  by  some  as 
the  most  encompassing  law  ever 
passed  by  Congress,  was  rushed 
through  in  the  last  days  of  the  93rd 
Congress  in  December,  1974.  It  was 
so  heavily  amended  that  there  was 
literally  no  published  copy  available 
at  the  time  of  its  passage,  and  the 
presiding  officer  used  a “pasteup” 
in  order  to  have  some  semblance  of 
order.  Admittedly,  it  was  an  at- 
tempt on  the  part  of  Congress  to 
develop  for  America  a true  “health 
care  system”  which  many  con- 
gressmen felt  did  not  exist  and  was 
quite  openly  represented  as  the 
framework  of  a health  care  program 
on  which  the  details  of  a national 
health  insurance  act  would  be  hung. 
P.L.  93-641  replaced  the  Hill- 
Burton  Program  (1946),  concerned 
primarily  with  hospital  construc- 
tion, the  Regional  Medical  Program 
(1965),  which  was  basically  pro- 
grammatic in  scope  and  which 
started  as  the  “heart  disease, 
cancer  and  stroke  act,”  and  the 
Comprehensive  Health  Planning 
Act  (1966)  into  one  law.  In  1974  it 
was  the  desire  and  the  belief  that 
health  planning,  project  review  and 
resources  development  would  be 
improved  if  they  were  incorporated 
into  a single  national  program. 

NORTH  CAROLINA  HSAs 

As  is  evident  from  the  map  in 
Table  II,  the  six  HSAs  in  North 
Carolina  are  both  numbered  (west 
to  east)  and  titled.  Consequently, 
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TABLE  II 


EASTERN 

PIEDMONT 

CAPITAL 

CAROLINA 

II 

IV 

VI 

our  26  western-most  counties  com- 
prise HSA  I (Western  North  Caro- 
lina) with  the  agency  located  in 
Morganton.  HSA  II  has  its  head- 
quarters in  Greensboro,  is  com- 
prised of  the  1 1 northern  Piedmont 
counties  and  is  known  as  Piedmont 
HSA.  Southern  Piedmont  HSA  (III) 
has  its  office  in  Charlotte.  The 
Triangle  area  and  surrounding 
counties  comprise  Capital  HSA 
(IV)  with  headquarters  in  Durham. 
HSA  V,  in  the  southeastern  part  of 
the  state,  is  known  as  the  Cardinal 
Health  Agency  with  headquarters  in 
Lumberton.  The  eastern  part  of  the 
state  comprises  HSA  VI,  which  is 
administered  from  Greenville  and  is 
known  as  Eastern  Carolina  HSA. 

AGENCY  RELATIONSHIPS 

Table  III  diagrams  the  relation- 
ship of  HSAs,  SHCC  and  SHPDA. 
Each  HSA  has  a board  of  directors, 
of  which  a majority  of  the  members 
must  be  consumers,  who  determine 
how  planning  and  implementation 
are  carried  out  in  that  area.  It  is  a 
well  staffed,  private  organization, 
funded  with  government  monies, 
which  has  the  responsibility  for 
local  planning  under  its  own  HSP, 
its  AIP  and  its  contributions  to  the 
SHP. 

The  SHCC  has  40  members  ap- 
pointed by  the  governor  plus  an 


ex-officio  representative  from  the 
Veterans  Administration.  Of  the  40 
appointees  60%  must  be  members 
of  HSA  boards  (four  members 
each),  the  remaining  members 
(40%)  being  appointed  at  large. 
Originally,  up  to  60%  of  the  total 
membership  could  be  consumers, 
but  by  recent  change  providers 
must  now  constitute  at  least  50%  of 
the  membership.  The  SHCC’s  re- 


lationship with  the  HSAs  is  one  of 
coordination.  The  SHCC  must  ap- 
prove the  HSAs’  HSP,  AIP  and 
grant  applications;  it  coordinates 
the  gathering  of  information  neces- 
sary for  the  development,  review 
and  revision  of  the  SHP;  and  it  also 
coordinates  information  on  specific 
HSA  activities  upon  which  the 
SHCC  advises  the  secretary  of 
DHEW  (Table  IV).  The  SHCC’s 


TABLE  ill 
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TABLE  V 

NATIONAL  HEALTH  PRIORITIES 

1.  Primary  Care/Medically  Underserved 

2.  Multi-Institutional  Systems/Coordinating  Services 

3.  Medical  Group  Practices:  HMOs:  IPAs 

4.  Training  Utilization  Physician  Assistants 

5.  Multi-Institutional  Sharing  Support  Services 

6.  Improvement  Quality  Health  Services  (PSROs) 

7.  Various  Levels  Care  Geographic  Basis 

8.  Prevention  of  Disease 

9.  Uniform  Accounting,  Reimbursement,  Reporting  Systems 

10.  Education  Public  Personal  Care/Use  of  Services 

11.  Identification/Termination  Unneeded  Services,  Facilities 

12.  Adoption  Cost  Containment  Policies 

13.  Increased  Outpatient  Mental  Health  Services 

14.  Elimination  Inappropriate  Hospitalization  Mental  Patients 

15.  More  Appropriate  Use  Facilities/Greater  Efficiency  in  Health  Care  System 

16.  Strengthening  Competition  Health  Care  Delivery 


relationship  with  the  public  is  a 
“fiduciary”  one  — one  of  public 
confidence  and  public  accountabil- 
ity. 

The  SHCC  relates  to  the  De- 
partment of  Human  Resources 
(SHPDA)  in  a purely  advisory 
capacity.  Unlike  HSAs,  the  SHCC 
is  not  funded,  is  not  staffed,  has  no 
geographic  base,  and  is  con- 
sequently very  dependent  upon 
SHPDA,  and  particularly  the  State 
Health  Planning  Section  of 
SHPDA,  for  staffing,  research, 
supplies,  communication,  expense 
reimbursement  and  its  other  needs. 
It  is  my  opinion  that  the  SHCC 
could  and  would  perform  more  effi- 
ciently and  more  appropriately  if  it 
were  more  independent. 

NATIONAL  HEALTH 
PRIORITIES 

The  National  Health  Planning 
and  Resources  Development  Act  of 
1974  (P.L.  93-641)  also  established 
goals  and  priorities  for  national 
health.  These  were  10  in  number, 
and  the  1979  amendments  to  the 
Health  Planning  Act  (P.L.  96-79) 
added  six  more  to  the  original  10. 
All  are  listed  in  Table  V.  They  rep- 
resent those  aspects  of  our  health 
care  system  and  health  care  deliv- 
ery which  the  members  of  Congress 
feel  are  most  important  and  most 
urgent.  In  a fashion,  these  represent 
the  Ten  Commandments  (now  en- 
larged to  16)  which  should  guide  and 
direct  all  health  planning  efforts. 
The  extensive  debates  on  finite  is- 
sues in  health  care  in  which  the 
members  of  Congress  engaged  were 
most  impressive.  A single  example 
is  that  Congress  is  in  general  agree- 
ment — after  prolonged  debate  — 
that  health  is  no  longer  merely  the 
absence  of  illness  or  infirmity  but 
rather  that  “health  is  a state  of  com- 
plete physical,  mental  and  social 
; well-being.”  This  says  a great  deal 
about  what  the  members  of  Con- 


TABLE  IV 
SHCC  Functions 

1.  Prepare,  Review,  Revise  State  Health  Plan 

2.  Review,  Revise  HSPs.  AlPs,  Grant  Applications  of 
HSAs 

3.  Advise  Secretary  DHEW;  Advise  SHPDA  On  Its  Per- 
formance 




gress  feel  are  our  goals  and  needs  of 
health  care. 

1979  AMENDMENTS 

As  mentioned,  in  the  fall  of  1979, 
amendments  to  the  Health  Planning 
Law  were  passed  in  P.L.  96-79, 
which  continue  the  evolution  of 
health  planning.  Many  of  these 
changes  are  quite  significant;  Table 
VI  lists  those  thought  to  be  most 
important. 

With  respect  to  certificate  of  need 
requirements,  any  facility  or  service 
costing  as  much  as  $150,000,  and 
which  serves  hospital  inpatients,  is 
now  under  this  requirement.  Any 
service  or  facility  which  you  plan  to 
provide,  costing  this  much,  must  be 
reported  to  SHPDA,  which  has  the 
authority  to  make  the  decision  as  to 
whether  or  not  inpatients  will  be 
served,  and  consequently  whether 
certificate  of  need  requirements  are 
applicable.  P.L.  96-74  also  requires 
a triennial  instead  of  an  annual  revi- 
sion of  the  State  Health  Plan.  Also, 
the  governor  must  now  approve  the 
State  Health  Plan,  Our  existing 
North  Carolina  Health  Plan  is  a 
product  of  the  Statewide  Health 
Coordinating  Council,  and  though 
the  governor  did  have  an  opportu- 
nity for  review  and  comment,  he 
was  not  required  to  approve  the 
plan.  Currently,  in  political  circles. 
Governor  Hunt  is  being  criticized 
for  some  of  the  content  of  our  cur- 
rent SHP  — an  unfair  criticism  since 
he  has  never  approved  it.  However, 
future  governors  will  have  the  op- 
portunity and  obligation  to  do  so. 

Whereas  heretofore  the  SHCC 
membership  has  elected  its  own  of- 
ficers, the  governor  is  now  empow- 


ered to  appoint  the  chairman  of 
SHCC,  such  appointment  requiring 
the  approval  of  the  state  Senate. 
Also  SHPDA  is  now  required  to  re- 
view and  give  its  consent  to  the 
Health  Services  Plan,  the  AIPs  and 
the  State  Health  Plan. 

Changes  in  P.L.  96-79  that  di- 
rectly affect  HSAs  are  also  numer- 
ous. For  the  first  time,  the  SHA 
board  is  to  be  given  staff  and  finan- 
cial assistance  so  that  “particularly 
the  consumer  members”  can  be- 
come better  informed  about  the  is- 
sues before  it.  This  is  reminiscent  of 
the  debate  in  the  House  of  Dele- 
gates of  the  North  Carolina  Medical 
Society  last  May,  in  which  it  was 
determined  that  we  should  add  a 
member  to  our  headquarters  staff  to 
help  those  physicians,  physicians’ 
wives  and  families,  and  VanGuard 
Committees  to  become  better  in- 
formed about  health  planning 
throughout  the  state. 

In  an  admitted  attempt  to  prevent 
self-perpetuation  of  the  HSA 
board,  50%  of  the  board  must  now 
be  chosen  by  a “process”  which  the 
board  devises  but  which  must  be 
approved.  As  noted  above,  the  di- 


TABLE  VI 
PUBLIC  LAW  96-79 

Certificate  of  need:  $150,000:  Inpatients 
Triennial  State  Health  Plan 
Governor  Approves  State  Health  Plan 
Governor  Appoints  SHCC  Chairman 
SHPDA  Review/Consent  HSP,  AIP,  SHP 

HSAS 

Board  Given  Staff/Financial  Assistance 
50%  Board  Chosen  by  "Process” 

Director  Providers  Now  50%  (No  Indirect) 
Major  Purchasers  Must  Be  Included 
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rect  providers  now  constitute  at 
least  50%  of  the  members  of  the 
board  and  the  term  "indirect  pro- 
vider” has  become  obsolete.  The 
new  law  also  requires  that  rep- 
resentatives of  major  purchasers  of 
Health  Services  (e.g.  industries, 
unions,  etc.)  must  also  be  included 
on  the  HSA  board. 

DEVELOPMENT  OF  THE 
STATE  HEALTH  PLAN 

Even  though  it  is  mandated  in 
P.L.  93-641,  the  questions  of  why 
we  should  have  a state  health  plan, 
what  purpose  it  serves,  and  how  will 
it  be  used  are  frequently  asked. 
Perhaps  the  most  direct  answer  is  to 
quote  a recommendation  in  1978 
from  the  State  Goals  and  Policy 
Board,  of  which  the  governor 
serves  as  chairman.  This  high-level 
group  recommended: 

"That  the  state  use  the  State 
Health  Plan  to  define  health 
problems,  their  causes,  and 
ways  and  means  of  improving 
health  status  — and  as  a basis 
for  setting  priorities  for  public 
investments  in  health  care.” 
Clearly  then,  the  State  Health 
Plan  is  the  major  instrument  of 
health  policy  in  state  government. 

There  has  been  much  confusion 
and  many  misconceptions  about 
how  our  State  Health  Plan  was  de- 
veloped. Many  inaccurate  and  un- 
fair criticisms  have  suggested  that 
this  was  the  work  of  a limited  few, 
that  "the  bureaucracy”  wrote  it  be- 
hind closed  doors,  and  that  health 
care  providers  and  the  general  pub- 
lic had  little  to  do  with  it.  As  out- 


lined in  Table  VII,  the  starting  point 
was  the  National  Health  Priorities 
as  defined  by  Congress.  The  Plan 
Development  Committee  of  SHCC 
utilized  the  HSPfrom  each  of  the  six 
HSAs,  and  it  received  the  result  of 
research  performed  by  SHPDA  on 
existing  state  plans,  programs, 
policies  and  other  data  as  well  as 
the  responses  from  a statewide 
newspaper  survey  requesting 
suggestions  from  citizens.  From 
these  vast  data  were  established  the 
"statewide  health  needs.”  The  Plan 
Development  Committee  then 
combined  these  19  needs  into  13 
natural  groupings,  and  a task  force 
was  established  for  each  of  these  — 
both  in  the  area  of  health  status  and 
as  related  to  our  health  system.  The 
task  forces  of  each  category  are 
itemized  in  Table  VIII. 

Each  task  force  was  chaired  by  a 
member  of  the  State  Health  Coor- 
dinating Council  and  included  con- 
sumers and  providers  of  every 
imaginable  type,  chosen  for  their 
expertise  and  experience  in  the 
problem  which  the  task  force  was 
investigating.  The  size  of  the  task 
forces  ranged  from  seven  to  19 
members;  each  was  competently 
staffed  by  members  of  SHPDA.  In 
total,  some  144  citizens  (both  con- 
sumers and  providers)  served  on 
these  task  forces.  Their  reports 
were  then  reviewed  by  each  of  the 
six  HSAs  and  by  the  Plan  Develop- 
ment Committee  of  SHCC.  The  re- 
ports and  the  responses  from  HSAs 
and  the  Plan  Development  Com- 
mittee were  then  incorporated  into 
13  "preliminary  reports”  which 


TABLE  VIII 
SHCC  TASK  FORCES 

Health  Status 

Cardiovascular  Disease 
Cancer 

Accidents,  Violent  Deaths  and  Disability 
Health  Status  Medically  Underserved 
Sexually  Transmitted  Disease 
Perinatal  and  Infant  Health 
Mental  Health 
Nutrition 

Health  System 

Health  Education 
Preventive  Services 
Primary  Care  Services 
Long-Term  Care 
Cost  of  Health  Care 


were  then  returned  to  the  HSAs  and 
to  the  Plan  Development  Commit- 
tee, and  goals  and  priorities  in  each 
area  of  study  were  established. 
After  further  review  and  comment 
by  groups  of  physicians,  hospital 
administrators,  other  providers, 
and  various  groups  of  non-provider 
citizens,  the  SHCC  adopted  these 
priorities  and  published  the  Pre- 
liminary State  Health  Plan  which 
was  then  subjected  to  the  gover- 
nor's review  and  comment  and  to 
public  review,  following  which  the 
SHCC  amended  the  Preliminary 
State  Health  Plan  into  what  was  ul- 
timately adopted  as  the  SHCC’s 
State  Health  Plan. 

REVISION  OF 
STATE  HEALTH  PLAN 

Currently  we  are  in  the  process  of  i 
revising  the  North  Carolina  State 
Health  Plan.  As  the  first  step,  the 
State  Health  Planning  Section  of 
SHPDA  has  requested  comments 
on  what  it  calls  "Macro  Issues” 
(Table  IX)  which  concerns  both  the 
public  and  private  sectors  of  our 
health  care  system. 

Such  consideration  should  focus 
on  the  health  care  system  as  a whole 
and  "issue  planning”  should  lead  to 
a "system  approach.”  I would  point 
out  that  each  of  the  "major  issues” 
(Table  IX)  is  divided  into  very  large 
subheadings,  and  that  each  of  the 
subheads  is  similarly  subdivided  in 
many  other  issues.  For  example, 
under  Community  Health  Promo- 
tion and  Protection,  subdivision  (A) 
Environmental  Quality  Manage- 
ment is  then  subdivided  into  six 
"issues”: 


TABLE  VII 

STATE  HEALTH  PLAN  DEVELOPMENT 

1 National  Health  Priorities 

2 SHCC  Plan  Development  Committee 

HSAs  HSPs 

SHPDA  research  of  state  plans,  programs,  policies,  data 
Responses  statewide  newspaper  survey 
3.  “Statewide  Health  Needs" 

4 Combined  19  Needs  into  13  Natural  Groupings 

Task  Force  for  Each 

5 Task  Force  Reports  reviewed  by  HSAs/SHCC  PDC 

6 SHPDA  coordinated  all  data  — 13  "Preliminary  Reports" 

7 "Preliminary  Reports"  back  to  HSAs/SHCC  PDC 

(Goals  and  Priorities) 

8 SHCC  adopted  priorities  / PSHP 

9 PSHP 

Governor  s Review  and  Comment 
Public  Review 
SHCC  amended  PSHP 
10  SHCC  adopts  SHP 
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TABLE  IX 
MACRO  ISSUES 

I.  Community  Health  Promotion  and  Protection 

A.  Environmental  Quality  Management 

B.  Occupational  Health  and  Safety 

C.  Health  Education 

D.  Risk  Reduction 

E.  Consumer  Participation 

II.  Prevention  and  Detection 

A.  Chronic  Disease  Screening 

B.  Nutrition 


years.  You  will  notice  that  in  each 
instance  the  number  of  millions  of 
dollars  for  each  and  every  activity  is 
increased  significantly  from  fiscal 
year  ’80  to  ’81  and  again  signifi- 
cantly increased  for  ’82  over  ’81. 
The  activities  and  the  expenditures 
go  ever  onward  and  upward. 

CONCLUSIONS 


III.  Diagnosis  and  Treatment 

A.  Emergency  Medical  Services 

B.  Primary  Care 

IV.  Maternal  and  Child  Health 
A.  Dental  Health 

B Family  Planning 

C.  Prenatal  and  Infant  Care 

D.  Nutrition  for  Mothers  and  their  Children 

V.  Maintenance,  Habilitation 
A.  Home  Health 

B Hospice 

C.  Long-term  Care  Facilities 
D Adult  Day  Care/Senior  Centers 

VI.  Rehabilitation 

A.  Rehabilitation 

VII.  The  Cost  of  Health  Care 

A.  Cost  Containment  in  Hospital  and  Physicians'  Services 
B Cost  Containment  in  the  Public  Provision  of  Health  Services 


Air  Pollution 
Water  Pollution 
Substandard-Housing 
Health  Education  Regarding 
Environmental  Issues 
Radiation  Protection 
Disposal,  Storage,  Transpor- 
tation of  Toxic  Substances 
This  is  to  emphasize  that  now  is 
the  time  for  you  to  avail  yourselves 
of  the  opportunity  of  expressing 
your  opinion  in  those  areas  of  health 
care  in  which  you  have  experience 
or  expertise.  Regardless  of  how 
small  or  large  or  how  numerous 
your  areas  of  interest  and  concern 
are,  they  are  included  somewhere  in 
the  SHP.  Such  comments  can  be 
forwarded  directly  to  the  State 
Health  Planning  Section  of  the  State 
Health  Planning  and  Development 
Agency  in  Raleigh,  to  members  of 
the  Statewide  Health  Coordinating 
Council,  to  your  local  HSA,  or  to 
the  North  Carolina  Medical  Society 


(where  such  opinions  will  be  corre- 
lated and  utilized). 

GROWTH  OF 
HEALTH  PLANNING 

Finally,  for  any  who  might  be  in- 
clined to  think  that  health  planning 
is  not  yet  a reality  and/or  that  it  is 
not  being  taken  seriously  by  gov- 
ernment, I direct  your  attention  to 
Table  X.  This  shows  the  amount  of 
money  (in  millions  of  dollars)  ap- 
proved by  the  Congress  for  the 
various  agencies  and  activities  for 
this  and  the  following  two  fiscal 


It  is  my  firm  conviction  that, 
based  on  all  this,  we  are  justified  in 
drawing  the  following  conclusions: 

(1)  Organized  and  systematic 
health  planning  is  a fact  of  life,  it  is 
well  under  way,  and  it  will  continue 
indefinitely. 

(2)  Health  planning  has  changed, 
it  is  changing,  and  it  will  continue  to 
change  health  care  (including  medi- 
cine) significantly,  possibly  drasti- 
cally. 

(3)  Every  type  of  health  care  pro- 
vider (hospital  administrators,  edu- 
cators, nurses,  chiropractors, 
physicians’  assistants,  osteopaths, 
psychologists,  and  a large  number 
of  non-providers  (individually  and 
organizationally)  are  deeply  in- 
volved in  and  active  participants  in 
health  planning. 

(4)  It  is  absolutely  essential  that 
physicians,  physicians’  wives, 
members  of  physicians’  families, 
and  physicians’  friends  become 
knowledgeable  of  the  activities 
under  way  in  health  planning,  keep 
abreast  of  the  rapidly  occurring 
changes,  and  participate  at  every 
possible  level  — and  at  every  possi- 
ble opportunity. 


TABLE  X 


FY80 


HSAs 

SHPDAs 

Centers  for  Health  Planning 
Experimental  Rate  Review  Agencies 
Area  Health  Services  Development  Funds 
Voluntary  Closure/Conversion 


$150  mjllion 
$ 35  million 
$ 6 million 

$ 6 million 

$ 30  million 


$165  million 
$ 40  million 
$ 8 million 
$ 7 million 

$ 20  million 
$ 50  million 


$185  million 
$ 45  million 
$ 10  million 
$ 8 million 

$ 30  million 
$ 75  million 
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SPECIAL  ARTICLE 


Medical  Ethics  and  Social  Reality 

James  S.  Todd,  M.D, 


SAMUEL  Johnson  said  in  1770, 
“Nothing  so  concentrates  a 
man’s  mind  as  the  knowledge  that 
on  the  morrow  he  is  to  be  hanged.” 
This  statement  comes  close  to  de- 
scribing the  current  plight  of  the 
medical  profession,  for  this  is  in- 
deed a time  of  peculiar  paradox  for 
the  profession. 

It  is  little  wonder  the  average 
physician  is  incredulous  when,  after 
having  been  taught  to  do  all  things 
possible  for  all  with  whom  he  comes 
in  contact,  and  in  so  doing,  having 
produced  the  finest  health  care 
system  in  the  world,  he  faces  in- 
creasingly severe  criticism  from  all 
sides.  He  knows  what  the  President 
of  the  United  States  thinks,  espe- 
cially when  hearing  the  opinion  that 
the  single  largest  impediment  to 
progress  is  the  American  Medical 
Association,  and  that  if  Congress 
really  wants  to  get  a handle  on  infla- 
tion it  will  pass  hospital  cost  con- 
tainment legislation.  The  late  and 
not  too  lamented  Joseph  Califano  of 
Health,  Education  and  Welfare  was 
busy  throughout  his  term  empha- 
sizing fraud  and  abuse,  yet  he 
couldn’t  produce  any  hard  figures. 
There  is  little  to  suggest  that  Patricia 
Roberts  Harris  will  be  any  better. 


130  Prospect  Street 
Ridgewood,  N.J.  07450 

Chairman,  Ad  Hoc  Committee  to  Review  the  Principles  of 
Medical  Ethics,  American  Medical  Association 

Presented  at  the  North  Carolina  Medical  Society  Confer- 
ence for  Medical  Leadership.  Charlotte,  N.C.,  February  2, 
1980 


Now  society  contends  with  Ralph 
Nader  and  Sidney  Wolfe,  who  on 
one  hand  crusade  for  physician  ad- 
vertising and  on  the  other  criticize 
the  pharmaceutical  industry  for 
wasting  money  on  advertising. 
Along  with  these  are  the  labor 
unions  which  want  to  get  problems 
of  health  care  coverage  off  the  bar- 
gaining table,  and  the  Gray  Panthers 
whose  vested  interests  exceed  all 
others  in  their  quest  for  government 
control  of  the  profession. 

Yet  perhaps  some  of  this  criticism 
is  warranted  after  all,  for,  bent  on 
producing  the  best  for  all,  and  of 
course  aided  by  misguided  social 
programs,  the  physician  has  ig- 
nored cost  and  priorities,  until  now 
we  are  told  resources  are  limited 
and  that  some  segments  of  the  pub- 
lic are  saying  “enough.” 

To  some  degree  it  must  be  ad- 
mitted that  this  is  not  entirely  with- 
out justification.  Health  care  al- 
ready is  the  most  heavily  subsidized 
industry  in  this  country  and  is  the 
third  largest.  Health  utilizes  10%  of 
the  entire  federal  budget  and  almost 
9%  of  the  gross  national  product. 
Little  wonder  then  that  the  public 
sector  has  increasing  interest  in  how 
these  resources  are  spent  and  will 
continue  to  attempt  to  gain  control 
over  them. 

Three  things  should  now  be  self- 
evident:  (1)  We  cannot  do  every- 
thing scientifically  possible  for 
everybody  everywhere.  (2)  We 
must  decide  what  we  are  going  to  do 


for  whom  and  where,  or  it  will  be 
decided  for  us.  (3)  Medical  care  is 
only  one  of  the  determinants  of 
health  (parenthetically  I suppose  we 
should  be  thankful  that  Americans 
spend  almost  as  much  on  medical 
care  as  on  tobacco,  alcohol  and 
cosmetics). 

But  as  a result  expectations  are 
changing,  and  now  it  is  not  that  the 
providers  of  medical  care  will  try  to 
do  society  ill,  it  is  that  they  will  try 
to  do  too  much  good.  The  simple 
fact  is  that  health  care  can  expand 
infinitely  and  can  legitimately  ab- 
sorb every  dollar  society  is  willing 
to  make  available  to  it.  We  also 
know  how  to  practice  a style  of 
medicine  which  if  extended  indis- 
criminately would  be  far  more  ex- 
pensive than  this  country  can  or 
should  pay,  and  certainly  far  more 
expensive  than  the  meager  im- 
provement in  health  would  justify. 

Ivan  Illich  in  his  latest  social  blast 
called  Medical  Nemesis  (which 
should  be  standard  reading  for  all 
physicians)  reaches  the  startling 
conclusion  that  the  medical  estab- 
lishment has  become  a major  threat 
to  health.  He  sees  that  society  has 
transferred  to  physicians  the  ex- 
clusive right  to  determine  what  con- 
stitutes sickness,  who  is  or  might 
become  sick  and  what  shall  be  done 
to  such  people.  This,  he  maintains, 
has  resulted  in  the  rituals  for  ex- 
ample, of  the  yearly,  but  probably 
unnecessary  physical  examination, 
the  long  term  maintenance  of  the 
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hopelessly  ill,  the  medicating  of  any 
and  all  conditions,  and  the  produc- 
tion of  medicine  as  a commodity 
which,  if  only  extended  far  enough, 
should  assure  good  health. 

It  is  this  medicalization  of  society 
which  ends  up  spending  30%  of  the 
budget  on  10%  of  the  people,  in- 
creases the  use  of  tranquilizers  to  10 
times  that  of  alcohol,  and  in  the  end 
deprives  the  citizen  of  his  ability  to 
understand  or  determine  his  own 
medical  future,  not  infrequently 
forcing  courts  to  make  medical  de- 
cisions. 

Illich  concludes  by  saying,  “The 
level  of  public  health  corresponds  to 
the  degree  to  which  the  means  and 
responsibility  for  coping  with  illness 
are  distributed  among  the  total 
population.  This  ability  to  cope  can 
be  enhanced,  but  never  replaced,  by 
medical  intervention.  The  society 
which  can  reduce  professional  in- 
tervention to  the  minimum  will  pro- 
vide the  best  conditions  for  health . 
Think  about  that  for  a time.  We  are 
studying  more  and  more  about  less 
and  less  until  in  the  not  too  distant 
future  it  will  be  difficult  to  find  any- 
one who  is  “completely  healthy.” 

Without  too  much  doubt  we  have 
been  too  successful  in  the  develop- 
ment of  medical  technology.  Should 
we,  for  example,  marvel  over  the 
transplantation  of  a heart  when 
children  in  the  inner  cities  are  dying 
of  diseases  for  which  they  could  be 
immunized?  It  would  be  reassuring 
to  assume  that  technology  is  imper- 
sonal in  development  and  therefore 
justified  at  all  levels.  But,  like  it  or 
not,  every  new  program  reflects  and 
influences  values,  ideas,  theories 
and  beliefs,  and  as  medical  sciences 
have  advanced  the  related  social 
and  ethical  issues  have  been  mul- 
tiplied far  beyond  expectation. 

But  other  things  have  been  going 
on  in  society  at  the  same  time.  Re- 
cent decades  have  seen  a decrease 
in  close,  continuing  relationships  at 
all  levels.  There  is  a growing  ten- 
dency for  professionals  to  work  in 
large  bureaucracies  rather  than  as 
individuals  with  the  consequent  loss 
of  the  personal  touch.  There  is  a 
decline  of  public  trust  in  all  institu- 
tions. Conflicts  are  arising  between 
the  obligation  to  individuals  and  the 
larger  duty  to  serve  the  public  inter- 


est. America  no  longer  seems  so 
diverse  so  much  as  it  seems  split 
asunder  into  innumerable  special 
interests,  all  pushing  their  rights, 
increasing  their  claims  on  the  rest  of 
society,  and  most  of  all  quite  sensi- 
tive to  any  infringement  by  others. 

Derek  Bok,  president  of  Harward 
University  said  this  spring,  “When 
individual  groups  push  one  another 
for  advantage,  the  sense  of  trust  in 
established  institutions  declines  and 
the  points  of  friction  and  disagree- 
ment quickly  multiply.  As  the  ar- 
biter of  social  conflict,  the  govern- 
ment is  called  upon  ever  more 
frequently  to  protect  the  interest  of 
one  group,  promote  the  interest  of 
another,  or  simply  to  resolve  the 
growing  number  of  disputes.”  It 
does  not  take  too  much  imagination 
to  see  a similar  analogy  occurring 
in  organized  medicine,  especially 
when  one  talks  about  specialty  so- 
cieties as  relating  to  the  American 
Medical  Association. 

And  so,  here  we  are.  On  the  one 
hand,  pressed  by  cost  containment 
with  a threatened  public  takeover  of 
medicine  (not  to  make  it  better,  but 
to  make  it  more  uniform  and  con- 
trollable), and  on  the  other  hand, 
pressed  by  all  those  special  interest 
groups  who  feel  medicine  is  either 
depriving  or  ignoring  them.  In  this 
light  it  is  not  difficult  to  see  why  the 
federal  government  and  public  are 
increasingly  active  regarding  medi- 
cal affairs,  and  in  all  candor,  there 
are  those  who  ask  what  took  the 
Federal  Trade  Commission  so  long 
to  get  to  medicine. 

Apparent,  then,  is  the  conclusion 
that  the  medical  profession  can  no 
longer  function  independently  from 
society,  as  much  as  we  might  like  to 
think  a science  should.  We  do  not 
and  cannot  operate  in  a vacuum. 
More  than  a century  ago,  Oliver 
Wendell  Holmes  said,  “The  truth  is 
that  medicine,  professedly  founded 
on  observation,  is  as  sensitive  to 
outside  influences  — political,  reli- 
gious, philosophical,  imaginative  — 
as  is  the  barometer  to  changes  in 
atmospheric  pressure.” 

What  every  professional  should 
bear  in  mind  is  the  distinction  be- 
tween a profession  and  a function. 
The  function  may  be  eternal,  but  the 
profession  is  temporal  and  can  be 


destroyed  or  destroy  itself  very 
rapidly.  Put  most  simply,  the  town 
crier  is  gone,  but  the  broadcaster  on 
electronic  media  fulfills  the  same 
function,  albeit  in  a very  different 
form.  All  professions,  even  those 
seemingly  ancient  and  continuous, 
have  changed.  Everyone  should 
realize  that  a profession  does  not 
exist  for  itself,  but  for  a purpose, 
and  must  function  under  the  con- 
straints set  by  those  who  commis- 
sion its  work.  The  modern  profes- 
sion has  enjoyed  a monopoly  for  so 
long  that  it  tends  to  forget  that  it  is  a 
privilege  given  in  exchange  for 
human  benefit. 

It  is  time  our  profession  faces  this 
reality,  squarely  and  unafraid,  be- 
cause reality  tells  us  there  is  a whole 
host  of  alternative  health  profes- 
sionals — chiropractors,  podia- 
trists, optometrists,  psychologists 
— whom  the  public  has  chosen  to 
license  and  ultilize.  Ignoring  or  try- 
ing to  reject  them  is  no  longer  feasi- 
ble, or  legally  possible,  and  we 
should  seek  to  find  ways  to  accom- 
modate them  into  the  health  care 
system.  We  might  even  find  them 
helpful,  or  the  public  might  clearly 
see  their  failings. 

Reality  tells  us  there  is  incompe- 
tence within  the  profession,  not  in 
large  quantity,  but  enough  to  give 
our  critics  grist  for  their  mills.  Real- 
ity tells  us  there  are  people  out  there 
who  are  not  getting  the  care  they 
need  because  of  inaccessibility  or 
inability  to  afford  it,  and  finally  re- 
ality tells  us  that  health  care  costs 
continue  to  rise  more  rapidly  than 
even  we  can  justify. 

These  are  the  pressing  issues 
which  the  profession  must  address 
with  all  the  vigor  it  possesses.  For 
these  are  the  issues  upon  which  the 
very  future  of  medicine  will  be  de- 
termined. 

But  having  said  all  of  this,  there 
are  additional  problems:  first,  this 
huge  press  for  change  by  the  gov- 
ernment and  the  public  has  never 
been  and  is  not  now  being  guided  by 
anyone  who  has  any  perception  of 
the  consequences  of  his  decisions 
or  actions.  And  secondly,  and 
perhaps  more  importantly,  there  is 
no  real  leadership  in  the  health  care 
system  either,  only  an  array  of  spe- 
cial interests,  each  determined  to 
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promote  its  own  cause  at  the  ex- 
pense of  others.  If  you  doubt  this, 
watch  the  internecine  disputes  in 
the  health  care  field. 

On  our  present  course,  there  will 
inexorably  be  a public  takeover  of 
medicine,  and  while  many  of  these 
events  are  perhaps  justifiable  con- 
sequences of  our  attitudes,  more 
often  than  not  they  are  the  results  of 
vacuums  created  or  tolerated  by  the 
profession  itself.  The  emerging 
great  problem  of  our  time  is  not  how 
to  produce  change  but  rather  how  to 
direct  it  so  that  it  does  not  over- 
whelm us.  The  ultimate  tragedy  of 
American  medicine  may  well  be 
that  while  quick  to  accept  scientific 
change  it  could  not  adapt  to  the  so- 
cial consequences  of  those  changes. 
The  profession  is  probably  facing  its 
last  opportunity  to  provide  the  kind 
of  leadership  upon  which  our  credi- 
bility and  our  very  survival  will  de- 
pend. How  we  deal  with  all  these 
pressures  upon  us  may  well  deter- 
mine whether  we  continue  as  a 
profession  or  are  reduced  to  the 
status  of  provider. 

About  now  you  should  be  won- 
dering where  the  issue  of  ethics  en- 
ters. George  Bernard  Shaw  said, 
“Every  profession  is  a conspiracy 
against  the  laity.”  This  is  what  the 
Supreme  Court  said  in  the  Goldfarb 
case.  That  is  what  the  FTC  is  saying 
to  medicine,  and  that  is  what  Ivan 
Illich  is  saying  to  the  public.  While 
the  term  may  be  a bit  harsh,  by  vir- 
tue of  special  knowledge,  even 
though  earned  through  hard  educa- 
tion and  training,  until  very  recently 
medicine  was  indeed  a pure 
monopoly,  and  it  still  is  in  the  view 
of  Dr.  Carlton  Chapman,  president 
of  the  Commonwealth  Fund,  who  in 
a recent  Harvard  lecture  said  that 
our  current  10  principles  of  Medical 
Ethics  recognize  no  obligation  to 
society  and  are  in  a direct  line  of 
transmission  from  the  16th  century 
London  Royal  College  of  Physi- 
cians, and  were  drawn  up  to  pro- 
mote the  good  of  the  profession 
while  saying  almost  nothing  about 
the  patient.  It  is  thus  the  appearance 
of  benefit  from  closely  held  ex- 
pertise that  angers  the  public  and 
increases  the  demand  for  regula- 
tion. Increasingly  the  current 
ramifications  of  the  profession  and 


the  public’s  attitude  toward  it  re- 
quire that  we  share  this  monopoly. 
The  issue  is  not  shall  we  share  it, 
public  policy  has  already  decreed 
that  we  should,  but  rather  how  can 
we  share  it  without  diminishing  our 
preeminence  as  a profession. 

These  then  are  the  external  pres- 
sures, along  with  some  from  within, 
that  require  our  profession  to  look 
at  our  current  ethical  pronounce- 
ments. Great  emotion  is  attached  to 
perceived  classical  mandates  as- 
sumed to  have  stood  intact  for  cen- 
turies and  in  which  any  alteration 
would  be  blasphemy.  Yet  many 
medical  schools  no  longer  adminis- 
ter the  Hippocratic  oath  — indeed  if 
the  profession  still  took  that  oath 
literally,  it  would  be  swearing  by  the 
God  Apollo,  and  there  would  be  no 
surgeons.  Also  don’t  forget  that  the 
10  principles  of  Medical  Ethics 
which  so  many  stoutly  defend  as 
eternal  were  only  the  first  codifica- 
tion of  an  already  changing  folklore 
and  were  produced  in  1957,  only  23 
years  ago.  And  as  much  has  prob- 
ably happened  in  our  society  since 
1957  as  happened  between  Hippoc- 
rates and  1957.  Think  about  it — 
technology  growing  by  leaps  and 
bounds,  welfare  becoming  univer- 
sal, increasing  consumer  agitation 
with  a taxing  of  all  our  public  institu- 
tions, the  continuing  and  expanding 
governmental  philosophy  of  inter- 
vention as  the  only  way  to  adjust 
appropriately  the  inequities  and  dif- 
ficulties within  our  society,  and  fi- 
nally the  concept  of  health  care  as  a 
right  and  not  a privilege. 

To  all  of  this,  we  as  a profession 
have  either  subscribed  or  we  have 
reluctantly  accepted  it  as  a fact  of 
life.  Now  we  must  with  equal 
equanimity  accept  needed  changes 
in  our  own  philosophy  in  response 
to  public  pressure.  Everything 
about  us  is  changing,  and  not  all  for 
the  worse.  To  be  dragged  kicking 
and  screaming  by  the  public  and  the 
government  into  the  real  world  of 
the  ’70s  and  ’80s  will  do  little  to 
enhance  our  credibility  or  effec- 
tiveness. There  are  legitimate  legal 
and  societal  demands  which  require 
our  attention  in  a constructive 
fashion  and  which,  if  ignored,  will 
be  imposed  upon  us. 

Recognizing  these  many  factors. 


the  Judicial  Council  of  the  Ameri- 
can Medical  Association  in  1977  ' 
proposed  a revision  of  the  Princi- 
ples of  Medical  Ethics  for  the  stated 
purpose  of  modernizing  the  lan- 
guage, eliminating  the  reference  to 
gender  and  reaching  a proper  stance  : 
between  professional  principles  and 
contemporary  society.  Associated 
with  this  proposed  revision  were  of 
course  problems  of  advertising  as 
brought  to  the  forefront  by  the  FTC, 
the  chiropractic  suits,  and  the  con- 
cern over  Judicial  Council  Opinions 
and  Reports  section  3.70,  as  well  as 
the  move  toward  collectivism  as 
perceived  by  some  of  the  member- 
ship. 

The  House  of  Delegates  rejected 
that  report  and  appointed  a com- 
mittee to  study  the  matter  further. 
The  committee  was  a good  one, 
shirking  no  responsibility  and 
shunning  no  controversy.  The 
committee  saw  as  its  first  task  the 
understanding  of  how  ethics  are 
generated,  for  whom  they  are  in- 
tended and  how  they  change. 

As  a consequence  of  its  delibera- 
tions, the  committee  at  the  1978 
Interim  Meeting  of  the  House  of 
Delegates  presented  an  initial  report 
which  in  part  concluded  that:  (1)  A 
code  of  ethics  was  desirable  for  the 
guidance  of  the  profession;  (2)  That 
the  medical  profession  was  no 
longer  perceived  as  the  sole  guard-  j 
ian  of  public  health  and  therefore 
would  need  to  share  some  of  its  re- 
sponsibilities; (3)  That  while  physi- 
cians need  to  be  responsive  to  pa- 
tients and  the  profession,  they  also 
need  to  be  responsible  to  society 
and  to  themselves;  (4)  That  the  body  j 
that  generates  ethics  be  separate  , 
and  distinct  from  the  body  which 
interprets  them;  (5)  That  gender  has 
no  place  in  a professional  code;  and 
(6)  That  neither  version  of  Medical  : 
Ethics,  the  1957  version  or  the  pro- 
posed revision,  was  acceptable  as  a 
statement  of  the  position  of  the 
profession  at  the  present  time. 

With  the  acceptance  of  this  re-  I 
port,  the  committee  believed  an  en- 
tirely new  set  of  principles  was  ex- 
pected, a set  of  principles  that 
would  go  beyond  addressing  areas  I 
of  external  pressure  and  produce 
statements  appropriately  articulat- 
ing the  role  and  responsibility  of  the 
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profession  in  contemporary  soci- 
ety. After  extensive  study  the 
^committee  concluded  that  moral 
principles  apply  to  all  segments  of 
'society,  whereas  ethical  statements 
represent  a specific  application  of 
those  moral  principles  to  a particu- 
lar segment  of  that  society.  There- 
fore, there  is  no  unique  code  of 
Medical  Ethics,  only  a unique  ap- 
plication, and  as  morals  change  — 
and  they  do  — so  must  ethics. 
Ethics  evolve  out  of  human  ex- 
perience, telling  us  what  we  ought 
to  do  and  defining  the  limit  within 
which  behavior  is  acceptable.  They 
are  not  laws  but  guidelines  by  which 
to  measure  honorable  behavior. 
Since  they  are  guidelines,  individual 
discretion  is  maximized,  but  so  is 
individual  accountability.  This  is  as 
it  should  be,  for  the  hallmark  of  a 
professional  is  the  willingness  to  as- 
sume individual  responsibility  for 
professional  activities.  And  if  we 
are  not  prepared  to  do  that,  we  are 
all  wasting  our  time. 

Once  again  the  distinction  be- 
tween a function  and  a profession 
should  be  emphasized . The  function 
is  eternal,  but  the  profession  must 
perform  that  function  within  the 
constraints  set  by  those  who  com- 
mission its  work,  or  conflict  will  be 
inevitable.  The  profession  therefore 
exists  for  purposes  defined  by  soci- 
ety: a sobering  but  inescapable  con- 
clusion. 

In  considering  the  current  Princi- 
ples of  Medical  Ethics,  the  com- 
mittee wished  to  develop  a set  of 
statements  of  greater  meaning  and 
broader  application  — not  to  change 
i the  mandate,  but  rather  its  applica- 
tion. After  considerable  study  and 
examination  of  the  principal  areas 
of  concern  the  committee  settled  on 
seven  statements  which  appeared  to 
address  those  areas  most  appro- 
priately. The  first  statement  is  a 
concise  definition  of  mission  em- 
phasizing the  magnitude  of  a physi- 
cian’s commitment  and  how  it  shall 
be  met.  The  second  statement  is  a 
clear  mandate  for  self  discipline. 


calling  on  the  precepts  of  fairness 
and  honesty  toward  all.  The  de- 
ceitful are  to  be  exposed,  the  im- 
paired helped  and  the  unscientific 
educated.  The  third  statement 
speaks  for  obedience  to  law  but 
suggests  attempts  at  modification  of 
those  laws  which  are  contrary  to 
sound  medical  practice.  The  fourth 
statement  guarantees  due  process 
both  to  the  physician  and  the  public, 
establishing  a professional  relation- 
ship based  upon  mutual  trust  which 
can  only  be  breached  by  legal  re- 
quirements. The  fifth  statement 
speaks  to  the  implementation  of  the 
physician’s  mission  based  upon 
sound  scientific  concepts,  the  abil- 
ity of  the  public  to  make  intelligent 
health  choices  both  as  to  procedure 
and  person,  and  the  liberal  use  of 
consultation  with  other  health  pro- 
fessionals. The  sixth  statement  ad- 
dresses those  rights  reserved  to  the 
physician  who  is  entitled  freedom  of 
individual  choice  if  individual  tal- 
ents are  to  be  developed  to  the  full- 
est. And  the  seventh  statement 
speaks  to  the  responsibility  of  the 
physician  as  a citizen,  who  by  virtue 
of  special  education  may  have 
additional  value  to  society. 

All  the  classical  demands  of  soci- 
ety and  the  concerns  of  the  profes- 
sion are  addressed  by  these  seven 
principles,  a very  demanding  set  of 
statements  which  recognize  social 
and  professional  reality.  Of  course 
they  are  not  going  to  solve  all  the 
problems,  but  interpretations  by  the 
Judicial  Council  and  a revision  of 
the  Opinions  and  Reports  should  go 
a long  way  toward  erasing  am- 
biguities. These  statements  also  do 
not  specifically  address  many  of  the 
problems  remaining  before  the 
profession  such  as  those  of  bio- 
ethics and  genetic  alteration,  the 
relationship  to  limited  licensed 
practitioners,  and  the  theoretical 
yet  practical  distinction  in  respon- 
sibility between  a physician  acting 
in  a purely  diagnostic  role  whose 
responsibility  to  a patient  ends  with 
the  rendering  of  competent  report 


and  those  physicians  who  function 
diagnostically  and  therapeutically 
whose  responsibility  to  the  patient 
continues  as  long  as  therapy  or  its 
effects  last. 

Obviously  this  new  set  of  princi- 
ples has  not  met  with  universal  en- 
thusiasm, because  few  human  acts 
are  as  hard  as  the  facing  of  facts  in 
conflict  with  long  held  philosophical 
views.  But  contrary  to  the  belief  of 
some,  the  committee’s  goal  was  not 
to  dilute  or  weaken  a physician’s 
ethical  requirements  but  rather  to 
broaden  them  to  universal  applica- 
bility, all  the  while  emphasizing  in- 
dividual responsibility.  All  this  is  in 
keeping  with  the  highest  tradition  of 
the  profession. 

Now  this  report  is  being  dissemi- 
nated to  the  membership  of  the  fed- 
eration. and  physicians  are  urged  to 
study  it  carefully,  balancing  philos- 
ophy with  reality.  The  American 
people  look  to  the  medical  profes- 
sion and  the  American  Medical  As- 
sociation to  establish  standards  for 
professional  conduct  in  response  to 
specific  problems.  Physicians  look 
to  the  American  Medical  Associa- 
tion for  guidance,  information, 
coordination  and  representation. 
To  fulfill  these  expectations  the  as- 
sociation must  have  a strong  set  of 
ethical  principles  as  a statement  of 
what  the  profession  and  its  indi- 
vidual members  stand  for,  em- 
phasizing how  these  members  are 
dedicated  to  public  service  without 
referring  to  specific  means  or  mech- 
anisms. Physicians  must  respond  to 
social  reality  by  working  with 
changing  concepts,  changing  in- 
stitutions, and  a constantly  chang- 
ing group  of  health  professionals. 
Society  will  not  stand  still,  nor  will  it 
allow  any  segment  of  that  society  to 
remain  untouched. 

No  one  should  expect  any  Princi- 
ples of  Ethics  to  stand  intact  for- 
ever, but  by  responding  in  a 
consistent  fashion  to  a rapidly  ex- 
panding and  changing  society,  the 
profession  can  be  worthy  of  the 
moment  and  of  the  future. 


June  1980,  NCMJ 


375 


Rectal  Biopsy  in  Carpal  Tunnel 
Syndrome  in  Amyloidosis 


E.  Wayne  Massey,  M.D. 


ABSTRACT  Carpal  tunnel  syn- 
drome (CTS)  is  the  most  frequent 
compression  neuropathy  in  systemic 
amyloidosis.  Pathologic  evaluation  of 
the  flexor  retinaculum  at  surgical  de- 
compression of  the  wrist  often  dem- 
onstrates amyloid;  however,  two 
cases  are  presented  which  illustrate 
that  rectal  biopsy  is  an  important 
adjunct  in  patients  with  CTS. 

INTRODUCTION 

THE  most  common  form  of  com- 
pression neuropathy  in  systemic 
amyloidosis  (hereditary,  primary 
and  secondary)  is  carpal  tunnel 
syndrome  (CTS).  In  males,  CTS 
with  systemic  hereditary  amyloid- 
osis is  usually  associated  with  poly- 
neuropathy; it  is  occasionally  found 
in  females.  Familial  history  of  CTS 
can  lead  to  suspicion  of  Ruckavina 
(Swiss  family  of  Indiana  or  German 
family  of  Maryland)  or  Van  Allen 
type  (Scotland,  Ireland,  England), 
while  secondary  amyloidosis 
should  he  suspected  when  CTS  and 
neuropathy  occur  with  certain 
malignancies  (myeloma)  and  dys- 
proteinemias  (Waldenstrom’s). 1 
Surgical  decompression  of  the  car- 
pal tunnel  can  give  lasting  results 
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since  the  nerves  are  not  infiltrated 
with  amyloid.2,3 

Diagnosis  of  amyloidosis  in  pa- 
tients with  CTS  can  be  made  by 
obtaining  a specimen  of  the  flexor 
retinaculum  at  surgery  for  compres- 
sion. However,  as  illustrated  by  the 
following  two  cases,  reliance  on  this 
procedure  for  recognition  may  be 
unrewarding.  Confirmation  of  the 
diagnosis  depends  largely  on  biopsy 
(rectal,  gingival  nerve,  renal,  liver). 

Case  I 

A 67-year-old  right-handed  man 
presented  to  the  National  Naval 
Medical  Center  with  transient 
weakness  on  his  right  side.  He  re- 
ported that  his  hands  had  “fallen 
asleep  a lot’’  for  years.  Positive 
findings  on  physical  examination 
included  a left  carotid  bruit  and 
bilateral  weakness  of  his  abductor 
pollices  brevis  and  opponens  pol- 
1 ices,  greater  on  the  left.  Tinel’s  sign 
was  present  bilaterally.  Muscle 
stretch  reflexes  were  hypoactive 
but  present  except  at  the  ankles. 
Vibratory  and  joint  position  sense 
was  decreased  in  the  toes.  Strength 
in  the  legs  was  good. 

Cerebral  angiography  revealed  an 
ulcerated  plaque  at  the  left  bifurca- 
tion and  he  underwent  a left  carotid 
endarterectomy.  During  his  post- 
operative course  a rectal  biopsy  was 
performed  using  a Ruben  tube  and 
amyloid  deposits  were  demon- 
strated on  Congo  red  stain.  In- 
travenous pyelogram  (I VP),  serum 


protein  electrophoresis  (SPE)  and 
gallium  scan  were  negative  and  no 
evidence  of  malignancy  was  found. 

He  was  followed  as  an  outpatient 
and  did  well  without  further  is- 
chemia. However,  paresthesia  of 
the  hands  persisted,  more  promi- 
nent in  the  left.  On  measurement  of 
nerve  conduction  velocities,  no 
sural  response  was  obtained;  right 
peroneal  nerve  exhibited  6.4  m/sec 
distal  latency  with  a conduction 
velocity  of  39  m/sec;  left  median 
nerve  sensory  latency  was  3.9  and 
right  3.7.  (Normal:  sural  latency  > 
4.2  m/sec;  peroneal  distal  latency  > 
6.2;  velocity  > 49  m/sec;  median 
sensory  latency  > 3.5.  m/sec.) 

Due  to  marked  symptoms  he 
underwent  a carpal  release  proce- 
dure on  the  left.  A specimen  of  the 
flexor  retinaculum  was  examined 
using  special  stains  and  employing 
the  electron  microscope;  amyloid 
was  not  demonstrated.  Symptoms 
were  no  longer  present  in  the  left 
hand  after  three  months  but  they 
persisted  mildly  in  the  right  hand. 
One  year  later  mild  symptoms  were 
still  present  in  the  right  hand. 

Case  2 

A 49-year-old  right-handed  En- 
glish woman  had  experienced 
parathesia  in  both  hands  for  six 
years.  Her  grandmother  had  had 
similar  problems  which  required 
surgery  at  both  wrists  and  two  ma- 
ternal aunts  had  undergone  surgery 
in  a London  hospital  for  carpal  tun- 
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nel  syndrome.  Examination  re- 
vealed weakness  in  the  abductor 
pollicis  brevis  and  opponens  pollicis 
with  positive  Tinel’s  sign  bilater- 
ally. The  only  sensory  abnormality 
was  a vibratory  loss  in  the  toes. 
Gallium  scan,  IVP  and  SPE  were 
normal.  Nerve  conduction  studies 
demonstrated  slow  median  nerve 
distal  latencies  with  right  median 
motor  5.2  m/sec;  left  median  motor 
4.7  m/sec;  right  sensory  3.7  m/sec; 
left  sensory  3.5  m/sec;  sural  latency 
4.0  m/sec  at  14  cm. 

The  patient  underwent  carpal 
tunnel  release  on  the  right.  Path- 
ologic examination  revealed  no 
amyloid  deposits  but  rectal  biopsy 
did  demonstrate  amyloid.  Eight 
months  after  surgery  her  right  hand 
was  without  paresthesia.  No  malig- 
nancy was  evident. 

DISCUSSION 

Bastian4  has  demonstrated  that 
appropriate  pathologic  examination 
of  the  flexor  retinaculum  in  “idio- 
pathic” CTS,  especially  familial, 
can  be  rewarding.  However,  Mah- 


loudji  et  al5  found  amyloid  material 
obtained  at  surgery  for  carpal  tunnel 
syndrome  in  eight  of  12  patients. 
Lambird  and  Hartman6  reported 
seven  of  10  patients  with  amyloid- 
osis and  CTS  had  amyloid  in  the 
flexor  retinaculum.  These  reports 
suggest  that  some  patients  with 
amyloidosis  and  clinical  CTS  do  not 
have  deposits  in  the  flexor  ret- 
inaculum. 

Biopsy  is  safe  if  done  at  an  acces- 
sible site  and  with  simple  precau- 
tions.7,8 Amyloid  infiltration  of 
blood  vessels  lends  tissues  a certain 
amount  of  rubbery  rigidity  which 
makes  them  predisposed  to  bleed- 
ing. Therefore,  biopsy  at  sites  that 
can  be  visualized  directly  seems 
preferable.  With  appropriate  pre- 
cautions, however,  and  determina- 
tion of  platelet  count  and  prothrom- 
bin, bleeding  and  clotting  times, 
closed  biopsies  can  be  undertaken 
with  relative  impunity.  Skin,  gingi- 
val, rectal,  renal,  hepatic,  peroral 
small  intestinal,  splenic  and 
laryngeal  or  bronchial  biopsy  have 
been  performed.  Nerve  biopsy  may 


also  be  indicated  when  neuropathy 
is  suspected. 

Although  amyloid  may  be  present 
in  the  carpal  ligament,  perineurium 
and  pertendinous  structure,1'  biopsy 
at  surgery  of  the  wrist  may  not  be 
sufficient.  In  my  cases,  clinical  sus- 
picion of  systemic  neuropathy 
(Cases  1 and  2)  and  familial  history 
(Case  2)  prompted  rectal  biopsy  de- 
spite the  failure  to  demonstrate 
amyloid  in  material  taken  at  decom- 
pression. 
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I could  never  content  my  contemplation  with  those  generall  pieces  of  wonder,  the  flux  and  reflux  of  the 
sea,  the  encrease  of  Nile,  the  conversion  of  the  Needle  to  the  North;  and  (therefore]  have  studied  to 
match  and  parallel  those  in  the  more  obvious  and  neglected  pieces  of  Nature,  which  without  further 
travell  1 can  doe  in  the  Cosmography  of  my  selfe;  wee  carry  with  us  the  wonders,  wee  seeke  without  us. 
There  is  all  Africa,  and  her  prodigies  in  us;  we  are  that  bold  and  adventurous  piece  of  nature,  which  he 
that  studies  wisely  learnes  in  a compendium,  what  others  labour  at  in  a divided  piece  and  endlesse 
volume.  — Sir  Thomas  Browne,  Religio  Medici. 
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PRACTICE  MANAGEMENT  PRIMER 
HOW  TO  GET  YOUR  DAY  IN  COURT 

DO  accept  patients  that  are  critical  of  your  peers  and  have  “doctorshopped”  all  over  town. 

DON’T  participate  in  CME  as  this  may  reduce  future  allegations  of  misdiagnosis,  inappro- 
priate drug  regime,  outdated  information  and  surgical  procedures. 

DO  be  critical  of  another  doctor  or  his  management.  That  you  were  not  “there”  and  have 
incomplete  information  is  unimportant. 

DON’T  involve  the  patient.  Remain  aloof  and  adopt  the  master  and  servant  atmosphere. 
Then  when  a possible  complication  or  bad  result  occurs,  it’s  all  your  fault. 

DO obliterateorcunningly  change  record  errors  ratherthan  circletheerroneousentry  and 
correct  it  in  the  margin,  dated  and  initialed. 

DON’T  keep  detailed,  neat  and  orderly  records  as  this  will  indicate  your  carelessness  and 
disorganization.  Also,  don’t  record  broken  appointments  or  the  patient’s  failure  to  follow 
your  instructions. 

DO  all  you  can  to  avoid  patient  and  family  when  there  is  an  untoward  event.  An  attitude  of 
genuine  concern  with  appropriate  explanations  will  only  renew  their  confidence  and  lead 
them  to  believe  you  are  aggressively  managing  the  situation. 

DON’T  seek  a consultation  when  appropriate.  This  could  benefit  the  patient  or  support 
your  position. 

DO  persist  with  high  pressure  billing  practices  that  could  inflame  a patient,  for  without  first 
reviewing  the  chart  or  making  a sincere  effort  to  determine  the  reason  for  the  delinquency, 
there  may  be  a genuine  issue. 

DON’T  be  cognizant  of  your  office  staff.  Their  unconcerned  curtness,  inappropriate  ap- 
pointment scheduling  and  lack  of  empathy  can  cause  a patient  to  seek  redress  — against 
you. 

Adhering  to  the  above  may  enable  you  to: 

Be  served  with  a Summons  and  Complaint. 

Have  your  name  brought  to  the  attention  of  the  news  media. 

Take  time  off  from  your  practice. 

Spend  some  sleepless  nights. 

Meet  new  friends  (lawyers,  court  reporters,  peer  experts,  etc.). 

Pay  higher  insurance  rates. 


MEDICAL  LIABILITY  MUTUAL  INSURANCE  CO. 

BOX  27285,  RALEIGH,  N.C.  27611 
(919)828-9334 


Editorial 


MEDICAL  COST  CONTROL  AND  THE 

CENTER  FOR  MEDICAL  COMMUNICATION 

From  time  to  time  members  of  our  profession  re- 
ceive letters  from  pollsters  asking  us  to  answer  ques- 
tions so  that  they  can  better  serve  the  public,  the  drug 
industry,  patients,  us,  even  the  government  and  any 
other  group  you  care  to  consider.  Some  of  them  rec- 
ognize that  filling  out  the  questionnaires  they  send 
takes  time  so  they  offer  recompense:  sincere  thanks,  a 
bright  new  quarter  or  in  the  case  of  The  Center  for 
Medical  Communications  in  Philadelphia  a check  for 
$1  for  each  questionnaire  filled  out.  President  Robert 
C.  Bennett  of  the  center  recently  asked  me  to  take  a 
few  minutes  to  answer  a few  questions  about  how  I use 
drugs,  how  many  prescriptions  I write  each  week  and 
the  brands  I prefer  to  prescribe. 

These  drugs  are  classed  in  30  categories  and  338 
brand-name  preparations  are  listed,  almost  13  per 
category.  I am  supposed  to  check  the  products  used 
and  to  estimate  my  total  weekly  prescriptions  in  each 
category.  Five  ranges  for  these  estimates  are  given  so 


that  150  entries  must  be  considered  for  this  response 
and  1 ,690  bits  of  information  processed  in  my  mind  if  I 
am  to  complete  this  portion  of  the  study.  Twenty-one 
other  items  are  to  be  considered  before  checking  the 
boxes  about  the  drugs  and  instructions  for  checking 
must  be  read  too. 

For  my  response  to  have  statistical  validity,  I would 
have  to  accumulate  data  for  many  months  to  provide 
averages,  spending  more  hours  than  I care  to  and 
increasing  my  costs  for  office  supplies.  Then  1 would 
have  to  study  the  questionnaire  and  answer  it.  At  least 
the  return  envelope  is  post-paid.  If  the  center  were  a 
philanthropic  organization,  I might  be  able  to  deduct 
the  cost  of  the  time  donated,  but  Fm  sure  it  isn’t  else  it 
would  have  been  asking  questions  about  my  use  of 
generic  drugs.  Our  patients  are  paying  the  bill  indi- 
rectly if  we  respond  to  such  surveys  and  it  is  difficult 
to  see  how  the  results  can  help  them  or  us.  Both  the 
check  and  the  questionnaire  have  made  it  to  the 
wastebasket. 

J.H.F. 


Correspondence 


THE  SHAPE  OF  THE  SKIN 

To  the  Editor: 

Women  studded  every  audience  at  the  60th  Annual 
Session  of  the  American  College  of  Physicians  in  San 
Francisco  in  May  of  ’79.  Two  women,  Nannette  K. 
Wenger,  F.A.C.P.,  and  Dora  Goldslager,  F.A.C.P., 
added  prestigious  podium  presences  to  the  two-day 
learn-in  on  major  complications  of  myocardial  infarc- 
tion. A mastership  was  conferred  on  a woman,  Edithe 
J.  Levit,  at  the  convocation  of  the  college.  A woman 
from  Australia,  Priscilla  Kincaid  Smith,  nephrologist, 
gave  two  “state  of  the  art’’  lectures,  appeared  on  a 
panel  and  held  a “meet  the  professor”  session. 

Medical  and  dental  schools  are  admitting  from  25% 
to  35%  women.  Some  are  said  to  be  pushing  toward 


50%.  This  is  a far  cry  from  1943,  the  year  of  my 
medical  school  graduation  in  the  University  of  Wis- 
consin's first  four-year  class  at  Madison.  There  was 
then,  it  was  whispered,  an  unoffical  quota  for  women 
and  Jews  — some  5%  combined.  During  my  rotating 
internship  at  Billings  Hospital  and  University  of 
Chicago,  I was  assigned  as  tour  guide  for  a group  of 
Russian  physicians.  “Yes,”  I was  told  by  their  leader, 
“Fifty  per  cent  of  Russian  physicians  and  dentists  are 
women.”  But,  he  added  matter  of  factly,  “We  do  all 
the  planning  and  furnish  the  leadership.” 

North  Carolina  is  the  state  of  my  adoption.  North 
Carolina  for  the  fourth  time  has  failed  to  ratify  the 
Equal  Rights  Amendment.  North  Carolina  ratified  the 
19th  Amendment,  giving  women  the  right  to  vote,  only 
after  women’s  suffrage  had  become  the  law  of  the  land 
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and  it  no  longer  mattered.  Rumor  has  it  that  a legis- 
lator with  the  crucial  vote  was  locked  in  the  men's 
room  during  roll  call. 

North  Carolina  was  the  first  to  have  a state  sym- 
phony orchestra  which  now  enjoys  national  stature. 
North  Carolina  has  a school  for  the  performing  arts. 
Its  state  art  museum  has  a room  featuring /omc/i  for  the 
blind.  There  is  a state  zoo.  The  N.C.  Arts  Council 
funds  “artists  in  residence”  at  technical  institutes 
scattered  through  its  100  counties. 

North  Carolina  has  four  medical  schools.  The  Uni- 
versity of  North  Carolina  at  Chapel  Hill  and  East 
Carolina  University  Medical  School  at  Greenville, 
which  has  not  yet  graduated  its  first  class,  are  state- 
supported.  Duke  University  Medical  School  and 
Bowman  Gray  School  of  Medicine  of  Wake  Forest 
University  are  privately  endowed  and  enriched  by 
tobacco  money.  All  are  admitting  increasing  numbers 
of  women  who,  some  would  have  it,  will  be  denied 
“equal  protection  under  the  law.” 

In  1979  ERA  did  not  get  out  of  a senate  committee 
with  a favorable  report.  In  1973  when  it  was  initially 
addressed  in  the  state  legislature,  I had  a call  from 
Raleigh.  “Would  I speak  at  the  Senate  hearings  in 
favor  of  ERA?” 

“I  could  not  come  as  a physician  in  the  private 
practice  of  internal  medicine,”  I said.  “My  podium  is 
too  narrow.  There  are  not  enough  of  us.  I could  not 
come  as  president  of  the  Fayetteville  Area  Chamber  of 
Commerce,  which  is  probably  how  you  heard  of  me.  I 
do  not  know  my  colleagues’  feelings  on  this  issue  and  I 
cannot  speak  for  them.  I might  come  as  a member  of 
the  Defense  Advisory  Committee  on  Women  in  the 
Services  (DACOWITS).  We  have  been  briefed  with 
great  expertise  by  Carol  Frings,  counsel  for  the  De- 
partment ot  Defense,  on  the  probable  impact  of  ratifi- 
cation ot  ERA  on  women  in  the  military  services,  a 
controversial  area.  It  is  to  this  I would  speak.  But  who 
are  you  and  what  do  you  represent?”  She  gave  a name 
which  now  eludes  me.  “I  represent  the  National  Or- 
ganization for  Women,”  she  said. 

Response:  ‘I  think  I do  not.  The  Raleigh  News  and 
Observer  this  morning  headlined  NOW  as  espousing 
the  cause  of  lesbians  and  prostitutes.  I daresay  they 
have  a cause  that  needs  espousing  but  it  will  not  help 
ERA  to  pass.” 

Voice:  “I  represent  the  Women’s  Caucus.” 

"I  think  I do  not  for  the  same  reasons.” 

Voice:  “I  represent  the  League  of  Women  Voters. 
The  American  Association  of  University  Women.  The 
Business  and  Professional  Women's  Club.  The  Al- 
trusa  and  Pilot  Clubs.” 

“ • hey  are  worthy  organizations.  Because  of  other 
commitments,  I must  forego  membership  but  I shall 
come.” 

On  my  way  to  the  forum  I snagged  my  panty  hose. 
In  1973  my  skirt  was  slightly  below  mid-thigh.  Lura 
I alley,  a state  representative  from  Cumberland 
county,  and  her  secretary  assured  me  there  was  no 
way  to  get  a replacement  before  the  appointed  hour 
despite  my  bare  knee. 
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• provides  effective  symptomatic 
relief 

•b.i.d.  dosage  simplifies  therapy 
•scored  tablet  for  dosage  flexibility 

OPTIMINE* 

azatadine  maleate  1 mg  tablets 

CONTRAINDICATIONS  Use  in  Newborn  or  Premature  In- 
tent? This  drug  should  not  be  used  in  newborn  or  pre- 
mature infants 

Use  in  Nursing  Mothers  Because  of  the  higher  risk  of  anti- 
histamines for  infants  generally  and  for  newborns  and 
prematures  in  particular,  antihistamine  therapy  is  contrain- 
dicated in  nursing  mothers 

Use  in  Lower  Respiratory  Disease  Antihistamines  should 
NOJ  be  used  to  treat  lower  respiratory  tract  symptoms 
including  asthma 

Antihistamines  are  also  contraindicated  in  the  following 
conditions  hypersensitivity  to  azatadine  maleate  and  other 
antihistamines  of  similar  chemical  structure,  monoamine 
oxidase  inhibitor  therapy  (See  DRUG  INTERACTIONS 
Section) 

WARNINGS  Antihistamines  should  be  used  with  consid- 
erable caution  in  patients  with  narrow  angle  glaucoma, 
stenosing  peptic  ulcer,  pyloroduodenal  obstruction, 
symptomatic  prostatic  hypertrophy,  bladder  neck 
obstruction 

Use  in  Children  In  infants  and  children  especially,  anti- 
histamines in  overdosage  may  cause  hallucinations,  con- 
vulsions. or  death 

As  in  adults,  antihistamines  may  dimmish  mental  alertness 
in  children  In  the  young  child,  particularly,  they  may  pro- 
duce excitation 

OPTIMINE  TABLETS  ARE  NOT  INTENDED  FOR  USE  IN 

CHILDREN  UNDER  12  YEARS  OF  AGE 

Use  in  Pregnancy  Experience  with  this  drug  in  pregnant 

women  is  inadequate  to  determine  whether  there  exists  a 

potential  for  harm  to  the  developing  fetus 

Use  with  CNS  Depressants  Azatadine  maleate  has  additive 

effects  with  alcohol  and  other  CNS  depressants  (hypnotics, 

sedatives,  tranquilizers,  etc  ) 

Use  in  Activities  Requiring  Mental  Alertness  Patients 
should  be  warned  about  engaging  in  activities  requiring 
mental  alertness,  such  as  driving  a car  or  operating  appli- 
ances. machinery,  etc 

Use  in  the  Elderly  (approximately  60  years  or  olderl  Anti- 
histamines are  more  likely  to  cause  dizziness,  sedation, 
and  hypotension  in  elderly  patients 

PRECAUTIONS  Azatadine  maleate  has  an  atropine-like  ac- 
tion and,  therefore,  should  be  used  with  caution  in  patients 
with  a history  of  bronchial  asthma,  increased  intraocular 
pressure,  hyperthyroidism,  cardiovascular  disease, 
hypertension 

DRUG  INTERACTIONS  MAO  inhibitors  prolong  and  inten- 
sify the  anticholinergic  (drying)  effects  of  antihistamines. 
ADVERSE  REACTIONS  The  most  frequent  adverse  reac- 
tions are  underlined 

General  Urticaria,  drug  rash,  anaphylactic  shock,  photo- 
sensitivity. excessive  perspiration,  chills,  dryness  of  mouth,  i 
nose,  and  throat 

Cardiovascular  System  Hypotension,  headache,  palpita- 
tions, tachycardia,  extrasystoles 
Hematologic  System  Hemolytic  anemia,  thrombocyto- 
penia. agranulocytosis 

Nervous  System  Sedation,  sleepiness,  dizziness,  dis- 
turbed coordination,  fatigue,  confusion,  restlessness,  exci- 
tation. nervousness,  tremor,  irritability,  insomnia  euphoria, 
paresthesias,  blurred  vision,  diplopia,  vertigo,  tinnitus, 
acute  labyrinthitis,  hysteria,  neuritis,  convulsions 
Gastrointestinal  System  Epigastric  distress,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation 
Genitourinary  System  Urinary  frequency,  difficult  urina- 
tion. urinary  retention,  early  menses 
Respiratory  System  Thickening  of  bronchial  secretions, 
tightness  of  chest  and  wheezing,  nasal  stuffiness 
OVERDOSAGE  Antihistamine  overdosage  reactions  may 
vary  from  central  nervous  system  depression  to  stimula- 
tion Stimulation  is  particularly  likely  in  children  Atropine- 
I ike  signs  and  symptoms  (dry  mouth,  fixed,  dilated  pupils, 
flushing,  and  gastrointestinal  symptoms)  may  also  occur 
If  vomiting  has  not  occurred  spontaneously,  the  patient 
should  be  induced  to  vomit  This  is  best  done  by  having 
him  drink  a glass  of  water  or  milk  after  which  he  should  be 
made  to  gag  Precautions  against  aspiration  must  be  taken, 
especially  in  infants  and  children 
If  vomiting  is  unsuccessful,  gastric  lavage  is  indicated 
within  three  hours  after  ingestion  and  even  later  if  large 
amounts  of  milk  or  cream  were  given  beforehand  Isotonic 
and  ’/2  isotonic  saline  is  the  lavage  solution  of  choice 
Saline  cathartics,  such  as  milk  of  magnesia,  draw  water 
into  the  bowel  by  osmosis  and  therefore  are  valuable  for 
their  action  in  rapid  dilution  of  bowel  content 
Stimulants  should  not  be  used 
Vasopressors  may  be  used  to  treat  hypotension 
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THINK  DRY 


PieaVe-see  adjacent  briefsu 


In  a briefing  by  a state  senator  I learned  that  each 
speaker  would  have  three  minutes.  One  who  spoke 
overtime  would  steal  from  the  next.  Each  side  was 
allotted  45  minutes.  Among  those  to  speak  in  favor  of 
ERA,  the  president  of  Meredith  College  was  allotted 
five  minutes.  Meredith,  a girls’  school,  now  has  a few 
capitive  males.  Grace  Rohrer,  secretary  of  Cultural 
Resources,  was  allowed  five  minutes.  She  was  to  read 
a statement  from  Anne  Armstrong,  a former  member 
of  DACOWITS  serving  as  President  Nixon's  adviser 
on  women's  affairs  in  a Republican  administration  — 
and  this  was  a strongly  Democratic  legislature. 

I was  15th  on  a list  of  15.  By  simple  arithmetic  I was 
unlikely  to  get  to  the  rostrum.  The  cons  won  the  toss  of 
a coin  with  Phyllis  Schlafly  leading  off.  She  is  a very 
personable,  articulate  lady  who  has  brainstormed 
every  state  legislature  with  finely  honed  publicity 
techniques  and  the  blinkered  tunnel  vision  of  a zealot. 
Her  cohorts  filled  the  “standing  room  only”  chamber 
and  aisles  with  Stop  ERA  arterial  signs  held  aloft. 

She  said,  “I’ll  tell  you  what  ratification  of  ERA  will 
mean.  Women  will  be  drafted  for  combat.  They  will 
live  in  foxholes.  They  will  carry  60-pound  packs  on 
their  backs.  They  will  share  common  restrooms.  They 
will  be  billeted  with  the  men,  and  no  man  will  pay 
alimony!”  Not  true  — but  charged  with  emotional 
appeal  and  hard  to  counter  when  spoken  in  a soft  voice 
with  sweet  reasonableness. 

Those  in  favor  were  seated  at  the  rear  of  the  plat- 
form. 1 held  my  program  before  my  face  to  shield  my 
vision  from  the  glare  of  televison  lights  focused  on  the 
speaker  and  partly  from  embarrassment  at  the  circus 
atmosphere.  I suspect  decisions  are  rarely  made  at 
public  hearings,  which  may  be  “sound  and  fury  — 
signifying  nothing.”  Unhappily,  legislators  may  be 
moved  to  believe  re-election  safely  rides  on  the  band- 
wagon of  highly  vocal  groups  in  public  focus. 

Speaking  effectively  for  ERA  was  Elizabeth 
Koonce,  one-time  president  of  the  National  Teachers 
Association,  and  then  an  appointee  in  Nixon’s  labor 
department.  She  said,  “It  is  now  illegal  to  discriminate 
because  of  the  shade  of  the  skin.  We  must  make  it 
illegal  to  discriminate  because  of  the  shape  of  the 
skin.”  1 thought,  “Vive  la  difference.” 

By  2:50  the  session  was  over  and  so  was  the  lunch 
hour.  Rep.  Talley’s  secretary  called,  “There  you  are. 
1 got  you  a sandwich  but  I couldn't  find  you,  so  I ate 
it.”  She  ushered  me  into  the  House  gallery  where  I 
was  acknowledged  by  the  reader:  “The  entire  Cum- 
berland county  delegation  offers  the  courtesy  of  the 
gallery  to  Dr.  Lynn  Johnsen,  president  of  the  Fayette- 
ville Area  Chamber  of  Commerce.”  I bowed  and 
smiled  with  my  knee  hanging  out.  A lady  next  to  me 
introduced  herself.  1 told  her  I was  starved.  She  had  a 
pack  of  crackers;  I ate  them  all. 

The  door  through  which  1 left  the  legislative  building 
was  not  the  one  through  which  1 had  entered.  It  was 
drizzling  rain;  1 had  a heavy  DACOWITS  briefcase  — 
I can't  think  why.  I certainly  didn't  need  it.  I walked 
two  blocks  in  all  directions  but  could  not  find  my  car.  I 
landed  at  the  Capitol  police  station  and  said,  “I  am  Dr. 


Lynn  Johnsen  from  Fayetteville.  I know  exactly 
where  I left  my  car  but  1 have  mislaid  the  parking  lot. 
Can  you  help  me?”  By  this  time  I needed  a keeper  — 
not  ERA.  The  chief  for  that  shift  asked  how  I got 
there.  “Down  the  street  past  the  museum  of  art,  past  a 
“no-left-turn”  sign,  then  left  to  a lot  to  the  left  num- 
bered 2 something.  I'm  in  space  28.” 

“That  is  the  mansion  parking  lot;  No.  28  is  reserved 
for  government  employees.  Are  you  a government 
employee.” 

“No,  sir,  but  I was  told  to  park  there  by  a pretty 
redhead.  The  visitor  spaces  were  filled.  I asked  her 
where  I might  park.  She  asked  if  1 was  on  government 
business.  I said  I was  and  she  said,  park  here,  so  1 
did.”  I had  been  so  preoccupied  with  my  tom  hose  I 
hadn't  seen  the  mansion  or  the  wall. 

I was  escorted  in  a police  car  to  my  own  vehicle  and 
I drove  home.  At  Fayetteville  Hamont  Grill,  I ate  with 
Beth  Finch,  then  city  councilwoman,  now  mayor,  and 
told  her  my  tale.  On  Friday,  the  Fayetteville  Observer 
carried  a front  page  story  by  Gene  Wang,  a wire  ser- 
vice legislative  reporter,  on  Thursday’s  ERA  hear- 
ings. The  first  column  was  interrupted  by  a box  an- 
nouncing that  Dr.  Lynn  Johnsen,  president  of  the 
Fayetteville  Area  Chamber  of  Commerce,  had  gone  to 
the  hearings  but  did  not  speak  because  the  allotted 
time  ran  out.  I was  intrigued  to  learn  it  was  front  page 
news  that  I did  not  speak  anytime,  anywhere,  on  any 
subject. 

Monday  morning's  mail  brought  a manila  envelope 
with  a Murchison  and  Bailey  label.  I pulled  out  a pair 
of  panty  hose.  Murchison  and  Bailey  is  an  advertising 
agency.  I thought,  “What  a great  sample.”  In  the 
bottom  was  a card  with  a print  of  the  historic  market 
house  and  a note  from  the  mayor,  Jackson  F.  Lee, 
later  to  be  state  chairman  of  the  Republican  party: 
“We  can't  have  our  leading  ERA  proponent  running 
around  in  this  unkempt  fashion.  Jack.” 

Are  women  discriminated  against  under  the  law  in 
North  Carolina?  It’s  improving.  Perhaps  because  of 
the  impetus  of  ERA,  many  very  real  legal  disabilities 
have  been  lifted. 

For  example,  when  I left  the  relative  shelter  and 
security  of  a staff  position  at  the  North  Carolina 
sanatorium  at  McCain  for  private  practice  in  Fayette- 
ville I had  a slow  start.  1 was  under-capitalized  and  had 
to  borrow  an  additional  $ 10,000.  There  was  not  a bank 
in  1958  that  would  lend  a woman  money  without  a 
male  co-signer  to  her  note.  My  father,  who  was  living 
with  me,  staked  me.  Otherwise,  I would  have  had  to 
find  a friend  with  trousers  who  would  take  a chance. 
Last  year  1 was  elected  to  the  local  board  of  North 
Carolina  National  Bank.  This  has  nothing  to  do  with 
my  net  worth.  It  is  not  a policy-making  board  but  it 
does  mean  that  a major  bank  now  finds  it  appropriate 
to  have  a woman’s  voice  on  its  board.  Dr.  Juanita 
Kreps,  while  at  Duke  University  as  a professor,  sat  on 
the  big  policy-making  board  of  NCNB  at  the  state 
level.  She  resigned  because  of  a possible  conflict  of 
interest  when  she  became  President  Carter’s  Secre- 
tary of  Commerce. 


382 


Vol.  41,  No.  6 


Pioneers  in  Medicine 
For  the  Family 

BOOTS  PHARMACEUTICALS,  INC. 

Operating  in  the  U.S.  since  1977,  Boots  is  a world-wide 
leader  in  pharmaceutical  research  and  manufacture.  Boots 
has  directed  its  efforts  toward  providing  products  useful  in 
the  practice  of  family  medicine. 

Some  of  our  better  known  products  are  Ru-Tuss®  and 
Ru-Vert® . This  advertisement  highlights  three  other 
products  particularly  useful  for  the  family 

F-E-P  CREME®  TWIN-K®  SU-TON® 


For  the  Majority  of  Steroid-Responsi 
Dermatoses*  Seen  in  Family  Practic 

F-E-P  CREME8 

( lodochlorhydroxyquin  — Pramoxine  HCI  — Hydrocortisone) 


The  4 in  1 Corticosteroid  Cream 

Anti-inflammatory,  antifungal,  antibacterial  actic 
and,  uniquely,  a topical  anesthetic  for  imr 
diate  relief  of  the  itching  or  burning  t 
frequently  accompanies  skin  pr< 
lems.  One  size  (1/2  ounce),  c 
strength  for  ease  of  prescriptioi 


‘This  drug  has  been  evaluated  as  possibly  effe 
for  these  indications.  See  prescribes  inform, 
on  last  page  of  this  advertisement. 


For  Potassium  Supplementation 


TWIN-K 


Each  15  ml  supplies  20  mEq  of  potassium 
as  a combination  of  potassium  gluconate 
(15  mEq)  and  potassium  citrate  (5  mEq)  in  a sorbitol  base. 


The  good  tasting  potassium  supplement 

• Designed  for  prophylactic  use  with  diuretics  and 
adrenocorticoids. 

• Pleasant  taste  and  convenient  b.i.d.  dosage  aid 
patient  compliance. 

• Avoids  the  problems  of  a chloride  salt. 

“The  organic  salt  can  be 
given  as  a liquid  without 
producing  significant 
gastric  symptoms  and  _ 

without  an  untoward 
effect  on  the  mucosa 
of  the  small  intestine!’1 


Note:  In  hypokalemic  hypochloremic  alkalosis,  potassium 
chloride  supplementation  may  be  preferred. 


1.  Beeson-McDermott,  Textbook  of  Medicine,  15th  Ed.  1979,  WB 
Saunders  Co  , Philadelphia,  p.  1959 


See  prescribing  information  on  last  page 
of  this  advertisement. 


the  Geriatric  Patient 


Please  send  me  patient  starter  samples  of: 


leasant  tasting  prescription  tonic  containing  iron,  vitamins, 
srals,  an  analeptic  and  18%  alcohol.  Ideal  for  those  who 
benefit  from  vitamin  deficiency  prevention.  Just  one 
espoon  before  each  meal. 

t 45  ml  (3  tablespoonfuls)  contains: 

ylenetetrazol 30  ms 

in 50  mg 

ninB-1 10  mg 

nin  B-2 5 mg 

nin  B-6 1 mg 

ninB-1 2 3 meg 

ine 100  mg 

itol 50  mg 

ganese  (as  Manganese  Sulfate) 1 mg 

nesium  (as  Magnesium  Sulfate) 2 mg 

(as  Zinc  Sulfate) 1 mg 

(as  Ferric  Pyrophosphate,  Soluble) 22  mg 

)hol 18% 

^escribing  information  on  last  page  of  this  advertisement. 
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□ F-E-P  CREME'5' 

□ TW1N-K® 

□ SU-TON® 


Name 
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Zip 


F-E-P  CREME 

DESCRIPTION:  F-E-P  Creme  is  a topical  water  soluble  anti-inflam- 
matory, anesthetic,  preparation  intended  for  treatment  of  various 
inflammatory  skin  disorders.  Thedrugcontains  the  following  active 


ingredients: 

lodochlorhydroxyquin 3.0% 

Pramoxine  Hydrochloride 0.5% 

Hydrocortisone 1.0% 

INDICATIONS  AND  USAGE: 


Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  indications  as  follows,  "Possibly 
effective":  Contact  or  atopic  dermatitis,  impetiginized 
eczema;  nummular  eczema;  infantile  eczema,-  endogenous 
chronic  infectious  dermatitis,  stasis  dermatitis,  pyoderma; 
nuchal  eczema  and  chronic  eczematoid  otitis  externa;  acne 
urticata;  localized  or  disseminated  neurodermatitis;  lichen 
simplex  chronicus,-  anogenital  pruritus  (vulvae,  scroti,  ani), 
folliculitis,  bacterial  dermatoses;  mycotic  dermatoses  such  as 
tinea  (capitis,  cruris,  corporis,  pedis);  moniliasis;  intertrigo. 
Final  classification  on  the  less-than-effective  indications 
requires  further  investigation. 


Pramoxine  Hydrochloride  promptly  relieves  pain  and  itch.  This 
compound  may  be  used  safely  on  the  skin  of  those  patients  sen- 
sitive to  the  "caine"  type  local  anesthetics. 
CONTRAINDICATIONS:  Hypersensitivity  to  F-E-P  Creme,  or  any  of 
its  ingredients  or  related  compounds;  lesions  of  the  eye; 
tuberculosis  of  the  skin;  most  viral  skin  lesions  (including  herpes 
simplex,  vaccinia  and  varicella). 

WARNINGS:  This  product  is  not  for  ophthalmic  use.  In  the 
presence  of  systemic  infections,  appropriate  antibiotics  should 
be  used 

USE  IN  PREGNANCY:  Topical  steroids  have  not  been  reported  to 
have  an  adverse  effect  on  pregnancy.  However,  fetal  abnormal- 
ities have  been  produced  in  pregnant  laboatory  animals  that  have 
been  exposed  to  large  doses  of  topical  corticosteroids.  Drugs  of 
this  class  should  not  be  used  extensively  during  pregnancy. 
PRECAUTIONS:  F-E-P  Creme  may  be  irritating  to  the  skin  in  some 
patients.  If  irritation  occurs  discontinue  therapy.  Staining  of 
clothes  or  hair  may  also  occur  with  use  of  this  preparation. 
Although  systemic  toxicity  has  not  been  reported  with  this  drug, 
adrenal  pituitary  suppression  is  possible,  especially  when  the 
drug  is  used  extensively  or  kept  under  an  occlusive  dressing  for  a 
prolonged  period,  lodochlorhydroxyquin  can  be  absorbed 
through  the  skin  and  interfere  with  thyroid  function  tests.  Therapy 
with  this  preparation  should  stop  at  least  a month  before 
performance  of  these  tests. 

The  ferric  chloride  test  for  phenylketonuria  (PKU)  can  be  positive 
if  F-E-P  Creme  is  on  the  diaper  or  in  the  urine.  Prolonged  use  of 
this  drug  may  result  in  an  overgrowth  of  nonsusceptible 
organisms  requiring  appropriate  therapy. 

ADVERSE  REACTIONS:  Skin  rash  or  hypersensitivity  may  occur  fol- 
lowing topical  application.  The  following  local  adverse  reactions 
have  been  reported  with  topical  corticosteroids,  especially 
under  occlusive  dressings:  burning,  itching,  irritation,  dryness, 
folliculitis,  hypertrichosis,  acneiform  eruptions,  hypopigmenta- 
tion,  perioral  dermatitis,  allergic  contact  dermatitis,  maceration 
of  the  skin,  secondary  infection,  skin  atrophy,  striae,  miliara. 
Discontinue  therapy  if  untoward  reactions  occur. 

DOSAGE  AND  ADMINISTRATION:  Apply  a thin  layer  of  the  drug 
to  affected  parts  3-4  times  daily. 

Note: 

1 . F-E-P  Creme  is  distributed  with  3.0%  iodochlorhydroxyquin  for 
use  when  antibacterial/antifungal  activity  is  desired. 

2.  F-E-P  Creme  (Plain)  is  the  regular  formulation,  but  without 
iodochlorhydroxyquin. 

Both  of  these  preparations  contain  pramoxine  hydrochloride, 
which  has  topical  anesthetic  properties.  Pramoxine  is  not  chem- 
ically related  to  benzoic  acid  or  amide  type  topical  anesthetics. 
Patients  can  tolerate  pramoxine  although  they  maybe  sensitive  to 
other  "caine"  type  of  topical  or  local  anesthetics 
HOW  SUPPLIED: 

F-E-P  Creme  F-E-P  Creme  Plain 

!4  ounce  (15  gm)  tubes  jounce  (15  gm)  tubes 

NDC  0524-0026-51  NDC  0524-0025-51 

CAUTION:  Federal  law  prohibits  dispensing  without  a prescrip- 
tion. 


TWIN-K® 

DESCRIPTION:  Each  15  milliliter  (tablespoonful)  supplies  20  mEq 
of  elemental  potassium  as  a combination  of  potassium  gluconate 
(15  mEq)  and  potassium  citrate  (5  mEq)  in  a sorbitol  base  with 
flavoring. 

INDICATIONS  AND  USAGE:  For  use  as  oral  potassium  therapy  in 
the  prevention  or  treatment  of  hypokalemia  which  may  occur 
secondary  to  diuretic  or  corticosteroid  administration.  It  may  be 
used  in  the  treatment  of  cardiac  arrhythmias  due  to  digitalis 
intoxication. 

CONTRAINDICATIONS:  Severe  renal  impairment  with  oliguria  or 
azotemia,  untreated  Addison’s  disease,  adynamia  episodica 
hereditaria,  acute  dehydration,  heat  cramps  and  hyperkalemia 
from  any  cause.  This  product  should  not  be  used  in  patients 
receiving  aldosterone  antagonists  or  triamterene. 

WARNINGS:  TWIN-K  (potassium  gluconate  and  potassium  citrate) 
is  a palatable  form  of  oral  potassium  replacement.  It  appears  that 
little  if  any  potassium  gluconate-citrate  penetrates  as  far  as  the 
jejunum  or  ileum  where  enteric  coated  potassium  chloride 
lesions  have  been  noted.  Excessive,  undiluted  doses  of  TWIN-K 
may  cause  a saline  laxative  effect. 

To  minimize  gastrointestinal  irritation  it  is  recommended  that 
TWIN-K  be  taken  with  meals  or  diluted  with  water  or  fruit  juice.  A 
tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic.  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution. 

PRECAUTIONS:  Potassium  is  a major  intracellular  cation  which 
plays  a significant  role  in  body  physiology.  The  serum  level  of 
potassium  is  normally  3.8  — 5.0  mEq/liter.  While  the  serum  or 
plasma  level  is  a poor  indicator  of  total  body  stores,  a plasma  or 
serum  level  below  3,5  mEq/liter  is  considered  to  be  indicative 
of  hypokalemia. 

The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine.  However,  hypokalemia  can  also  occur 
with  vomiting,  gastric  drainage  and  diarrhea. 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements.  With  normal  kidney  function  it 
is  difficult  to  produce  potassium  intoxication  by  oral 
administration.  However,  potassium  supplements  must  be 
administered  with  caution  since  usually  the  exact  amount  of  the 
deficiency  is  not  accurately  known.  Checks  on  the  patient's 
clinical  status  and  periodic  E.K.G.  and/or  serum  potassium  levels 
should  be  made.  High  serum  potassium  levels  may  cause  death 
by  cardiac  depression,  arrhythmias  or  arrest. 

In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions.  TWIN-K  is  not 
recommended  for  use  in  these  patients. 

ADVERSE  REACTIONS:  Symptoms  of  potassium  intoxication 
include  paresthesias  of  the  extremities,  flacid  paralysis,  listless- 
ness, mental  confusion,  weakness  and  heaviness  of  the  legs,  fall  in 
blood  pressure,  cardiac  arrhythmias  and  heart  block.  Hyper- 
kalemia may  exhibit  the  following  electrocardiographic 
abnormalities:  disappearance  of  the  P wave,  widening  and 
slurring  of  the  QRS  complex,  changes  of  the  ST  segment  and  tall 
peaked  T waves. 

TWIN-K  taken  on  an  empty  stomach  in  undiluted  doses  larger  than 
30  ml  can  produce  gastric  irritation  with  nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort. 

OVERDOSAGE:  The  administration  of  oral  potassium  supple- 
ments to  persons  with  normal  kidney  function  rarely  causes 
serious  hyperkalemia.  However,  if  the  renal  excretory  function  is 
impaired  potentially  fatal  hyperkalemia  can  result.  It  is  important 
to  note  that  hyperkalemia  is  usually  asymptomatic  and  may  be 
manifested  only  by  an  increased  serum  potassium  concentration 
with  E.K.G.  changes. 

Treatment  measures  include: 

1 . Elimination  of  potassium  containing  drugs  or  foods. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters. 

3.  Correction  of  acidosis. 

4.  Use  of  exchange  resins  or  peritoneal  dialysis. 

In  treating  hyperkalemia  it  should  be  noted  that  patients 
stabilized  on  digitalis  can  develop  digitalis  toxicity  when  the 
serum  potassium  concentration  is  changed  too  rapidly. 

DOSAGE  AND  ADMINISTRATION:  The  usual  adult  dosage  is  one 
tablespoonful  (15  ml)  in  6-8  fluid  ounces  of  water  or  fruit  juice, 


two  to  four  times  a day.  This  will  supply  40  to 
elemental  potassium.  The  usual  preventative  dose  of 
20  mEq  per  day  while  therapeutic  doses  range  fror 
100  mEq  per  day.  Because  of  the  potential  for  gas 
irritation,  undiluted  large  single  doses  (30  ml  or  mon 
are  to  be  avoided. 

Deviations  from  this  schedule  may  be  indicated,  sinc< 
total  daily  dose  can  be  defined,  but  must  be  goverr 
observation  for  clinical  effects. 

HOW  SUPPLIED:  Pint  bottles.  NDC  0524-0021-16 
CAUTION:  Federal  law  prohibits  dispensing  withou 
tion. 


SU-TON® 

DESCRIPTION:  Forty-five  ml  of  SU-TON  contains  tt 
ingredients: 

Pentylenetetrazol 

Niacin 

V tamm  B-1 

Vitamin  B-2 

Vitamin  B-6 

Vitamin  B-12 

Choline | 

Inositol 

Manganese  (as  Manganese  Sulfate) 

Magnesium  (as  Magnesium  Sulfate) 

Zinc  (as  Zinc  Sulfate) 

Iron  (as  Ferric  Pyrophosphate,  Soluble) 

Alcohol 

INDICATIONS  AND  USAGE:  SU-TON  contains  penty 
which  may  be  helpful  in  the  older  patient  as  an  ana 
when  mental  confusion  and  memory  defects  are  pres 
also  contains  vitamins,  trace  minerals,  and  iron,  forth 
who  may  benefit  by  preventing  the  development  of . 
CONTRAINDICATIONS:  Epilepsy,  convulsive  disorde 
history  of  sensitivity  to  any  of  the  listed  active  ingrec 
WARNINGS:  The  safety  of  this  preparation  during  pr< 
lactation  has  not  been  established.  Use  of  this  drug  r 
the  physician  evaluate  the  potential  benefits  of  the 
any  possible  hazard  to  the  mother  and  child. 
PRECAUTIONS:  Although  there  are  no  absolute  c 
tions  to  pentylenetetrazol,  it  should  be  used  witl 
epileptic  patients  or  those  known  to  have  a low 
threshold  or  a focal  brain  lesion.  Caution  should  t 
when  treating  patients  with  high  doses  of  SU-TON  wh 
disease  While  pentylenetetrazol  does  not  act  dir< 
myocardium,  the  results  from  central  vagal  stimul 
cause  bradycardia. 

ADVERSE  REACTIONS:  Pentylenetetrazol  in  high 
produce  toxic  symptoms  typical  of  central  nerv 
stimulants,  which  act  on  the  higher  motor  centers  ar 
cord  Convulsions  resulting  from  this  drug  are  spont 
are  not  induced  by  external  stimuli.  They  usually  las 
minutes  and  are  followed  by  profound  depri 
respiratory  paralysis.  Death  has  been  reported  from  t 
of  10  grams  of  pentylenetetrazol. 

DRUG  ABUSE:  Drug  dependence  has  not  been  rei 
SU-TON, 

OVERDOSAGE:  Signs  and  symptoms  of  acute  overd 
due  principally  from  overstimulation  of  the  cent 
system  and  from  excessive  vasodilatation  wit 
autonomic  nervous  system  imbalance.  The  symptoms 
the  following:  vomiting,  agitation,  tremors,  hyperrefl 
ing,  confusion,  hallucinations,  headache,  h; 
tachycardia , Treatment  consists  of  appropriate 
measures.  If  signs  and  symptoms  are  not  too  sew 
patient  is  conscious,  gastric  evacuation  may  be  acco 
induction  of  emesis  or  gastric  lavage 
Intensive  care  must  be  provided  to  maintain  adeqi 
tion  and  respiratory  exchange. 

DOSAGE  AND  ADMINISTRATION:  One  tablespoon! 
times  a day  20-30  minutes  before  meals.  This  drug  is  r 
children  under  12  years  of  age. 

HOW  SUPPLIED: 

Bottles  of  473  ml  (16  floz)  NDC0! 

CAUTION:  Federal  law  prohibits  dispensing  without 
tion. 
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Are  women  in  medicine  discriminated  against?  This 
too  is  changing.  In  1958  I was  told  I could  carry  only 
half  as  much  disability  insurance  under  the  N.C. 
Medical  Society  group  policy  as  my  male  colleagues. 
Why?  “Women  have  anatomical  problems:  Mammae 
— targets  of  benign  and  malignant  disease.  Pelvic 
structures  subject  to  cyclic  disability,  child  bearing, 
and  assorted  morbid  states  sometimes  mortal.  Actua- 
rial tables  documented  this,”  I was  told. 

I countered,  “But  men  have  prostates,  myocardial 
infarctions  and  live  less  long.”  1 asked  for  actuarial 
tables  on  women  physicians  but  was  told  there  were 
not  enough  of  them  to  permit  a statistically  significant 
analysis. 

I had  to  buy  private  insurance  at  a much  higher  rate 
for  comparable  coverage.  My  colleague,  internist 
Harold  Godwin,  now  director  of  the  Fayetteville  Area 
Health  Education  Center,  who  did  the  insurance  exam 
suggested  that  I kiss  my  elbow  and  turn  into  a boy  to 
make  life  easier.  Insurance  regulations  have  changed 
for  women  too  late  to  do  me  any  good.  Chiefly  we  tend 
to  be  apathetic  about  problems  not  our  own. 

Will  ERA  pass  in  North  Carolina  within  the  time 
extension  for  ratification?  It  appears  unlikely.  Former 
Sen.  Sam  Ervin  will  protect  the  flower  of  Southern 
womanhood  through  his  retirement  until  death  and 
persuaded  Chief  Justice  Susie  Sharp  of  the  N.C.  Su- 
preme Court  to  oppose  ERA  on  constitutional 


grounds.  If  ratified,  each  case  would  still  have  to  be 
argued  on  its  own  merits  through  the  courts  with  the 
federal  government  empowered  to  enforce  appro- 
priate enactment.  Objection  on  the  grounds  of  states 
rights,  I think,  will  not  block  ratification,  but  emotions 
will.  It  is  unlikely  to  pass  in  North  Carolina  — and  for 
the  wrong  reasons. 

North  Carolina  is  a delightful,  surprisingly  unpre- 
dictable, contradictory,  ever-changing  and  rewarding 
state  whose  slogan  is  “First  in  Freedom.”  It  wel- 
comes home  Dr.  Stuart  O.  Bondurant,  Jr.,  F.A.C.P., 
new  dean  of  the  UNC  Medical  School  at  Chapel  Hill, 
and  president  elect  of  the  American  College  of  Physi- 
cians. 

LYNN  L.  JOHNSEN,  M.D. 

524  Beaumont  Road 

Fayetteville,  N.C.  28304 


CLINICAL  STUDIES  OF  CRYPTOCOCCAL 
MENINGITIS  AND  KETOCONAZOLE 

To  the  Editor: 

The  Infectious  Diseases  Divisions  of  Duke  Hospital 
and  North  Carolina  Memorial  Hospital  are  currently 
involved  in  two  NIH  collaborative  studies  on  the 
treatment  of  cryptococcal  meningitis  and  the  evalua- 
tion of  a new  anti-fungal  agent  called  Ketoconazole. 


TEGA-SPAN  CAPELLETS 

FOR  MORE  ADVANCED  NICOTINIC  ACID  THERAPY 

Each  capsule  contains:  . . . 400  mg  of  pure  pelletized 
Nicotinic  Acid 

INDICATIONS:  Tega-Span  is  indicated  where  reduction  of  serum  cholesterol  and  total 
lipid  levels  in  hypercholesteremia  and  hyperlipemia  is  desirable.  It  may  also  be  useful  in 
reducing  xanthomatous  tissue  cholesterol  deposits. 

DOSAGE  AND  ADMINISTRATION:  Usual  dose  is  one  or  two  capellets  twice  daily  with 
or  after  meals.  Since  lower  doses  may  control  hyperlipidemia  in  some  patients,  the  dosage 
should  be  individualized  according  to  the  effect  on  serum  lipid  levels.  It  is  also  to  be  noted 
that  adverse  reactions  appear  with  great  frequency  early  in  therapy;  in  order  to  avoid 
these,  it  may  be  best  to  start  the  drug  at  low  levels  and  increase  dosage  gradually. 

Federal  Law  prohibits  dispensing  without  a prescription 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTABLES  IN  THE 
SOUTHEAST  AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 


ORTEGA  PHARMACEUTICAL  CO.,  INC.:  JACKSONVILLE,  FLORIDA  32205 
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The  cryptococcal  meningitis  study  entails  a compari- 
son of  four-week  and  six-week  regimens  of  the  combi- 
nation of  Amphotericin  B and  5 Flurocytosine  in  the 
treatment  of  cryptococcal  meningitis.  If  this  study  is 
approved  for  the  Clinical  Research  Units  of  both 
medical  centers,  it  could  result  in  substantial  financial 
savings  for  patients  treated  in  such  a program. 

The  second  study  involves  the  clinical  evaluation  of 
Ketoconazole,  which  is  closely  related  to  Mycona- 
zole.  Patients  being  solicited  for  this  study  are  those 
having  chronic  cavitary  histoplasmosis,  disseminated 
or  localized  blastomycosis,  coccidioidomycosis,  and 
cryptococcosis,  and  disseminated  sporotrichosis. 
This  is  primarily  an  ambulatory  protocol  with  medica- 
tion being  administered  by  mouth. 

Patients  are  being  solicited  at  both  medical  centers 
for  these  studies.  Referrals  at  Duke  Hospital  should  be 
directed  to  the  infectious  diseases  fellow  on  call  (919) 
684-8111  or  to  Dr.  Harry  Gallis  (919)  684-3279.  The 
referrals  at  North  Carolina  Memorial  Hospital  should 
be  directed  to  the  infectious  diseases  fellow  on  call  or 
Dr.  P.  Frederick  Sparling  (919)  966-4131 

HARRY  A.  GALLIS,  M.D. 

Division  of  Infectious  Diseases 
Department  of  Medicine 
Duke  University  Medical  Center 
Durham,  N.C.  27710 

CLINICAL  CENTER  STUDY  OF  PATIENTS 
WITH  SARCOMAS 

To  the  Editor: 

The  National  Cancer  Institute  is  seeking  the  referral 
of  patients  with  primary  soft  tissue  or  bony  sarcomas 
for  the  evaluation  of  new  programs  for  the  treatment 
of  these  diseases. 

We  are  interested  in  seeking  any  patient  with  a 
diagnosis  of  fibrosarcoma,  liposarcoma,  rhabdomyo- 
sarcoma, osteogenic  sarcoma,  undifferentiated  sar- 


Bulletin 


NEW  MEMBERS 

of  the  State  Society 


Albright.  Harold  Dowe  (STUDENT)  211  N.  Oak  St.  Apt.  #7, 
Greenville  27834 

Bailey,  Robert  Woodward  (STUDENT)  1505  E.  Fifth  Street, 
Greenville  27834 

Bower,  Stephen  Lee,  MD,  (RESIDENT)  1013  Watson  Avenue, 
Winston-Salem  27103 

Brantley,  Charles  Kenneth  (STUDENT)  1405-B  Pilot  View  St., 
Winston-Salem  27101 

Brett,  Charles  B.,  MD,  (PD)  1307  W.  Wendover  Avenue,  Greens- 
boro 27408 

Bunn,  David  Glenn,  Jr.,  MD,  (OBG)  2446  Confederate  Dr.,  Wil- 
mington 28403 

Crawley,  Jennifer  Holmes  (STUDENT)  1441-D  Brookwood  Dr., 
Winston-Salem  27106 


coma,  synovial  cell  sarcoma,  mesenchymona,  angio- 
sarcomas or  any  soft  tissue  mass  suspected  of  being  a 
sarcoma. 

Patients  suitable  for  these  treatment  protocols  are 
primarily  those  who  have  had  incisional  or  needle 
biopsy  or  local  excision  to  confirm  the  diagnosis. 
Selected  patients  with  previously  untreated  metasta- 
tic disease  may  also  fit  into  the  treatment  protocols. 

Every  effort  will  be  made  to  keep  you  fully  informed 
as  to  the  results  of  treatment  and  to  promptly  return 
the  patient  to  your  care  for  joint  follow-up  in  collab- 
oration with  the  National  Cancer  Institute. 

Because  of  the  investigative  nature  of  these  treat- 
ment protocols,  patient  care  and  transportation  costs 
are  reimbursed  by  the  National  Cancer  Institute. 

To  refer  a patient  or  to  obtain  further  information 
please  call  or  write: 

Ernest  V.  deMoss,  M.D. 

Admitting  Officer 
Surgery  Branch 
National  Cancer  Institute 
Building  10,  Room  10N 119 
Bethesda,  Maryland  20205 
Telephone:  301/496-1533  (collect) 
or 

Steven  A.  Rosenberg,  M.D.,  Ph.D. 

Chief  of  Surgery 
National  Cancer  Institute 
Building  10,  Room  I ON  116 
Bethesda,  Maryland  20205 
Telephone:  301/496-4164  (collect) 

The  five-year  survival  of  patients  with  most  soft 
tissue  and  bony  sarcomas  is  less  than  40  percent.  We 
would  very  much  appreciate  your  assistance  in  our  j 
efforts  to  improve  the  dismal  outlook  for  these  pa-  1 
tients. 

ERNEST  V.  deMOSS,  M.D. 

STEVEN  A.  ROSENBERG,  M.D.,  Ph.D. 


Board 


Crawley,  Sidney  Allen  (STUDENT)  1441-D  Brookwood  Dr., 
Winston-Salem  27106 

Fox,  Earl  Russel,  MD,  (AM)  USCG  Support  Ctr.,  USCG  Air  Base, 
Elizabeth  City  27909 

Gross,  Jeffrey  Louis,  MD,  (ORS)  1 1 14  Country  Club  Dr.,  Jackson- 
ville 28540 

Hall,  Daniel  Crawford,  MD,  (FP)  1431  Cumberland  Circle,  Rock- 
ingham 28379 

Harvell,  James  Clyde,  Jr.  (STUDENT)  208  S.  Elm  St.  Apt.  206, 
Greenville  27834 

Howe,  Harold  Ragan.  Jr.  (STUDENT)  1935  W.  First  St.,  : 
Winston-Salem  27104 

King,  Harry  Lee.  MD,  (OTO)  Route  #10,  Box  124.  Hickory  28601 

Laney,  Robert  Gaffney.  Ill  (STUDENT)  108  Jones  St.,  Chapel  Hill 
27514 

Lemly,  Regina  Gail  (STUDENT)  1525  Woods  Rd.  #215,  Winston- 
Salem  27106 

Lewis,  LuAnne  Kem  (STUDENT)  Rt.  #6,  Box  386-D,  Winston- 
Salem  27107 

Little,  Douglas  Jonathan,  MD,  (IM)  136-A  Carbonton  Road,  San- 
ford 27330 
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McMurchy,  Charles  Randolph,  MD,  (GE)  4432  Cooper  Rd., 
Winston-Salem  27103 

Metts,  Julius  Franklin  (STUDENT)  Rt.  #1,  Box  145-A,  Winterville 
28590 

Morris,  Jeffrey  George,  MD,  (RESIDENT)  1201  Mockingbird 
Lane,  Charlotte  28211 

Moss.  Thomas  Macklin  (STUDENT)  107  Stephens  St.,  Chapel  Hill 
27514 

Pacilio,  Louis  Vincent,  MD,  (RESIDENT)  138  Loblolly  Lane, 
Chapel  Hill  27514 

Parker,  Robert  Cleveland.  Jr.,  MD,  (RESIDENT)  1820-B  Francis- 
can Terr.,  Winston-Salem  27103 

Pate,  Marion  Butler,  Jr.  MD,  (FP)  402  W.  31st  St.,  Lumberton 
98358 

Pullins,  Dennis  Ivan,  MD,  (RESIDENT)  1451  Woodside  Dr., 
Winston-Salem  27106 

Pippin,  Richard  Lee  (STUDENT)  31 1 Lewis  St.  Apt.  12,  Greenville 
27834 

Rakestraw,  Samuel  Harvey,  MD,  (FP)  1200  N.  Elm  St.,  Greens- 
boro 27420 

Robinson,  Edward  Norwood,  Jr.,  MD,  (RESIDENT)  104  Fletcher 
Place,  Greenville  27834 

Rogers,  Joseph  Drewry,  MD,  (TR)  800  Hospital  Dr.  Ste.  1,  New 
Bern  28560 

Sandhu.  Jagjit  Singh,  MD,  (GP)  41 1 Main  St.,  P.O.  Box  706,  Ram- 
seur  27316 

Schwartz,  Steve  Wendelin  (STUDENT)  Box  2862,  Duke  Med. 
Ctr.,  Durham  27710 

Whitney,  Daniel,  Jr.  (STUDENT)  1600  Willow  St.  #5,  Greenville 
27834 

Wilson,  Daniel  J.,  MD,  (IM)  61 1 Greenvine  Circle,  Winston-Salem 
27103 

Zinda,  Michael  William,  MD,  (RESIDENT)  2235  Sunderland  Rd. 
#98-C,  Winston-Salem  27103 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  AAFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion”. 


PROGRAMS  IN  NORTH  CAROLINA 
July  10-12 

2nd  Annual  Mountain  Meeting 
Place:  Great  Smokies  Hilton,  Asheville 
Fee:  $150 
Credit:  20  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


July  11-14 

Blue  Ridge  Institute:  Institute  on  TB  and  other  Respiratory  Dis- 
eases 

Place:  Blue  Ridge  Assembly,  Black  Mountain 

Sponsors:  American  Lung  Association  of  North  Carolina,  UNC 
School  of  Medicine  and  UNC  School  of  Public  and  North  Caro- 
lina Division  of  Health  Services 

Fee:  $25 

For  Information:  C.  Scott  Venable,  Executive  Director,  American 
Lung  Association  of  North  Carolina,  P.O.  Box  27985,  Raleigh 
27611 


July  14-19 

Morehead  Symposium 
Place:  Atlantis  Lodge,  Atlantic  Beach 
Fee:  $155 
Credit:  30  hours 

For  Information:  M.  H.  Rourk,  M.D.,  Director  of  Continuing  Edu- 
cation, Duke  University  Medical  Center,  Durham  27710 


July  16 

Otolaryngology  for  the  Primary  Care  Physician 

Place:  Lee  County  Hospital,  Sanford 

Sponsors:  Wake  AHEC  and  Lee  County  Medical  Society 

Fee:  $6 

Credit:  3Vi  hours 

For  Information:  R.  S.  Cline,  M.D.,  Director  of  Continuing  Medical 
Education,  Lee  County  Hospital,  Sanford  27330 

July  20-25 

Southern  Obstetric  and  Gynecologic  Seminar 
Place:  Grove  Park  Inn,  Asheville 

For  Information:  W.  Otis  Duck,  M.D.,  Drawer  F,  Mars  Hill  28754 
July  25-27 

North  Carolina  Society  of  Internal  Medicine  Summer  Meeting 
Place:  The  Blockade  Runner,  Wrightsville  Beach 
For  Information:  North  Carolina  Society  of  Internal  Medicine,  P.O. 
Box  27167,  Raleigh  27611 

July  28-August  2 

Diagnostic  Radiology  Including  Ultrasound,  CT  Scanning  and 
Nuclear  Medicine 

Place:  Bogue  Banks  Country  Club,  Atlantic  Beach 
Fee:  $250;  limited  to  100 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Box  3808,  Duke  Uni- 
versity Medical  Center,  Durham  27710 

August  4-8 

8th  Annual  Beach  Workshop 

Place:  Myrtle  Beach  Hilton,  Myrtle  Beach,  South  Carolina 
Fee:  $150 
Credit:  20  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

August  15-16 

Electron  Microscopy 
Place:  Babcock  Auditorium 

— NEW ~>s 


TRIANGLE  X-RAY 
COMPANY 

2817  Brewton  Place 
Raleigh,  N.C.  27604 
(919)  876-6156—876-6849 
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35  Years  Experience 


EQUIPMENT  FOR: 


SPECIAL  EQUIPMENT  FOR: 


FLUOROSCOPY 

RADIOGRAPHY 

TOMOGRAPHY 

MAMMOGRAPHY 

ACCESSORIES 
SILVER  RECOVERY 
UNITS 


HEAD 

CHEST 

ORTHOPEDICS 

UROLOGY 

FILMS 

CHEMICALS 

SUPPLIES 


.MAY  WE  SERVE  YOU?. 


June  1980,  NCMJ 


389 


Fee:  $90 
Credit:  9 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

September  10 

Cancer  Teaching  Day 

Place:  Pitt  County  Memorial  Flospital 

Fee:  $15 

Credit:  3 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
of  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

September  12-13 

Intraocular  Lens  Workshop  — Implantation  Course 
Place:  Berryhill  Hall 
Fee:  $500 
Credit:  16  hours 

For  information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  231  MacNider  Building 
202-H,  Chapel  Hill  27514 

September  17 

Office  Diagnosis  of  Cardiac  Problems 
Place:  Pitt  County  Memorial  Hospital 
Fee:  $30 
Credit:  6 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Associate  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

September  17-19 

25th  Annual  Angus  M.  McBryde  Perinatal  Symposium 
Place:  Duke  University  Medical  Center 
Fee:  $75 

For  Information:  Angus  M.  McBryde  Perinatal  Symposium,  Box 
3967,  D.U.M.C.,  Durham  27710 


September  18-19 

Genetics 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

September  20 

Sarcoidosis:  The  Great  Imitator 

Place:  Carolina  Inn,  Chapel  Hill 

Credit:  6 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H.  Chapel  Hill  27514 

September  24-28 

1980  Committee  Conclave 

Place:  Mid-Pines  Club,  Southern  Pines 
Regular  meetings  will  be  scheduled  for  the  Chairmen  and  mem- 
bers of  almost  all  regular  committees  of  the  medical  Society: 
Committee  members  should  plan  to  be  present. 

For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

September  26-27 

Seminar  in  Medicine 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

October  1-2 

20th  Annual  Charlotte  Postgraduate  Seminar 

Place:  Charlotte  Memorial  Hospital 

For  Information:  Charles  T.  Ellithorpe,  M.D.,  North  Mecklenburg 
Family  Practice  Group.  Highway  115,  Huntersville  28078 

October  6-10 

Microsurgery  Workshop 

Fee:  $450 


HOLLY  HILL  HOSPITAL— A HOSPITAL  COMMUNITY 


— Short,  intermediate,  and  long-term  treat- 
ment programs  tailored  to  each  patient’s 
needs 


— Psychiatric  consultation  and  hospitalization 
on  a 24-hour  basis 


Fully  accredited  by  Joint  Commission  on  Ac- 
creditation of  Hospitals  for  adults,  children, 
adolescents,  and  drug-alcohol  abuse 
Licensed  by  the  State  of  North  Carolina 
Participants  in  Medicaid/Medicare  Program 


For  further  information , please  contact: 

Mr.  Cliff  Christiansen,  Administrator 
Dr.  Robert  L.  Green,  Jr.,  Medical  Director 
3019  Falstaff  Road 
Raleigh,  North  Carolina  27610 
(919)  755-1840 


— A private,  psychiatric  hospital  serving  adults 
and  adolescents 


— An  open  medical  staff  with  21  Psychiatrists 

— A consulting  medical  staff  representing  all 
specialties 
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^non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 


liQUAGESIC 


jieprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


V4  / -§:f 

ill 

SwITVSraas 

1C  jESIC— Abbreviated  Summary 


' ICATIONS:  Based  on  a review  of  this  drug  by  the 
onal  Academy  of  Sciences — National  Research 
ncil  and/or  other  information,  FDA  has  classified 
r ndications  as  follows: 

■ ssibly"  effective,  for  the  treatment  of  pain  accom- 
ied  by  tension  and/or  anxiety  in  patients  with  mus- 
•skeletal  disease  or  tension  headache 
I classification  of  the  less-than-effective  indica- 
requires  further  investigation, 
effectiveness  of  Equagesic  in  long-term  use,  i.e. 

!e  than  four  months,  has  not  been  assessed  by 
| ematic  clinical  studies.  The  physician  should  pe- 
' .ically  reassess  usefulness  of  the  drug  for  the  indi- 
' jial  patient 

X VINDICATIONS:  Equagesic  should  not  be  given  to 
nt  jals  with  a history  of  sensitivity  or  severe  intolerance 
0 rin,  meprobamate,  or  ethoheptazine  citrate 
ft  INGS:  Careful  supervision  of  dose  and  amounts  pre- 
•c  I for  patients  is  advised,  especially  with  those  patients 
w own  propensity  for  taking  excessive  quantities  of  drugs, 
a iive  and  prolonged  use  in  susceptible  persons,  eg, 
* lies,  former  addicts,  and  other  severe  psychoneurot- 
o s been  reported  to  result  in  dependence  on  or  habit- 
& to  the  drug  Where  excessive  dosage  has  continued 
b eks  or  months,  dosage  should  be  reduced  gradually 
'a  than  abruptly  stopped,  since  withdrawal  of  a "crutch" 
Rf precipitate  withdrawal  reaction  of  greater  proportions 
t>  at  for  which  the  drug  was  originally  prescribed  Abrupt 
4 Jinuance  of  doses  in  excess  of  the  recommended  dose 
hJ  suited  in  some  cases  in  the  occurrence  of  epileptiform 
^wjjs. 

'S  .1  care  should  be  taken  to  warn  patients  taking  mepro- 
01 1 a that  tolerance  to  alcohol  may  be  lowered  with  re- 
51  slowing  of  reaction  time  and  impairment  of  judgement 
•aj|>ordination 

Uj.E  IN  PREGNANCY  AND  LACTATION  An  ln- 
:i  d risk  of  congenital  malformations  associated  with 
ie  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide,  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies.  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  Institution  of 
therapy  should  be  considered.  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kept  out  of  fhe 
reach  of  children.  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced.  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended.  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies.  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels.  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow,  CNS  stimulants,  e.g.,  caffeine,  Metrazol,  or  am- 


phetamine, may  be  cautiously  administered.  If  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenterally 
to  restore  blood  pressure  to  normal  levels. 

ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress.  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued.  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions. This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous, maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae,  ecchymoses,  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted. 

Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia.  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate.  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported;  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug. 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely. 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported.  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
light-headedness,  with  uneventful  recovery.  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication.  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration,  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombmemia  which,  if 
it  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin. 

Copyright  ©1980,  Wyeth  Laboratories 
All  rights  reserved. 

•This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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FOR 

MODERATE 

PAIN 

A therapeutic  dose 
of  acetaminophen 
in  one  tablet 

A therapeutic  dose 
of  two  complementary 
analgesics 

The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 


WHY  NOT  WYGESIC e 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC — Abbreviated  Summary 
INDICATION  For  the  relief  of  mild-to-moderate  pain. 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants.  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance.  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitab'e  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness,  head- 
ache, weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume,  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics, which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions. a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
nave  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan,  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV,  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient's 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions. 


Oxygen,  IV  fluids,  vasopressors  and  other  su*  • 
tive  measures  should  be  used  as  indicated  Gc  c 
lavage  may  be  helpful  Activated  charcoal  car-- 
sorb  a significant  amount  of  ingested  propoxyph  \ 
Dialysis  is  of  little  value  in  poisoning  by  prop  |- 
phene  alone  Acetaminophen  is  rapidly  absoi  I) 
and  efforts  to  remove  the  drug  from  the  body  sf  f 
not  be  delayed  Copious  gastric  lavage  and  or  mi- 
tion  of  emesis  may  be  indicated  Activated  chai  il 
is  probably  ineffective  unless  administered  al  t 
immediately  after  acetaminophen  ingestion  Ne  r 
forced  diuresis  nor  hemodialysis  appears  to  bi  * 
fective  in  removing  acetaminophen  Since  acetj- 
nophen  in  overdose  may  have  an  antidiuretic  e ft 
and  may  produce  renal  damage,  administrate  -f 
fluids  should  be  carefully  monitored  to  avoid  ( - 
load  It  has  been  reported  that  mercaptamme  Ip 
teamine)  or  other  thiol  compounds  may  protect  ag  t 
liver  damage  if  given  soon  after  overdosage  1 3 
hours)  N-acetylcysteme  is  under  investigation  a 
less  toxic  alternative  to  mercaptamme,  which  / 
cause  anorexia,  nausea,  vomiting,  and  drowsir,. 
Appropriate  literature  should  be  consulted  for  fu'  r 
information  (JAMA  237  2406-2407,  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  / 
be  delayed  up  to  one  week  Acetaminophen  pla  i 
levels  and  half-life  may  be  useful  in  assessing  It 
likelihood  of  hepatotoxicity  Serial  hepatic  enz  I 
determinations  are  also  recommended 

Copyright  ©1980,  Wyeth  Laboratories 
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Credit:  40  hours 

For  Information:  Donald  Serafin,  M.D..  Duke  University  Medical 
Center,  Durham  27710 

October  8 

Management  of  Chest  Disease  for  the  Practicing  Physician 
Place:  Pitt  County  Memorial  Hospital 
Fee:  $30 
Credit:  5 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

October  15 

Placebos 

Place:  Pitt  County  Memorial  Hospital 
Fee:  $15 
Credit:  3 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

October  31-November  1 

13th  Annual  Maligant  Disease  Symposium 
Fee:  $100 
Credit:  9 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  231  MacNider  Building 
202- H,  Chapel  Hill  27514 

November  5-9 

1980  Urologic  Assembly:  Pediatric  Urology 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
Credit:  27  hours 

For  Information:  Ms.  Linda  Mace,  Assembly  Secretary,  Box  3707, 
Duke  University  Medical  Center,  Durham  27710 

November  9-15 

Update  in  Cardiovascular  Diseases 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

November  12 

Clinical  Pediatrics 

Place:  Pitt  County  Memorial  Hospital 
Fee:  $15 
Credit:  3 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

PROGRAMS  IN  CONTIGUOUS  STATES 
July  22-26 

^Contemporary  Clinical  Neurology 
Place:  Hilton  Head  Island,  South  Carolina 

(Sponsor:  Department  of  Neurology,  Vanderbilt  University  School 
of  Medicine 
Credit:  16  hours 

'For  Information:  Vanderbilt  Continuing  Medical  Education,  3200 
^ West  End,  Suite  306,  Nashville,  Tennessee  37212 

October  23-26 

North  Carolina  Society  of  Internal  Medicine  Fall  Meeting 
Place:  The  Cloister,  Sea  Island,  Georgia 

'For  Information:  North  Carolina  Society  of  Internal  Medicine,  P.O. 

! Box  27167,  Raleigh  27611 

ITEMS  OF  SPECIAL  INTEREST 
October  4-9 

WONCA/AAFP  World  Conference  on  Family  Medicine 
Place:  New  Orleans,  Louisiana 
(Sponsor:  American  Academy  of  Family  Physicians 
For  Information:  Mr.  Chet  Watts,  American  Academy  of  Family 
Physicians,  1740  West  92nd  Street,  Kansas  City,  Missouri  64114 

November  14-16 

Primary  Care  of  Hand  Injuries 
Place:  Sea  Island,  Georgia 

(For  Information:  American  Society  for  Surgery  of  the  Hand,  2600 
South  Parker  Road,  Suite  132,  Aurora,  Colorado  80014 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


Dr.  John  T.  Bray,  assistant  professor  of  surgery, 
has  received  a $9,802  grant  from  the  National  Insti- 
tutes of  Health  for  a project,  “Laboratory  Analyses  in 
Support  of  a Case-Controlled  Study  of  Selenium  and 
Skin  Cancer  in  Eastern  North  Carolina.” 

* * * 

The  N.C.  United  Way  has  awarded  a $3,000  grant  to 
Dr.  Arthur  E.  Kopelman,  professor  of  pediatrics,  and 
Dr.  Thomas  M.  Louis,  associate  professor  of  anat- 
omy. The  investigators  will  be  studying  “effects  of 
Asphyxia  and  Resuscitation  on  Brain  Prostaglandins 
in  the  Neonatal  Guinea  Pig.” 

* * * 

Dr.  David  L.  Beckman,  professor  of  physiology, 
has  received  a $2, 150  grant  from  the  N.C.  United  Way 
for  a study,  “Resuscitation  Following  Head  Injury.” 

* * * 

Dr.  L.  E.  Masters,  professor  of  family  practice,  has 
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been  appointed  to  the  editorial  board  of  “Seminars  in 
Family  Medicine.” 

* * * 

The  Public  Health  Service  has  awarded  the  De- 
partment of  Family  Practice  an  $84,666  grant  to  sup- 
port predoctoral  training  in  family  medicine  and  a 
$101,272  grant  to  support  graduate  training  in  family 
medicine. 

* * * 

Two  faculty  members  from  the  Department  of 
Physiology  attended  the  annual  meeting  of  the  Feder- 
ation of  American  Societies  for  Experimental  Biology 
in  Anaheim,  Calif. 

G.  Richard  Athey,  assistant  professor,  was  co- 
chairman  of  a session,  “Gastrointestinal  Motility.” 

Athey  and  S.  Gregory  lams,  assistant  professor, 
presented  “Cold-Restraint  Induced  Gastric  Ulcera- 
tion in  Normotensive  and  Spontaneously  Hyperten- 
sive Rats.” 

* * * 

There  has  been  a 125%  increase  in  the  number 
of  physicians  in  Pitt  County,  according  to  statistics 
compiled  by  the  Office  of  Health  Services  Research 
and  Development. 

In  February  1980,  162  physicians  were  practicing  in 
the  county,  compared  to  72  doctors  in  February  1976. 
The  figures  do  not  include  the  55  residents  participat- 
ing in  the  School  of  Medicine's  postgraduate  training 
programs. 


Dr.  Paul  R.  Mehne,  medical  school  curriculum 
coordinator,  and  Dr.  Trenton  G.  Davis,  chairman  of 
environmental  health,  published  “Developing 
Competency-Based  Instructional  Systems  for  En- 
vironmental Health  Programs”  in  a recent  issue  of  The 
Journal  of  Environmental  Education. 

* * * 

ZubieW.  Metcalf,  director  of  the  Center  for  Student 
Opportunities,  has  been  named  to  the  Evaluation  and  i 
Research  Committee  of  the  Southern  Regional  Group 
on  Student  Affairs  — Minority  Affairs  Section,  As-  ! 
sociation  of  American  Medical  Colleges. 

* * * 

Walter  L.  Shepherd,  director  of  Health  Services 
Research  and  Development,  presented  “Are  Alterna- 
tive Practitioners  Indicators  of  Unmet  Patient  Ex- 
pectations?” at  a Duke  University  symposium.  North 
Carolina  Medicine  — History  and  Legacies. 

Shepherd  also  presented  “The  Individual’s  Alter- 
natives in  Seeking  Health  Equilibrium”  at  the  Mid- 
Atlantic  Folklife  Association  conference. 

* * * 

More  than  100  college  students  representing  six 
universities  in  North  Carolina  attended  the  annual 
Health  Careers  Day  sponsored  by  the  Center  for  Stu- 
dent Opportunities.  This  year,  high  school  students 
from  the  Robeson  County  School  System  also  par- 
ticipated as  part  of  a special  Health  Careers  Aware- 
ness Project  being  conducted  in  that  county. 
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If  you’re  like  most  physicians,  you're  spending  |! 
more  hours  working  each  month  before  the  dollars 
you  earn  are  your  own.  Just  about  everything  you 
need  to  practice  medicine  is  increasing  in  cost  at 
an  alarming  rate. 

If  you  feel  you’re  practicing  business  instead  of 
medicine,  why  not  consider  an  alternative9  Medi- 
cine can  still  be  a great  way  of  life  — with  reason- 
able hours,  opportunities  for  specialization,  and 
emphasis  on  patient  care  instead  of  paperwork. 

Air  Force  medicine  may  be  an  exciting  alternative 
for  your  future. 

We  would  like  to  tell  you  more  — about  the  30 
days  of  paid  vacation  each  year,  about  our  op- 
portunities for  specialization,  and  our  excellent 
compensation  package. 

Contact  USAF  Health  Professions  Recruiter,  1100 
Navaho  Drive,  Suite  GL-1.  Raleigh,  N.C.  27604.  Call 
Collect  (919)  755-4134. 
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Dr.  Tate  Holbrook,  assistant  professor  of  pediat- 
jics,  presented  "New  Techniques  in  Diagnosis  — 
pathology"  at  the  Conference  on  Childhood  Cancers 
it  Research  Triangle  Park. 

j 

News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


A collection  of  more  than  35,000  microscope  slides 
•elating  to  the  inner  ears  of  birds  and  mammals  has 
aeen  given  to  Dr.  James  G.  McCormick,  research 
associate  professor  of  otolaryngology  at  the  Bowman 
Tray  School  of  Medicine. 

The  slides  are  a gift  from  Professor  E.  Glen  Wever 
af  Princeton  University  and  represent  about  half  of 
he  collection  Wever  developed  during  the  past  40 
/ears. 

That  portion  of  the  collection  relating  to  the  inner 
;ars  of  250  species  of  reptiles  has  been  given  to  the 
Smithsonian  Institution.  At  the  end  of  McCormick’s 
ife,  his  slides  also  will  go  to  the  Smithsonian. 

The  entire  slide  collection  is  valued  at  nearly  $3 
nillion  and  would  just  about  be  impossible  to  replace 
oday. 

McCormick  studied  with  Wever  as  a graduate  and 
aostgraduate  student  at  Princeton  and  has  collabo- 
rated with  Wever  in  writing  several  articles  on  hearing 
for  the  National  Academy  of  Sciences. 

McCormick  intends  to  make  his  portion  of  the  slide 
:ollection  available  for  research  and  education. 

* * * 

The  Bowman  Gray/Baptist  Hospital  Medical  Cen- 
ter is  planning  to  add  five  stations  to  its  hemodialysis 
clinic  by  June  1.  The  clinic  now  has  11  stations. 

There  has  been  a steady  growth  in  the  number  of 
dialysis  patients  at  the  medical  center.  In  1977,  there 
was  an  average  of  33  patients  on  dialysis.  The  average 
had  risen  to  46  by  1979. 

The  clinic  is  treating  more  patients,  despite  the  fact 
that  more  and  more  patients  are  being  taught  to  treat 
themselves  at  home. 

If  current  trends  continue,  the  clinic  will  treat  twice 
as  many  patients  in  1983  as  it  did  in  1977. 

* * * 

John  Umhau,  a third-year  student  at  Bowman  Gray, 
has  been  awarded  a MAP-Reader’s  Digest  Interna- 
tional Medical  Fellowship  to  study  at  a hospital  in 
Madagascar. 

MAP  (Medical  Assistance  Program)  International  is 
a Christian  medical  relief  and  development  agency 
based  in  Chicago. 

Umhau  will  spend  eight  weeks,  starting  in  June, 
working  with  the  medical  staff  of  Monambaro  Lu- 

■ 
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theran  Hospital  in  Madagascar.  The  hospital  is  staffed 
by  Madagascan  doctors  and  nurses  and  by  American 
volunteers. 

Since  MAP  International  began  in  1971  more  than 
600  students  have  served  in  50  developing  countries. 

*  *  * * 

Construction  of  Bowman  Gray/Baptist  Hospital 
Medical  Center’s  newest  building,  the  Focus  Build- 
ing, is  scheduled  to  be  completed  in  late  July  or  early 
August. 

The  178,000-square-foot  structure  will  provide 
acutely  needed  space  for  academic  and  administrative 
offices  and  for  basic  support  units. 

Its  construction  climaxes  a 15-year  medical  center 
expansion  program  which  will  be  completed  at  a cost 
of  more  than  $65  million.  Upon  completion  of  the 
building,  renovation  will  begin  on  218,000  square  feet 
of  space  in  the  medical  school  and  a 35,000-square- 
foot  area  in  the  hospital. 

* * * 

Dr.  Eben  Alexander  Jr.,  professor  of  neurosurgery, 
has  been  elected  president  of  the  American  Academy 
of  Neurological  Surgery.  He  also  has  been  re-elected 
chairman  of  the  Interspecialty  Advisory  Board  of  the 
American  Medical  Association. 


PHYSICIANS 

One  of  America's  largest  health  care  corporations  is 
currently  seeking  both  a full  and  part-time  Physician 
for  our  Plasma  Donor  Center  located  in  the  South- 
east. Responsibilities  will  include  performing 
physicals  in  conjunction  with  donor  screening  and 
evaluation.  The  part-time  position  would  provide 
support  when  regular  staff  physicians  are  on 
vacation. 

Our  requirements  are  flexible  and  we  will  consider 
licensed  but  non-practicing  physicians  as  well  as 
those  desiring  to  work  on  a consulting  basis. 

We  offer  excellent  working  environment  andahighly 
competitive  salary.  For  further  information,  please 
send  curriculum  vitae  to:  Ray  Ludlum 


Alpha 


THERAPEUTIC  CORPORATION 

Formerly  a Division  of 
ABBOTT  LABORATORIES 

129  Franklin  Street 
Fayetteville,  N.C. 

(919) 483-2280 

Equal  Opportunity  Employer  M/F 
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Dr.  Thomas  E.  Clark,  associate  professor  of  sociol- 
ogy, has  been  appointed  by  Gov.  James  Hunt  to  a 
four-year  term  as  chairman  of  the  North  Carolina 
Board  ot  Marriage  and  Family  Therapy  Examiners. 

* * * 

Dr.  Lloyd  H.  Harrison,  associate  professor  of  urol- 
ogy, has  been  appointed  to  the  combined  American 
Board  of  Urology/American  Urological  Association 
Examination  Committee.  He  will  begin  his  respon- 
sibilities on  July  25  when  the  committee  meets  to 
prepare  the  1980  In-Service  Examination,  the  1981 
Self  Assessment  Study  Program  of  the  American 
Urological  Association  and  the  1981  Voluntary  Recer- 
tification Examination  of  the  American  Board  of 
Urology. 

* * * 

Dr.  Henry  S.  Miller  Jr.,  professor  of  medicine,  has 
been  elected  president-elect  of  the  American  College 
of  Sports  Medicine  for  the  1980-81  term. 

* * * 

Dr.  A.  M.  Nomeir,  assistant  professor  of  medicine, 
has  been  listed  in  the  second  edition  of  the  interna- 
tional Who’s  Who  in  Education,  1980,  Cambridge, 
England. 

* * * 

Dr.  Kevin  Rudeen,  assistant  professor  of  anatomy, 
has  been  appointed  to  the  Standing  Committee  on 
Women  and  Minorities  in  Anatomy  of  the  American 
Association  of  Anatomists. 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


It  s not  often  that  a medical  research  and  treatment 
laboratory  gets  a chance  to  establish  a new  world 
record,  but  that’s  just  what  happened  in  March  in  the 
medical  center’s  F.  G.  Hall  Laboratory  for  Environ- 
mental Research. 

Three  young  men,  locked  inside  a small  pressurized 
chamber  and  supported  round-the-clock  by  scientists 
and  technical  staff,  set  a new  world  depth  mark  that 
was  the  equivalent  of  2,132  feet  (650  meters)  beneath 
the  sea.  The  old  record  of  2,001  feet  had  been  set  in  a 
hyperbaric  chamber  in  1972  by  a team  of  French 
divers. 

The  three  volunteers  were  Delmar  “Bud"  Shelton, 
a physician's  assistant  at  Duke;  William  Bell,  a 
fourth-year  Duke  medical  student;  and  Stephen  Por- 
ter, a diver  employed  by  Oceaneering  International,  a 
Houston-based  commercial  diving  company. 

The  significance  of  the  event  lies  not  so  much  in  the 
new  record,  but  rather  in  what  the  experiments  told 
researchers  about  how  deep  humans  can  function 
under  water,  according  to  Dr.  Peter  B.  Bennett,  pro- 


fessor of  anesthesiology  and  director  of  the  Hall  Labo 
ratory. 

A telegram  sent  to  Bennett  by  the  management  am 
employees  of  Oceaneering  International  told  th< 
story: 

“Congratulations  to  the  divers  and  to  the  labora; 
tory,”  the  cable  read.  “Your  efforts  have  dramatically 
established  important  new  capacities  in  man’s  ability 
to  work  in  the  sea  and  have  opened  the  door  to  vasl 
areas  of  the  ocean  which  were  previously  closed  tc| 
man.’’ 

Bennett  explained  that  all  earlier  dives  to  the  equiv- 
alent of  1,500  feet  and  deeper — including  one  con- 
ducted at  the  medical  center  last  year — had  caused  a i 
condition  known  as  High  Pressure  Nervous  Syn- 
drome (HPNS). 

Symptoms  of  the  illness,  which  is  incapacitating  to 
anyone  trying  to  work  far  below  an  offshore  oil  plat-, 
form,  for  example,  are  nausea,  vomiting,  drowsiness 
and  fatigue,  tremors  and  brain  wave  irregularities. 

“We  were  originally  planning  to  stop  at  1,509  feet, 
but  the  addition  of  10  percent  nitrogen  to  the  helium- 
oxygen  breathing  mixture  prevented  all  of  these  un-; 
pleasant  symtoms,  he  said.  “That's  why  we  decided 
to  go  deeper.” 

The  U.S.  Navy  made  a dive  last  year  to  1,800  feet 
using  the  helium  and  oxygen  mixture  alone,  the  scien- 
tist said,  but  it  took  six  days  to  reach  that  depth,  and 
the  divers  suffered  from  severe  HPNS.  The  French 
team  required  10  days  to  achieve  2,001  feet  and  also 
experienced  HPNS. 

In  contrast,  the  Duke  team  reached  1 ,509  feet  in  just 
12  hours  and  20  minutes  with  no  symptoms,  Bennett 
said.  1 he  descent  to  2,132  feet  at  twice  the  rate  of  the 
Navy  dive  took  an  additional  54  hours  and  40  minutes. 

* * * 

A practical  new  computer  that  can  be  operated  eas- 
ily by  physicians  previously  untrained  in  the  use  of 
computers  has  been  installed  on  the  medical  center’s 
Clinical  Research  Unit. 

The  new  system,  called  CLINFO,  was  created  to 
help  medical  scientists  organize  and  analyze  their 
research  findings  quickly  and  efficiently.  It  was 
designed  by  Bolt,  Beranek  and  Newman,  Inc.,  of 
Cambridge,  Mass.,  and  paid  for  by  the  Division  of 
Research  Resources  of  the  National  Institutes  of 
Health. 

Duke  and  the  Johns  Hopkins  University  were  the 
first  institutions  in  the  United  states  to  receive  NIH 
grants  for  CLINFO,  which  will  be  used  exclusively  for 
research,  according  to  Dr.  Samuel  Sells  Jr. 

“This  computer  is  one  of  the  most  valuable 
additions  to  the  clinical  research  unit  since  it  was  i 
established  in  I960."  said  Wells,  professor  of  surgery 
and  director  of  the  unit. 

"It  will  give  medical  scientists  the  advantage  of 
being  able  to  sit  down  with  their  data  and  analyze  it 
themselves  after  only  a brief  orientation.” 

* * * 

A retired  Greensboro  textile  executive  and  his  wife 
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have  contributed  SI  10,000  to  help  endow  the  Joseph 
A.  C.  Wadsworth  Professorship  in  Ophthalmology  at 
the  medical  center. 

James  A.  Hornaday  Jr.,  former  chief  executive  offi- 
cer at  Guilford  Mills,  said  he  and  his  wife  Virginia 
made  the  gift  in  appreciation  to  Duke  because  Dr. 
Wadsworth  restored  his  vision  through  an  operation 
to  remove  cataracts. 

In  1974,  the  couple  also  gave  $100,000  toward  con- 
struction of  the  Eye  Center. 

“I  was  grateful  to  have  my  sight  back,”  Hornaday 
said. 

% % 

In  recent  decades,  industry  and  the  university 
community  have  somehow  become  estranged  in  the 
United  States,  and  unless  these  two  major  compo- 
nents of  society  begin  working  together  more  closely, 
future  advances  in  drug  therapy  will  be  unnecessarily 
delayed. 

That  was  the  opinion  Dr.  James  G.  Hirsch  of 
Rockefeller  University  expressed  at  a recent  sym- 
posium held  at  the  Searle  Center  for  Continuing  Edu- 
cation. 

“The  lack  of  cooperation  or  even  communication 
between  these  two  segments  makes  no  sense  what- 
soever, and  the  debate  over  the  relative  importance  of 


basic  versus  applied  research  is  a rather  empty  one,” 
Hirsch  said.  “What  we  need  are  a few  more  facts.” 
The  physician,  who  is  dean  of  graduate  studies  at 
Rockefeller,  made  his  remarks  in  a paper  titled  “The 
Conquest  of  Bacterial  Infectious  Diseases  in  the 
Twentieth  Century.  The  Greatest  Success  Story  in  the 
History  of  Medical  Sciences.” 

He  presented  the  paper  to  a group  of  some  50  scien- 
tists representing  both  academia  and  the  phar- 
maceutical industry.  The  joint  two-day  symposium 
was  held  in  honor  of  the  medical  center’s  50th  an- 
niversary and  the  100th  anniversary  of  The  Wellcome 
Foundation,  Ltd.,  the  philanthropic  parent  organiza- 
tion of  Burroughs  Wellcome  Co. 

The  physician  said  he  has  seen  recently  some  en- 
couraging signs  that  universities  and  industries  are 
drawing  closer  together  once  again. 

“This  trend,  properly  nurtured,  could  lead  to  the 
reestablishment  of  academic-industrial  cooperation, 
a cooperation  much  needed  if  we  are  to  take  full  ad- 
vantage of  the  opportunities  for  new  drug  develop- 
ment.” 

Hirsch  concluded  by  suggesting  that  on  balance, 
government  regulations  for  drug  safety  tests  actually 
may  have  a detrimental  effect  on  the  public  health  by 
making  the  appearance  of  promising  new  drugs  too 
slow. 


J.C.A.H.  ACCREDITED 


An  apple  a day  won’t 
keep  alcoholism  away! 


The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
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>mpare  the  analgesic  effect 

ibuprofen)  400  mg  tablets  provided  greater  relief  of  pain  than  codeine 
able-blind,  randomized  clinical  study  of  287  patients. 
was  significantly  more  effective  (p  < 0.01)  than  codeine  60  mg  at  the 
id  4'hour  intervals... significantly  more  effective  (p  < 0.01)  than 
• 30  mg,  codeine  15  mg,  and  placebo  at  all  intervals. 


e of  pain  relief— mean  scores 

client  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 


Motrin  400  mg  (ibuprofen)  (59  patients) 
Codeine  60  mg  (58  patients) 

Codeine  30  mg  (59  patients) 

Codeine  15  mg  (54  patients) 

Placebo  (57  patients) 


1st  hour 

after  drug  administration  (hours) 


2nd  hour 


3rd  hour 


4th  hour 

Data  on  file  at  The  Upjohn  Company. 


ablet  q4-6h  pm  pain 

1-tolerated,  nonnarcotic  prescription  for  mild  to  moderate  pain 


jprofen,  Upiohn 


TABLETS 

mg 


a narcotic  • Not  addictive  • Not  habit  forming  • Acts  peripherally 
:ves  pain  rapidly  • Indicated  in  acute  and  chronic  pain  • Well  tolerated 
most  common  side  effect  with  Motrin  is  mild  gastrointestinal  disturbance. 


turn  the  page  for  a brief  summary  of  prescribing  information. 


Motrin’  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 

Motrin'"  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain 

Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been 
established  in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS) 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Fteptlc  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness;  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

‘Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300,  400  or  600  mg  t.i.d.  or  q i d 
Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 

package  insert, 

MED  B-4-S 

THE  UPJOHN  COMPANY 
Kalamazoo,  Michigan  49001  USA 


A blood  test  that  can  detect  recurrent  breast  canc 
up  to  15  months  before  symptoms  arise  has  been  ( 
veloped  by  a three-state  research  team. 

The  test  measures  a substance  in  the  blood.  Fi 
isolated  from  breast  cyst  fluid,  the  substance  has  be 
named  “gross  cystic  disease  fluid  protein.” 

Researchers  led  by  Dr.  Darrow  E.  Haagensen  Jr. 
the  Comprehensive  Cancer  Center  found  lar 
amounts  of  the  protein  only  in  pregnant  women  and 
women  with  recurrent  breast  cancer.  Small  amour i 
occur  normally  in  both  men  and  women,  they  learne 

The  team’s  eight  years  of  work  also  disclosed  tha 

• About  a third  of  216  women  with  recurrent  brer 
cancer  studied  had  elevated  levels  of  the  protein 
their  blood. 

• The  protein  is  not  related  to  another  cancer  ini 
cator,  carcinoembryonic  antigen  (CEA). 

• Tests  for  the  new  protein  and  CEA,  when  us 
together,  can  detect  recurrent  breast  cancer  befc 
any  symptoms  arise  in  28%  of  those  patients  who 
cancer  returns  after  mastectomy. 

• The  new  test  has  not  detected  cancer  in  worm 
whose  malignancy  is  confined  to  the  breast. 

• Physicians  can  use  the  new  test  to  judge  how  wi 
their  patients  with  recurrent  breast  cancer  are  i 
sponding  to  treatment. 

Team  members  have  published  details  of  their  wo 
in  the  “Journal  of  the  National  Cancer  Institute”  ai 
in  the  journal  “Cancer.” 

* * * 

The  Cystic  Fibrosis  Foundation  has  awardi 
$56,404  to  the  medical  center  to  support  Duke's  Cysl 
Fibrosis  Center,  according  to  Robert  P.  Pace,  pre: 
dent  of  the  North  Carolina  chapter  of  the  foundatior 

The  grant  will  help  pay  the  salaries  of  a nurse  coc 
dinator,  a psychiatric  social  worker,  a nutritionist  ai 
a physical  therapist  who  work  with  children  with  tl 
disease,  said  Dr.  Alexander  Spock,  professor 
pediatrics  and  director  of  the  center. 

“It  will  also  support  basic  research  and  teachii 
activities,”  Spock  said. 

The  Duke  Cystic  Fibrosis  Center,  founded  nearly 
years  ago,  treats  about  250  children  from  North  Car 
lina  and  neighboring  states  who  are  afflicted  with  tl 
debilitating  genetic  disease. 

* * * 

Put  this  word  in  the  back  of  your  memory  - 
Acyclovir  (pronounced  a-SIGH-clo-vir).  It’sthe  nan 
of  a drug,  a drug  you’ll  be  reading  much  more  about 
years  ahead  if  studies  under  way  at  the  Duke  Cor 
prehensive  Cancer  Center  prove  its  worth  in  treatii 
prostate  cancer. 

Acyclovir  is  a potent  antivirus  drug  and  may  also  I 
an  anticancer  agent.  If  proven  useful  in  fightir 
cancer,  we  may  be  stepping  into  a bright  new  area  i 
cancer  research. 

The  excitement  surrounding  this  drug,  develope 
by  the  Burroughs  Wellcome  Company,  is  easy  to  ui 
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derstand.  It  may  be  the  first  antiviral  drug  with  very 
few  side  effects. 

All  anticancer  drugs  in  common  use  today  (about  40 
of  them,  excluding  hormonal  compounds)  destroy 
normal  cells  as  well  as  cancer  cells.  They  harm  any' 
rapidly  dividing  cell.  That  includes  cancer  cells,  of 
course,  but  it  also  includes  the  cells  lining  the  mouth, 
throat,  stomach  and  intestines,  the  cells  of  hair  folli- 
cles and  bone  marrow. 

As  a result,  most  current  anticancer  drugs  cause 
nausea  and  temporary  hair  loss  and  some  suppress  the 
bone  marrow,  which  reduces  the  production  of  blood 
cells. 

As  an  antiviral  drug.  Acyclovir  only  attacks  cells 
infected  by  viruses  — not  normal  cells.  This  selective 
punch  makes  it  similar  to  penicillin,  which  attacks 
only  invading  bacteria.  If  Acyclovir  does  attack 
cancer  cells,  the  relationship  between  cancer  and  vi- 
ruses may  be  better  understood. 

Duke  is  one  of  two  centers  testing  the  drug  specifi- 
cally for  its  anticancer  promise  with  patients,  said  Dr. 
Andrew  T.  Huang,  associate  professor  of  medicine 
and  director  of  the  center’s  chemotherapy  service. 
He  discussed  the  research  at  a recent  meeting  of  the 
cancer  center’s  citizens  advisory  committee. 

* * * 

Seventeen-year-old  David  Landers,  who  invented  a 
special  lens  for  eye  surgery,  was  one  of  the  five  N.C. 
high  school  students  chosen  to  give  papers  at  the 
National  Junior  Science  and  Humanities  Symposium 
March  9-11  at  Duke. 

Landers,  the  son  of  Duke  ophthalmologist  Dr. 
Maurice  B.  Landers  III,  was  one  of  180  students  and 
40  teachers  from  throughout  the  state  who  attended 
the  symposium.  Landers'  paper  dealt  with  “Tempor- 
ary Keratoprotheses  for  Use  in  Vitrectomy  Surgery.’’ 
The  lens  Landers  invented,  called  a vitrectomy  tem- 
porary keratoprothesis,  is  sewn  to  the  front  of  the  eye 
during  surgery  to  create  a window  for  surgeons  re- 
pairing damage  resulting  from  injury  or  disease. 

* * * 

Basic  researchers  in  the  U.S.  face  harder  times 
ahead,  beset  by  domestic  budget  cuts  on  the  one  hand 
and  foreign  competition  on  the  other,  Dr.  Philip 
Handler  told  a cross-section  of  Duke  and  Durham 
recently. 

Nonetheless,  Handler  said  he  foresees  some  “eye- 
opening surprises”  coming  out  of  basic  research.  “I 
promise  that  the  best  is  yet  to  come,”  he  said. 

Handler,  president  of  the  National  Academy  of  Sci- 
ences and  a former  chairman  of  the  Duke  Biochemis- 
try Department,  spoke  at  the  annual  Durham 
Chamber  of  Commerce  dinner  in  March.  In  honor  of 
the  medical  center's  50th  anniversary,  the  dinner  was 
held  at  Duke  in  Cameron  Indoor  Stadium.  At  least  92 
Duke  faculty  and  staff  members  were  among  the  esti- 
mated 750  persons  who  attended. 

Many  American  scientists,  especially  those  in  basic 
research,  lack  financial  stability.  Handler  said. 


“Scientists  should  be  kept  on  their  toes,  not  on  their 
knees,”  he  said. 

Money  problems  for  scientists  stem  in  part  from 
America’s  traditionally  large  defense  budgets.  When 
belt-tightening  time  arrives,  politicians  cut  research 
funds  rather  than  defense  funds.  Handler  said,  adding 
that  “science  is  almost  certain  to  suffer”  in  efforts  to 
reduce  the  projected  federal  deficit  for  1981. 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


North  Carolina  Memorial  Hospital  has  received  a 
$798,000  grant  from  the  Robert  Wood  Johnson  Foun- 
dation to  help  convert  its  general  medicine  clinic  into  a 
group  practice  that  will  provide  around-the-clock, 
personalized  care  to  adult  patients  on  a continuing 
basis. 

N.C.  Memorial  was  among  only  15  teaching  hospi- 
tals nationwide  chosen  to  receive  a total  $12  million  in 
grants. 

In  announcing  the  grants.  Foundation  President  Dr. 
David  E.  Rogers  said  they  will  be  used  to  establish 
model  practices  for  the  increasing  number  of  Ameri- 
cans who  use  hospital  clinics  as  their  primary  source 
of  medical  care. 

Dr.  Suzanne  Fletcher,  director  of  medicine  clinics 
at  N.C.  Memorial,  said  most  teaching  hospitals  “have 
always  been  good  at  giving  high  quality  technical, 
expert  care.  But  now  we  have  to  make  sure  the  care 
we  give  is  also  as  well-organized,  personal  and 
humane  as  a patient  can  get  anywhere.” 

Fletcher  said  the  grant  money  will  be  used  to: 

• establish  a maintenance  program  to  ensure  that  all 
patients  who  depend  on  the  group  practice  for  con- 
tinuing care  receive  routine  preventive  health  ser- 
vices; 

• develop  a quality  assurance  program; 

• further  develop  the  hospital’s  computerized  pa- 
tient information  system; 

• set  up  a formal  educational  program  in  ambulatory 
care  for  medical  residents;  and 

• create  a model  group  practice  laboratory. 

The  grant  money  will  be  dispersed  to  the  hospital 
over  the  next  four  years. 

* * * 

North  Carolina's  first  human  cancer  tests  of  inter- 
feron will  begin  this  summer  at  the  University  of 
North  Carolina  at  Chapel  Hill. 

Dr.  John  Whisnant  of  the  University’s  Cancer  Re- 
search Center  said  1 5 to  20  carefully  selected  patients, 
probably  with  recently  diagnosed  lung  cancer,  will 
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receive  injections  of  interferon,  the  naturally  occur- 
ring substance  in  the  body  thought  to  be  effective  in 
treating  certain  forms  of  cancer.  He  said  the  six-week 
interferon  trials  will  not  preclude  the  use,  if  necessary, 
of  more  established  and  proven  methods  of  cancer 
treatment  such  as  surgery,  radiation  and  drug  therapy. 

"What  we  intend  to  do  is  learn  more  about  how  to 
use  this  material  by  carefully  studying  its  biological 
effects  in  a group  of  patients  we  believe  will  benefit 
from  it,"  Whisnant  said. 

He  is  a member  of  a National  Cancer  Institute 
committee  that  recommends  how  the  severely  limited 
amount  of  available  interferon  is  used  and  how  much 
is  allocated  to  various  research  efforts.  He  stressed 
that  only  a portion  of  the  interferon  used  here  will  be 
earmarked  for  human  trials.  Much  of  it  will  continue  to 
be  used  in  laboratory  studies  to  learn  more  about  its 
chemical  makeup  and  how  it  mobilizes  cells  to  defend 
themselves. 

Whisnant  is  also  a consultant  to  the  Burroughs 
Wellcome  Company,  a pharmaceutical  firm  in  the 
Research  Triangle  Park.  The  Wellcome  Research 
Laboratories  have  long  been  active  in  interferon  re- 
search. 

* * * 

North  Carolina  Memorial  Hospital  has  been 
awarded  a $1  million  match  grant  from  the  U.S.  De- 
partment of  Energy  to  continue  its  efforts  in  contain- 
ing costs  and  energy. 

Under  the  provision  of  the  match  grant,  said  hospi- 
tal plant  engineering  director  Harold  Moss,  the  hos- 
pital will  actually  receive  one-half  of  the  amount  of  the 
grant  from  the  federal  government.  The  hospital  will 
be  responsible  for  finding  other  state  sources  to  match 
the  remaining  half  of  the  grant. 

Moss  said  the  three-year  grant  will  enable  N.C. 
Memorial  to  expand  its  projects  in  Energy  Resources 
Management  Activities,  an  energy  conservation  pro- 
gram begun  in  1975  that  has  already  saved  the  hospital 
$300,000. 

Provided  the  hospital  gets  the  matching  funds  to 
help  continue  its  energy-saving  efforts,  he  said  it 
should  be  able  to  save  another  8%,  a projected  annual 
savings  of  $150,000. 

Projects  to  be  started  with  the  money  include  such 
measures  as  improvement  in  the  air  conditioning  sys- 
tem and  roofing,  and  replacement  of  windows.  Major 
measures  also  will  be  taken  to  integrate  existing  heat- 
ing and  air  conditioning  systems  into  a new  com- 
puterized system  and  to  update  obsolete  controls.  In 
addition,  the  grant  will  enable  the  hospital  to  utilize  its 
emergency  generating  capacity  as  a supplementary 
source  of  electricity. 

* * * 

Dr.  Kenneth  Allan  Jacobson,  a research  assistant 
professor  at  the  State  University  of  New  York  at 
Buffalo  since  1976,  joined  the  School  of  Medicine 
faculty  in  May. 

Jacobson,  a Milwaukee  native,  has  also  been  a 


postdoctoral  fellow  and  senior  scientist  at  SUNYAB, 
where  he  now  is  a member  of  the  Association  of  Sci- 
entists, Roswell  Park  Memorial  Institute. 

* * * 

Dr.  Myron  S.  Cohen,  a former  fellow  at  the  Yale 
University  School  of  Medicine  since  1977,  has  been 
named  to  the  faculty  at  the  School  of  Medicine. 

Cohen’s  appointment  as  an  assistant  professor  be- 
came effective  April  1. 

He  is  a member  of  the  American  College  of  Physi- 
cians, American  Federation  of  Clinical  Research  and 
American  Society  of  Microbiology. 

The  Chicago  native  earned  his  B.S.  in  1971  from  the 
University  of  Illinois  and  his  M.D.  in  1974  from  Rush 
Medical  College  in  Chicago.  He  was  an  intern  and 
resident  at  the  University  of  Michigan  Medical  Center 
from  1974-77. 

* * * 

Dr.  Douglas  E.  Henley,  a family  practice  resident, 
was  recently  appointed  resident  representative  to  the 
committee  on  resident  and  student  affairs  of  the 
American  Academy  of  Family  Physicians. 

The  committee  on  resident  and  student  affairs  was 
established  to  study  the  special  problems  of  students 
and  residents  in  relationship  to  family  practice  and  to 
work  with  the  commission  on  membership  and 
member  services  to  encourage  medical  graduates  to 
enter  the  field  of  family  practice  and  join  the  member- 
ship ranks  of  the  AAFP. 

* * * 

Eric  B.  Munson,  the  36-year-old  director  of  the 
University  of  Colorado’s  teaching  hospital  in  Denver, 
has  been  named  general  director  of  North  Carolina 
Memorial  Hospital. 

Announcement  of  the  appointment  was  made  by 
hospital  Board  Chairman  E.  O.  Anderson  Jr.  of  Char- 
lotte, following  a meeting  of  the  board  here  March  24. 
Anderson  said  the  decision  ended  a 2!^-month  search 
that  involved  more  than  190  candidates  for  the  posi- 
tion. 

Munson,  whose  appointment  became  effective 
June  1,  succeeds  Dennis  R.  Barry,  who  left  Chapel 
Hill  last  November  to  become  director  of  Moses  Cone 
Hospital  in  Greensboro. 

The  new  general  director  has  been  associated  with 
the  University  of  Colorado  hospitals  and  its  school  of 
medicine  since  1973.  As  director  of  the  University 
Hospital  in  Denver,  he  served  as  chief  executive  offi- 
cer of  the  major  hospital  in  the  University  of  Colorado 
Health  Sciences  Center.  He  has  also  held  faculty  ap- 
pointments in  preventive  medicine  at  the  University 
of  Colorado  and  in  the  hospital  and  health  adminis- 
tration program  of  the  University  of  Minnesota. 

Prior  to  moving  to  Denver,  he  was  assistant  director 
of  the  University  of  Chicago  Hospitals  and  Clinics  and 
administrator  in  naval  hospitals  at  Camp  Pendelton, 
Calif.,  and  Agana,  Guam. 

He  earned  the  M.B.A.  degree  from  the  University 
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>f  Chicago  Graduate  School  of  Business  in  1967  and 
he  B.A.  degree  from  Wabash  College  in  Craw- 
ordsville,  Ind. 

* * * 

Dr.  Thomas  S.  Miya,  professor  and  dean  of  the 
School  of  Pharmacy  and  professor  of  pharmacology  in 
he  School  of  Medicine,  has  been  appointed  chairman 
)f  the  School  of  Medicine’s  toxicology  curriculum. 

His  appointment  became  effective  March  1. 

Miya  came  to  the  University  in  1977  from  Purdue 
University,  where  he  was  head  of  the  Department  of 
pharmacology.  Last  year,  he  was  elected  president  of 
he  Society  of  Toxicology  and  was  appointed  to  the 
editorial  board  of  the  review  series  “Perspectives  in 
Toxicology. “ He  is  former  president  of  the  American 
Association  of  Colleges  of  Pharmacy,  has  written 
nore  than  100  scientific  publications  and  has  been 
presented  awards  for  his  contributions  to  pharmacy. 

The  Hanford,  Calif.,  native  earned  his  B.S.  in  1947 
'rom  the  University  of  Nebraska  and  his  Ph.D.  in  1952 
rom  Purdue  University. 

* * * 

In  an  effort  to  improve  the  quality  of  care  available 
to  sick  newborns  all  over  the  state,  the  School  of 
Medicine  offers  pediatricians,  obstetricians  and  fam- 
ily doctors  an  opportunity  to  receive  specialized 
training  in  perinatal  medicine. 


Three  times  a year,  four  physicians  from  various 
parts  of  the  state  come  to  Chapel  Hill  to  gain  new 
knowledge  and  practical  experience  in  caring  for 
high-risk  infants.  Each  group  of  physicians  spends 
two  days  a week  for  four  consecutive  weeks  in  what 
has  been  called  a mini-residency  program,  working 
with  fetal  and  infant  care  specialists  at  North  Carolina 
Memorial  Hospital. 

Dr.  Ernest  Kraybill,  associate  professor  of  pediat- 
rics and  ob-gyn  and  co-director  of  the  mini-residency 
program,  says  the  emphasis  is  on  anticipating  and 
recognizing  problems  that  endanger  newborns. 

In  the  mini-residency  program,  visiting  obstetri- 
cians observe  the  care  given  to  sick  babies  in  N.C. 
Memorial’s  critical  care  nursery,  and  pediatricians  see 
patients  in  the  high-risk  obstetrical  clinic. 

* * * 

Dr.  Benson  R.  Wilcox,  professor  and  chief  of  car- 
diothoracic  surgery,  was  elected  treasurer  of  the  Soci- 
ety of  Thoracic  Surgeons  at  its  16th  annual  meeting. 
The  society  has  a current  membership  of  1,921. 

* * * 

Dr.  Paul  L.  Munson,  Sarah  Graham  Kenan  Profes- 
sor of  pharmacology  and  endocrinology,  was  co- 
chairman  of  a symposium  on  “Secretion  and  Me- 
tabolism of  Calcium-Regulating  Factors’’  at  the 
Sixth  International  Congress  of  Endocrinology,  Feb. 
10-16,  in  Melbourne,  Australia. 


FOR  THE  CHEMICALLY  DEPENDENT 

At  the  Charlotte  Treatment  Center  we  believe 
that  those  who  suffer  from  the  treatable  disease  of 
alcoholism,  and  their  families,  are  entitled  to  the  same 
treatment  and  loving  care  as  those  suffering  from 
any  other  disease. 

• Full  time  physician  • Professional  counseling  staff 

• Psychiatric  consultant  • Family  program 

• Registered  nurses  • After-care  program 


P.  0.  Box  240197, 1715  Sharon  Road  West.  Charlotte,  N.C.  28224 


For  Information  Call  (704)  554-0285 
James  F.  Emmert.  Executive  Director 


Rex  R.  Taggart,  M.D..  Medical  Director 
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Munson  also  attended  the  Eighth  International 
Thyroid  Congress  and  the  Kanamatsu  Conference  on 
the  Kidney,  Feb.  3-8,  in  Sydney,  Australia. 

* * * 

Dr.  Edward  J.  Shahady,  chairman  and  professor  of 
family  medicine,  was  a visiting  professor  to  the  Uni- 
versity of  Puerto  Rico  at  Caguas  and  Catholic  Univer- 
sity at  Ponce,  March  17-23.  He  was  also  a guest 
speaker  at  the  Annual  Caribbean  Conference  on  Diag- 
nostic Medicine. 

* * * 

Charlene  M.  Nelson,  L.P.T.,  associate  professor  of 
physical  therapy,  participated  on  a task  force  on 
Electroneuromyographic  Competencies,  March  27,  in 
Washington,  D.C.  The  task  force  has  been  established 
by  the  American  Physical  Therapy  Association’s 
Section  on  Electrophysiological  and  Electrokinesi- 
ological  Measurements  to  outline  the  activities  and 
standards  of  electroneuromyographic  evaluation  pro- 
cedures for  physical  therapists.  Nelson  is  the  section's 
treasurer. 

* * * 

Dr.  Michael  McGinnis,  assistant  professor  of  bac- 
teriology and  immunology,  has  been  invited  by  the 
World  Health  Organization  and  the  Council  for  Inter- 
national Organizations  of  Medical  Sciences  to  review 
the  proposed  list  of  recommended  names,  definitions 
and  synonyms  for  the  section  on  fungal  diseases  of  the 
International  Nomenclature  of  Diseases. 

* * * 

Dr.  Joseph  S.  Pagano,  director  of  the  Cancer  Re- 
search Center  and  professor  of  medicine  and  bac- 
teriology, participated  in  the  International  Conference 
on  Human  Herpesviruses  at  Emory  University,  March 
17-21,  in  Atlanta.  Pagano  presented  an  overview  on 
Latency-EBV  and  CMV  on  March  18,  during  a session 
on  Latency  and  Oncogenesis  and  participated  in  the 
organization  of  a workshop  on  Mechanisms  of  Action 
and  Pharmacokinetics  of  Antivirals  on  March  21. 

* * * 

Dr.  H.  Robert  Brashear,  professor  of  surgery,  has 
been  elected  librarian  of  the  American  Academy  of 
Orthopaedic  Surgeons. 

* * * 

Dr.  William  G.  Hollister,  professor  of  psychiatry, 
served  as  the  principal  speaker  at  the  annual  meeting 
of  the  Kansas  District  Branch  of  the  American 
Psychiatric  Association,  March  14,  in  Wichita.  The 
meeting  was  sponsored  by  the  University  of  Kansas 
School  of  Medicine  and  featured  papers  on  “Unique 
Aspects  of  Non-Urban  Psychiatry.” 

Hollister  also  has  been  awarded  a Hays-Fulbright 
Scholarship  to  lecture  on  community  psychiatry  at 
the  Universities  of  Milan  and  Pavia  in  Italy  in  the 
Spring  of  1981. 


Dr.  Christopher  C.  Fordham,  III,  was  appointed 
chancellor  of  the  University  of  North  Carolina  at 
Chapel  Hill,  effective  March  1. 

Fordham  has  been  vice  chancellor  for  health  affairs 
and  professor  of  medicine  and  community  medicine  at 
the  University  in  Chapel  Hill  since  1977.  He  is  also 
former  dean  of  the  UNC-CH  School  of  Medicine. 

Fordham  succeeds  Ferebee  Taylor  as  chancellor. 
Taylor,  who  became  chancellor  in  1972,  resigned  ef- 
fective Jan.  31  following  a heart  attack  last  year. 

Since  he  joined  the  UNC-CH  faculty  22  years  ago 
Fordham  has  held  a wide  variety  of  positions  at  the 
national  level.  He  is  a former  member  of  the  executive 
council  of  the  Association  of  American  Medical  Col- 
leges and  a past  chairman  of  both  the  AAMC  National 
Council  of  Deans  and  Southern  Regional  Deans. 

A member  of  the  Institute  of  Medicine  of  the  Na- 
tional Academy  of  Sciences,  Fordham  also  is  a diplo- 
mate  of  the  American  Board  of  Internal  Medicine,  a 
Distinguished  Service  Member  of  the  AAMC,  a fellow 
of  the  American  College  of  Physicians  and  a member 
of  the  medical  honorary,  Alpha  Omega  Alpha. 

A native  of  Greensboro  and  a 1951  graduate  of  the 
Harvard  Medical  School,  Fordham  joined  the 
UNC-CH  School  of  Medicine  faculty  in  1958.  From 
1969  to  1971  he  was  vice  president  for  medicine  and 
dean  of  the  school  of  medicine  at  the  Medical  College 
of  Georgia. 

* * * 

Dr.  Cecil  G.  Sheps  has  been  named  Taylor  Grandy 
Distinguished  Professor  in  the  UNC-CH  School  of 
Medicine. 

The  first  director  of  the  UNC-CH  Health  Services 
Research  Center  and  former  vice  chancellor  for  health 
sciences,  Sheps  has  been  professor  of  social  medicine 
in  the  School  of  Medicine  since  1969. 

The  Taylor  Grandy  Distinguished  Professorship 
was  established  by  the  late  Taylor  Grandy,  a newspa- 
per publisher  in  Virginia.  He  prescribed  that  the  pro- 
fessorship go  to  a good  man  in  the  art  and  philosophy 
of  living. 

* * * 

Dr.  Charles  H.  Hendricks,  chairman  of  the  Depart- 

ment of  Obstetrics  and  Gynecology  in  the  UNC-CH 
School  of  Medicine  will  relinquish  the  chairmanshipto 
return  to  fulltime  teaching,  patient  care  and  research 
at  the  university. 

Hendricks,  who  became  chairman  in  1968  and  was 
named  Robert  A.  Ross  Distinguished  Professor  of 
Obstetrics  and  Gynecology  in  1971,  plans  to  step 
down  by  next  July. 

* * * 

The  American  Cancer  Society  has  awarded  a 

$28,000  postdoctoral  fellowship  to  Berch  E.  Henry, 
II,  a microbiologist  in  the  UNC-CH  Cancer  Research 
Center. 

Henry,  who  came  to  UNC-CH  in  Sept.  1979,  is  in- 
terested in  nasopharyngeal  carcinoma. 
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uripihte  for  therapy  with  Catapres 


The  Alpha 
Advantage: 

It’s  for  all  kinds  of  hypertensives 

• Unlike  beta  blockers,  Catapres® has  no  contraindications. 

• Catapres  can  be  useful  even  in  these  patients  with: 

Congestive  heart  failure  Allergic  rhinitis 
Ventricular  hypertrophy  Hepatic  disease 
Hyperglycemia  Hyperuricemia 

Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hypersensitivity 

Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

WOrk/play— normal  hemodynamic  responses  to  exercise  maintained. 

IOV6  — low  incidence  of  impotence  and/or  loss  of  libido: 

2.8%  in  1,923  patients  studied.1 

cardiac  output—  tends  to  return  to  control  values  during  long-term  therapy, 
blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 


The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 


‘Central  alpha-adrenergic  stimulation  decreases  sympathetic  outflow  from 
the  brain,  as  shown  in  animal  studies. 

1.  Data  on  file  at  Boehringer  tngelheim  Ltd. 


Please  see  last  page  for  brief  summary,  including 
warnings,  precautions,  and  adverse  reactions. 


innew 


mg  tablets 


Tablets  of  0.1,0. 


(clonidineaHCI) 

Hypertensi 


The  Alpha 
Advantage: 

It’s  for  all  kinds 
of  hypertensives 

■ Tablets  of  0.1, 0.2, 0.3  mg 

Catapres 

(clonidine  HCI) 

Hypertension 


■ 


. 


i 


i 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  bi 
fast  and  0.1  mg  at  bedtime.  Some  patients  may  be 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2  — 0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blooc 
pressure  response. 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1,  0.2,  0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  paiients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy.  A causal  relationship 
has  not  been  established  in  these  cases.  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine.  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  with 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(Conic  • hydrochloride)  should  receive  periodic  eye  examinations.  While,  except 
dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 1 
longer. 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drows 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely, 
instances  an  exact  causal  relationship  has  not  been  established.)  Thes 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnori 
liver  function  tests:  one  report  of  possible  drug-induced  hepatitis  witho 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochloric 
thalidone  and  papaverine  hydrochloride  Weight  gam,  transient  elevatioi 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  F 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  i 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  a ) 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol  y 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gyne>  n 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnili 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 
Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminish  c 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  >r 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age  3 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  coni 
covery  within  24  hours.  Tolazoline  in  intravenous  doses  of  10  mg  at  1 1 
intervals  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochlor  ) 
dosage. 

How  Supplied:  Catapres,  brand  of  clonidine  hydrochloride,  is  available  £ )J 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  i ). 
available  as  0.3  mg  (peach)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing  information. 

Under  license  from  Boehringer  Ingelheim  GmbH 
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Ingelheim  Ridgefield,  CT  0687 


He  earned  his  B.  A.  and  M.  A.  degrees  at  the  Univer- 
sity of  Arkansas  and  completed  requirements  for  his 
Ph.D.  last  year  at  the  University  of  Mississippi  Medi- 
cal Center. 

AMERICAN  COLLEGE  OF  CARDIOLOGY 

Dr.  Marvin  M.  McCall  of  Charlotte,  the  American 
College  of  Cardiology  governor  for  North  Carolina, 
has  announced  the  names  of  six  North  Carolina  car- 
diovascular specialists  admitted  to  fellowship  in  the 
national  organization.  They  are  Drs.  Joe  E.  Gaddy, 
Jr.,  and  A.  Ray  Newsome  of  Winston-Salem,  Donald 
G.  Hall  of  Charlotte,  Michael  J.  Harper  of  Hender- 
sonville, John  E.  Lawrence,  Jr.,  of  Asheville  and  John 
D.  Rose  of  Greenville. 

The  six  were  among  360  doctors  who  met  the  re- 
quirements for  college  fellowship  in  recent  elections; 
they  bring  total  membership  to  more  than  10,000. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE 

John  Lewis  McCain,  M.D.,  a practicing  internist  in 
Wilson,  received  a Special  Recognition  award  from 
the  American  Society  of  Internal  Medicine  during  its 
24th  Annual  Meeting  in  Washington  in  May. 

McCain  has  been  president,  secretary-treasurer  and 
council  member  of  the  N.C.  Society  of  Internal  Medi- 
cine and  is  a member  of  the  national  society's  Geriat- 
rics Task  Force  and  a past  member  of  the  Allied 
Health  Committee.  He  represents  the  society  as  a 
consultant  to  the  AMA  Committee  on  Allied  Health 
Education  and  Accreditation  and  serves  on  an  AMA 
Joint  Review  Committee  on  Educational  Programs  for 
primary  care  physicians’  assistants.  He  is  a member  of 


the  American  Geriatrics  Society,  a Fellow  of  the 
American  College  of  Physicians  and  serves  on  the 
council  of  the  North  Carolina  chapter  of  the  ACP. 

A leader  in  health  planning  for  North  Carolina,  Dr. 
McCain  is  on  the  executive  committee  of  the  Eastern 
North  Carolina  Systems  Agency  and  the  North  Caro- 
lina Statewide  Health  Coordinating  Council  and  has 
been  second  and  first  vice  president  for  the  North 
Carolina  Medical  Society. 

During  the  1960s,  McCain  served  on  the  Mental 
Health  Committee  of  the  North  Carolina  Medical  So- 
ciety, which  led  to  his  appointment  by  the  governor  as 
chairman  of  the  Professional  Advisory  Council  to  the 
North  Carolina  State  Board  of  Mental  Health.  A 
long-time  member  of  the  North  Carolina  Arthritis 
Foundation,  he  established  a local  arthritis  clinic  in 
association  with  consultants  from  the  University  of 
North  Carolina  School  of  Medicine.  He  chairs  the 
Arthritis  Committee  of  the  North  Carolina  State  De- 
partment of  Human  Resources. 

Currently,  McCain  is  a rheumatologist  at  the  Wilson 
Clinic.  He  helped  develop  a learning  center  at  Wilson 
Memorial  Hospital  which  has  served  as  a model  for 
other  such  centers  throughout  the  state.  He  is  a clini- 
cal associate  professor  of  medicine  at  the  University 
of  North  Carolina  School  of  Medicine  and  lectures  at 
the  Bowman  Gray  School  of  Medicine. 

McCain  received  his  Certificate  in  Medicine  at  the 
University  of  North  Carolina  in  1950  and  his  M.D.  at 
the  University  of  Virginia  School  of  Medicine  in  1952. 
He  interned  at  Philadelphia  General  Hospital  and 
served  his  residency  at  the  North  Carolina  Memorial 
Hospital  in  Chapel  Hill  and  the  Medical  College  of 
Virginia  in  Richmond. 
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Congressional  appropriations  committees  are  con- 
sidering the  administration's  proposals  for  a further 
$500  million  reduction  in  health  program  funding. 

The  cuts  in  an  already  spartan  health  budget,  made 
as  part  of  President  Carter's  all-out  drive  to  balance 
the  budget  to  fight  inflation,  normally  would  receive 
short  shrift  in  Congress  where  health  usually  is  treated 
generously.  However,  this  year  promises  to  be  differ- 
ent as  Congress  generally  shares  the  administration’s 
concern  about  budget  deficits. 

In  addition  to  the  cuts  for  the  fiscal  year  1981  start- 
ing next  October,  the  administration  is  seeking  reduc- 
tions in  appropriations  for  the  current  year  and  res- 
cissions of  appropriations  already  approved  by 
Congress.  Congress  was  asked  to  delay  action  on  the 
$300  million  Child  Health  Assurance  Program,  origi- 
nally slated  to  take  effect  next  fiscal  year,  and  on 
legislation  expanding  Medicare  and  Medicaid  bene- 
fits. There  was  even  a six-month  postponement,  until 
1983,  of  the  administration’s  National  Health  Insur- 
ance plan. 

There  was  little  policy  evident  in  the  indiscriminate, 
down-the-line  budget  paring  of  health  programs.  Dis- 
ease prevention,  mental  health,  alcoholism  and  the 
National  Health  Service  Corps,  not  to  mention  the 
Child  Health  Assurance  Program,  had  all  been  ad- 
ministration favorites. 

Proposed  Health  and  Human  Services  (HHS)  cuts 
are  as  follows: 

Health  Services  Administration  — cut  by  $1 17  mil- 
lion, including  $47  million  for  the  National  Health 
Service  Corps,  $2 1 million  for  community  health  cen- 
ters, and  $15  million  for  family  planning. 

Center  for  Disease  Control  — cut  by  $98  million, 
including  $52  million  for  health  incentive  grants. 

National  Institutes  of  Health  — cut  by  $91  million 
plus  another  $41  million  from  this  year’s  appropria- 
tion. 

National  Cancer  Institute  — cut  by  $43  million. 

National  Heart,  Blood  and  Lung  Institute  — cut  by 
$15.6  million. 

Alcohol,  Drug  Abuse  and  Mental  Health  Adminis- 
tration — cut  by  $102  million  for  state  formula  grants. 

Health  Resources  Administration  — cut  by  $73  mil- 
lion including  $38  million  for  local  health  planning. 

* * * 

The  AMA  has  told  the  Congress  that  “in  these 
times  of  escalating  costs  and  growing  demands  for 
increased  federal  financial  support  in  governmental 
programs,  it  is  more  important  than  ever  that  the  Con- 


gress provide  the  leadership  necessary  to  establish 
priorities  for  the  expenditures  of  finite  federal  funds.” 

In  testimony  before  a subcommittee  of  the  House 
Committee  on  Appropriations,  the  AMA  warned  that 
it  was  essential  that  all  sectors  of  the  economy  coop- 
erate. 

“In  this  connection  the  medical  profession  has  un- 
dertaken an  examination  of  all  aspects  of  health  care 
delivery  in  order  to  constrain  rising  costs  and  con- 
serve the  public  and  private  health  care  dollar  without 
sacrificing  the  quality  or  availability  of  health  care 
services,”  the  AMA  said.  “Through  the  ‘Voluntary 
Effort’  ( VE)  the  medical  profession  and  other  organi- 
zations have  created  an  affirmative  and  positive  pro- 
gram demonstrating  the  concern  of  the  private  sector 
in  controlling  hospital  expenditures  and  seeking  to 
ameliorate  the  impact  of  inflation  on  health  care  costs. 
This  program  has  proven  itself  effective.  Physicians, 
too,  in  response  to  an  AMA  call  for  moderated  in- 
creases in  physician  fees,  have  responded  effectively, 
with  physician  fee  increases  being  below  the  ‘all 
items’  portion  of  the  Consumer  Price  Index  for  the 
past  two  years.” 

In  conclusion,  the  AMA  testified  that  “while  we 
recognize  that  governmental  priorities  must  be  estab- 
lished and  that  certain  programs  must  be  cut,  we  be- 
lieve that  other  programs,  including  those  we  have 
discussed  with  you,  should  be  strongly  supported  if 
the  health  needs  of  the  American  people  are  to  be  met. 
We  urge  this  committee  to  consider  carefully  any 
reductions  in  federal  funding  that  might  compromise 
the  health  of  the  American  people.” 


The  AMA  has  said  no  to  a federal  proposal  that 
physicians  be  asked  to  limit  their  fee  increases  to  6.5% 
this  year.  AMA  Executive  Vice  President  James  H. 
Sammons,  M.D.,  has  told  government  officials  that 
the  overall  rate  of  inflation  is  running  at  about  18%  and 
that  wage  guideline  limits  have  been  set  at  from  7.5% 
to  9%. 

The  Health  and  Human  Services  Department  (the 
new  name  for  the  old  HEW  Department)  and  the 
Council  on  Wage  and  Price  Stability  (COWPS)  have 
been  meeting  with  leaders  of  the  health  providers  in  an 
attempt  to  set  voluntary  fee  and  price  limits. 

Dr.  Sammons  said  the  AMA  will  continue  to  urge 
individual  physicians  to  exercise  restraint,  a policy 
that  has  resulted  over  the  past  two  years  in  a rate  of 
increase  well  behind  the  Consumer  Price  Index  for  the 
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rest  of  the  economy.  In  1978  the  CPI  was  9%;  physi- 
cians' fee  increases,  8. 1%.  Last  year  the  figures  were 
13.3%  and  9.4%,  respectively. 

The  talks  with  the  private  sector  organizations 
making  up  the  VE  mark  a distinct  change  in  official 
attitude.  Former  HEW  Secretary  Joseph  Califano  did 
not  recognize  the  VE  as  a legitimate  effort  to  hold 
down  inflation  and  made  it  the  subject  of  snide  at- 
tacks. The  present  Secretary,  Patricia  Harris,  has  in- 
augurated a policy  of  working  with  the  private  sector 
and  refraining  from  name-calling. 

* * * 

An  economic  recession  will  see  more  people  visiting 
physicians  and  hospitals,  the  AMA  has  cautioned  the 
administration. 

“As  unemployment  levels  rise,  an  increasing 
number  of  individuals  will  not  have  to  take  time  off 
from  their  jobs  in  order  to  obtain  medical  care,"  noted 
Lowell  Steen,  M.D.,  Chairman  of  the  AMA  Board  of 
Trustees.  “In  addition,  experience  in  past  recessions 
indicates  that  recently  unemployed  workers  will  try  to 
obtain  medical  services  before  their  work-related 
health  insurance  benefits  expire." 

Testifying  before  the  administration's  Price  Advis- 
ory Committee.  Dr.  Steen  said  that  the  projected  re- 
cession thus  could  increase  demand  for  medical  ser- 
vices and  force  practice  costs  to  rise. 

Another  factor  to  bear  in  mind,  according  to  the 


AMA  official,  is  that  health  care  policy  makers  — 
including  the  members  of  the  Voluntary  Effort  — have 
adopted  the  goal  of  reducing  hospital  utilization.  “To 
the  extent  that  this  goal  is  met,  it  is  expected  that  the 
demand  for  ambulatory  care  will  increase,  which,  in 
turn , may  lead  to  price  increases  for  services  rendered 
in  physicians’  offices.” 

The  physicians  of  the  nation  have  helped  write 
“a  real  success  story  for  voluntary  restraint,”  said 
Dr.  Steen.  The  “Physicians’  Services”  price  index 
increased  less  rapidly  than  the  “All-items”  index  of 
the  Consumer  Price  Index  in  both  1978  and  1979. 

Dr.  Steen  said  the  AMA’s  policies  and  programs 
represent  a groundswell  of  physician  concern  for  the 
costs  faced  by  their  own  patients. 

Through  the  years,  he  noted,  the  AMA  has  urged 
physicians  to  seek  the  most  economical  form  of  treat- 
ment consistent  with  good  care;  it  has  encouraged 
physician-patient  discussion  of  fees  prior  to  treat- 
ment; and  it  has  supported  voluntary  health  planning 
programs  at  the  community  level  to  assure  appro- 
priate distribution  of  health  care  resources. 

Dr.  Steen  concluded  his  testimony  before  the  Price 
Advisory  Committee  with  details  of  eight  current 
AMA  cost  containment  programs. 

% * * 

The  administration  has  told  Congress  there  will  be 
plenty  of  physicians  around  in  the  1980s.  The  bright 
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outlook  on  the  physician  supply  happens  to  coincide 
with  the  administration’s  desire  to  slash  funding  for 
medical  education.  Hearings  are  underway  in  Con- 
gress on  extending  the  medical  man  power  laws. 

The  report  to  Congress  said  the  number  of  active 
United  States  physicians  increased  more  than  17% 
from  323,000  in  1970  to  379,000  in  1978.  The  “new” 
publication,  a report  to  the  President  and  Congress  on 
the  Status  of  Health  Professions  Personnel  in  the 
United  States  (1980),  also  cited  increases  during  the 
period  in  the  numbers  of  active  practitioners  in  other 
health  professions:  Dentistry  up  19%  from  102,000  to 
121,000;  Optometrists,  15%,  from  18,400  to  21,200; 
Pharmacists 23% from  109,600to  134,600;  Podiatrists, 
14%,  from  7,100  to  8,100;  and  Veterinarians,  32%, 
from  25,000  to  34,200. 

The  HEW  Department  which  issued  a similar  report 
last  year,  said  projections  for  the  1980s  indicate  that 
the  supply  of  physicians  "probably  will  be  adequate  to 
meet  the  nation's  needs  and  could  actually  exceed 
requirements.  By  1990  physician  requirements  are 
predicted  to  range  from  553,000  to  596,000  compared 
to  an  anticipated  supply  of  600,000.” 

The  report  points  out  that  the  projected  increase  in 
physician  supply  does  not  solve  geographic  distribu- 
tion problems. 

"To  solve  geographic  inequities  will  require  some 
leeway  in  the  supply  to  encourage  potentially  excess 
health  personnel  to  locate  in  areas  that  would  not 
otherwise  get  the  manpower  required,”  according  to 
the  report. 

I he  report  also  said  the  anticipated  increase  in  the 
supply  of  U.S. -trained  physicians  should  lessen  a pre- 
vious reliance  on  foreign  medical  graduates  who  ac- 
counted for  1 1%  of  physicians  in  1963  and  20%  in  1977. 

There  have  been  substantial  increases  in  the  num- 
bers ot  women  and  minority  students  pursuing  health 
careers,  but  there  is  no  health  profession  in  which  the 
percentage  of  practitioners  or  the  level  of  enrollment 
ot  minorities  and  women  is  equal  to  their  representa- 
tion in  the  civilian  population,  according  to  the  report. 


The  AMA  has  opposed  as  unnecessary  a pending 
bill  in  the  House  titled  the  "Privacy  of  Medical  Infor- 
mation Act”  (HR  5935). 

Appearing  before  Ways  and  Means  subcommittee 
on  Health,  spokesman  Frederick  W.  Ackerman, 
M.D.,  Chairman  of  the  AMA  Council  on  Legislation, 
said  that  while  the  association  shared  with  the  Con- 
gress its  deep  concerns  over  increasing  threats  to  the 
confidentiality  of  medical  records  and  the  erosion  of 
privacy  of  patients,  it  was  seeking  appropriate  state 
legislative  solutions  to  the  problems,  while  at  the  same 
time  working  to  educate  physicians  and  others  to  be 
sensitive  to  these  issues. 

"Basic  to  our  objection  to  enactment  of  the  bill  is 
our  view  that  there  is  no  need  for  comprehensive 
federal  legislation,”  Dr.  Ackerman  said.  "Any  de- 
ficiencies in  the  present  system  relating  to  confiden- 
tiality of  medical  records  do  not  justify  enactment  of 
federal  legislation  with  the  morass  of  regulation  as- 
suredly to  follow. 

“We  believe  that  the  states  have  shown  an  in- 
creased willingness  and  ability  to  respond  to  these 
problems.  Congress  should  encourage  these  ac- 
tivities, not  supplant  them.  Accordingly,  we  urge  the 
Congress  not  to  adopt  comprehensive  federal  legisla- 
tion, but  to  limit  its  activities  to  appropriate  federal 
areas  in  which  the  states  cannot  act.” 

* * * 

Legislation  in  another  area  to  protect  medical  peer 
review  records  maintained  by  the  Veterans'  Admin- 
istration from  public  release  was  backed,  however,  by 
the  AMA.  Confidentiality  is  critical  to  the  success  of 
any  peer  review  program,  the  AMA  said  in  support  of 
an  amendment  of  Sen.  Herman  Talmadge  (D.-Ga)  to 
the  VA  Physicians  Pay  bill  (S.2534). 

The  AMA  noted  it  has  consistently  supported  con- 
gressional efforts  in  assuring  the  confidentiality  of 
records  of  Professional  Standards  Review  Organiza- 
tions. 
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In  Ufamortam 


ROSCOE  LEGRAND  WALL,  SR.,  M.D. 

Dr.  Roscoe  Legrand  Wall,  Sr.,  an  early  leader  in 
jbringing  the  scientific  application  of  proper  anesthesia 
to  the  operating  rooms  of  North  Carolina  hospitals, 
died  March  17,  1980.  He  was  born  to  Charles  and 
Elizabeth  Wall  at  a site  which  would  later  become 
iWallburg,  North  Carolina.  This  village  in  Davidson 
County  arose  in  direct  response  to  the  need  for  a 
school  and  a post  office  by  the  combined  24  children  of 
Charles  Wall  and  his  brother  George  Wall. 

Receiving  his  undergraduate  and  pre-medical  edu- 
cation at  Wake  Forest  College,  Dr.  Wall  was  gradu- 
ated from  Jefferson  Medical  College  in  1912  and  hap- 
pily took  his  internship  in  Erie,  Pennsylvania,  where 


he  met  a visitor  from  upstate  New  York,  Mary  Curtis 
Glezer. 

As  his  wife,  “Little  Mary”  accompanied  him  on  his 
return  to  practice  in  Winston-Salem  the  following 
year.  Her  small  frame  complemented  his  husky  one 
and  equalled  it  in  inner  strength.  To  their  children,  she 
“epitomized  the  dedicated  physician’s  wife”  for  the 
61  years  of  their  lives  together. 

He  soon  found  himself  interested  in  the  relatively 
new  field  of  anesthesia,  giving  up  his  general  medical 
practice  to  devote  fulltime  to  the  administration  of 
anesthetics,  first  at  the  Twin  City  Hospital  on 
Brookstown  Avenue  and  at  Spencer’s  Sanitorium  at 
Second  and  Liberty  Streets.  The  Lawrence  Hospital 
on  Oak  Street  and  many  of  the  dentists’  offices  also 
found  him  there  regularly,  because  of  his  expertise  in 
administering  proper  anesthesia. 

In  1923  Dr.  Wall  played  a role  in  establishing  the 
North  Carolina  Baptist  Hospital,  where  he  practiced 
his  specialty,  and  in  1942  he  accepted  the  invitation  to 
establish  a Department  of  Anesthesiology  at  Bowman 
Gray  School  of  Medicine.  He  initiated  a training  pro- 
gram for  nurses  specializing  in  anesthesia,  later  train- 
ing residents  in  anesthesiology.  He  organized  the 
North  Carolina  Society  of  Anesthesiologists  in  1949, 
served  as  its  first  president  and  continued  to  be  active 
in  that  organization  until  his  retirement  from  the  medi- 
cal school  in  1956. 

Dr.  Wall  is  survived  by  adaughter  Emily  (Mrs.  John 
Minor)  of  2208  Buena  Vista  Road  in  Winston-Salem 
and  a son.  Dr.  Roscoe  Legrand  Wall,  Jr.,  of  440  Sher- 
wood Forest  Road  in  Winston-Salem. 

Recognized  as  a pioneer  and  leader  in  the  develop- 
ment of  anesthesiology  in  North  Carolina,  Dr.  Wall 
served  us  all  with  his  example  of  careful  work  bal- 
anced by  wit,  humor  and  “setting  of  a steady 
course.”  His  long  and  good  life  will  be  most  remem- 
bered for  having  been  spent  in  relieving  pain  for  the 
thousands  of  patients  whom  he  treated  with  true  de- 
votion and  for  his  contribution  to  the  development  of 
anesthesiology,  and  thus  of  surgery,  in  this  area. 

FORSYTH  COUNTY  MEDICAL  SOCIETY 


JANET  ALEXANDER,  M.D. 

Dr.  Janet  Alexander  graduated  from  the  West 
Woman’s  College  in  Philadelphia  with  a teaching  de- 
gree. Inspired  by  her  sister.  Dr.  Minnie  Alexander,  a 
medical  missionary  to  India,  Janet  Alexander  went 
back  to  medical  school  and  received  her  degree  from 
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the  Medical  College  of  Pennsylvania  after  which  she 
served  a one-year  internship  at  West  Chester,  Pa. 

This  young  native  of  the  Gilead  community  near 
Huntersville  was  then  sent  to  Punjab,  India,  at  her 
request,  by  the  Associate  Reformed  Presbyterian 
missionary  board.  She  founded  the  Nancy  Fullwood 
Hospital,  named  in  honor  of  her  mother.  The  hospital 
grew  from  a two-room  mud  hut  to  a 75-bed  facility 
during  her  tenure  there. 

At  the  time  of  the  India-Pakistan  division.  Dr.  Alex- 
ander was  put  in  charge  of  all  sick  and  injured  women 
and  children  which  involved  caring  for  35,000  ref- 
ugees. In  addition  to  caring  for  wounds  of  war  and 
performing  routine  surgery  and  obstetrics,  she  cared 
for  hundreds  of  patients  suffering  from  cholera, 
malaria,  smallpox,  pneumonia  and  exposure  to  the 
winter  weather. 


Dr.  Alexander  received  her  North  Carolina  Medical 
License  in  1917  and  a courtesy  membership  in  the 
Mecklenburg  County  Medical  Society  in  1920  at  the 
time  she  went  to  India.  She  was  elected  to  full  mem- 
bership in  the  Mecklenburg  society  in  1942  while  still 
in  India  and  in  1948  she  was  elected  to  honorary  mem- 
bership in  the  North  Carolina  Medical  Society.  Last 
year,  she  was  presented  with  her  framed  Honorary 
Membership  in  the  state  society. 

Dr.  Alexander  was  recognized  for  her  outstanding 
service  to  mankind  by  organized  medicine,  by  her  p 
alma  mater,  and  by  King  George  V of  England  who 
presented  her  the  Emperor  of  India  medal.  Her 
greatest  award  was  undoubtedly  the  gratitude  of  the 
people  she  served. 

MECKLENBURG  COUNTY  ' 
MEDICAL  SOCIETY 


Classified  Ads 


PHY'SICIAN  — Pulmonary  Disease  and  TB  Hospital.  Some  ex- 
perience in  pulmonary  medicine  preferred  but  not  necessary.  Good 
salary,  pleasant  working  conditions,  40-hour  work  week.  Near 
resort  area.  Contact  Dr.  H.  D.  Ireland,  Medical  Director,  McCain 
Hospital,  McCain,  NC  28361,  or  call  collect  (919)  944-2351. 

NATIONALLY  BOARD  CERTIFIED  PHYSICIAN  ASSISTANT 
with  approximately  two  years’  experience  which  includes  Family 
Practice,  Internal  Medicine,  General  Surgery,  Orthopedics,  and 
Cardiology.  Seeks  employment  in  North  Carolina.  Write  or  call 
Sanford  Cohen,  109  English  Street,  Kernersville,  N.C.  27284. 
919/996-2845. 

THE  NAVY  MEDICAL  CORPS  currently  has  openings  in  the  U.S. 
and  abroad  for  physicians  in  many  specialties.  You  may  choose  to 
accept  your  commission  as  a Naval  Officer  only  when  satisfied  with 
your  initial  assignment.  Starting  salary  is  comparable  to  a $140,000 
practice.  Regular  working  hours  and  30  days  paid  vacation  annu- 
ally allows  you  time  to  enjoy  family,  friends,  and  hobbies.  The 
Physician  Programs,  Navy  Recruiting  District,  1001  Navaho  Drive, 
Raleigh,  N.C.  27609.  Call  toll  free  in  North  Carolina  1-800-662- 
7568  or  919/872-2547  collect. 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  AND  LOCUM 
TENENS  to  work  for  expanding  established  multi-specialty  group; 
118  JCAH  hosp.,  delightful  small  historic  town  on  Albemarle 
Sound;  Salary  & %.  Life,  health,  disability,  malpractice  insc.,  etc. 
All  available.  Send  resume  to  David  Wright,  M.D.,  Chowan  Medi- 
cal Center,  Edenton,  NC,  27932.  Tel:  (919)  482-2116. 

EMERGENCY  PHYSICIANS  — Locum  Tenens  positions  available 
immediately  and  throughout  the  year  in  coastal.  Triangle,  and 
mountain  locations  of  North  Carolina.  Wide  range  of  patient  vol- 
ume. Malpractice  provided.  Contact:  Coastal  Emergency  Physi- 
cians, P.O.  Box  8703,  Durham,  N.C.  27707,  (919)  489-6521,  in 
North  Carolina  (800)  672-1665. 


EMERGENCY  PHYSICIANS  — Full  Time  — Directorships  avail- 
able. Immediate  openings  in  coastal,  Triangle,  and  mountain  loca- 
tions in  North  Carolina.  Malpractice  provided,  excellent  benefits. 
All  inquiries  confidential.  Grow  with  an  expanding  group.  Contact: 
Coastal  Emergency  Physicians,  P.O.  Box  8703,  Durham,  N.C. 
27707,  (919)  489-6521,  in  North  Carolina  (800)  672-1665. 

G.P.  retiring.  Lucrative  practice  in  rapidly  growing  Piedmont  area  of 
N.C.  Small  town  with  130  bed  hospital  nearby.  Thirty  minutes  from 
large  metropolitan  area.  Centralized  office  site  and  equipment 
available.  Please  reply  to  NCMJ-15,  P.O.  Box  27167,  Raleigh,  N.C. 
27611. 

THE  NORTH  CAROLINA  ACADEMY  of  Physician’s  Assistants  has 
established  an  Employment  Committee.  The  purpose  of  this  com- 
mittee is  to  assist  physicians  who  are  interested  in  hiring  physician’s 
assistants,  as  well  as  to  assist  the  P.  A.  in  their  search  for  satisfac- 
tory employment.  Any  physician  or  group  of  physicians  may  utilize 
the  services  of  this  committee  by  contacting  Ed  Manning,  P.A., 
Chairman,  Employment  Committee,  P.O.  Box  86,  Broughton 
Hospital,  Morganton,  N.C.  28655.  Home  telephone:  (704)  433-4914 
(after  5:00  p.m.);  work  telephone  (704)  433-2514  (8:00  a. m. -5:00 
p.m.) 

NORTH  CAROLINA  — Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
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1716  Grace  Street,  Winston-Salem  27103 

Family  Practice  Harry  Summerlin,  Jr.,  M.D. 

944  Tunnel  Rd.,  Asheville  28805 

Internal  Medicine  Robert  S.  Belk,  M.D. 

P.O.  Box  1020,  Lenoir  28645 

Neurological  Surgery Nat  E.  Watson,  Jr.,  M.D. 

Bowman  Gray,  300  S.  Hawthorne  Road,  Winston-Salem  27103 

Nuclear  Medicine  Nat  E.  Watson,  Jr.,  M.D. 

Bowman  Gray,  300  S.  Hawthorne  Road,  Winston-Salem  27103 

Ophthalmology John  W.  Reed,  M.D. 

300  S.  Hawthorne  Road,  Winston-Salem  27103 

Orthopaedics  Cecil  H.  Neville,  Jr.,  M.D. 

Pinehurst  Surgical  Clinic,  Pinehurst  28374 
Otolaryngology  & Maxillofacial 

Surgery G.  Patrick  Henderson,  Jr.,  M.D. 

115  Highland  Rd.,  Southern  Pines  28387 

Pathology  Arthur  L.  Dee,  M.D. 

5210  Carmel  Park  Dr.,  Charlotte  2821 1 

Pediatrics  Dave  Tayloe,  M.D. 

608  E.  Twelfth  Street,  Washington  27889 

Public  Health  & Education  Lewis  L.  Bock,  M.D. 

P.O.  Box  2091,  Raleigh  27602 

Surgery Richard  T.  Myers,  M.D. 

Dept,  of  Surgery,  Bowman  Gray,  Winston-Salem  27103 

Urology John  S.  Harman,  M.D. 

1610  Vaughn  Rd.,  Burlington  27215 


Delegates  to  the  American  Medical  Association 

James  E.  Davis,  M.D.,  2609  N.  Duke  St.,  Ste.  402,  Durham  27704 
— 2-year  term  (January  1,  1981-December  31,  1982) 

JohnGi  asson,  M.D..2609N.  Duke  St.,  Ste.  301,  Durham  27704  — 
2-year  term  (January  1,  1981-December  31,  1982) 

David  G.  Welton,  M.D.,  3535  Randolph  Rd.,  1 0 1 -,  Charlotte 
28211 — 2-year  term  (January  1,  1980-December  31 , 1981) 
Frank  R.  Reynolds,  M.D.,  1613  Dock  St.,  Wilmington  28401  — 
2-year  term  (January  1,  1981-December  31,  1982) 

Louis  deS.  Shaffner,  M.D.,  Bowman  Gray,  Winston-Salem 
27103  — 2-year  term  (January  I,  1980-December  31,  1981) 


Alternates  to  the  American  Medical  Association 

E.  Harvey  Estes.  Jr.,  M.D.,  Duke  Med.  Ctr.,  Box  2914,  Durham 
27710  — 2-year  term  (January  1,  1981-December  31,  1982) 
Chari  es  W.  Styron,  M.D.,  615  St.  Mary's  St.,  Raleigh  27605  — 
2-year  term  (January  1,  1980-December  31,  1981) 

D.  E.  Ward,  Jr.,  M.D.,  2604  N.  Elm  St.,  Lumberton  28358  — 
2-year  term  (January  1,  1980-December  31 , 1981) 

Jesse  Caldwell,  Jr.,  M.D.,  1307  Park  Lane,  Gastonia  28052  — 
2-year  term  (January  1,  1981-December  31,  1982) 

M.  Frank  Sohmer,  M.D.,  2240  Cloverdale  Ave.,  Ste.  88, 
Winston-Salem  27103  — 2-year  term  (January  1,  1981-December 
31,  1982) 
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Official  Disability  Income  Plan 


What 

it  means 
to  you... 

our  40th  year 

of  Professionals  Serving  Professionals 

means  the  “HALLMARK  OR  RELIABILITY” the  peace  of  mind  in  knowing  that  there  would  be  adequate 

come  to  insure  your  lifestyle  should  you  be  disabled  to  practice  your  profession. 

A,  at  CRUMPTON  COMPANY,  specialize  in  the  professional  Disability  field  and  pay  all  claims  personally  (Last 
sar  alone,  over  one  million  dollars  to  disabled  physicians  in  North  Carolina).  The  record  is  well  known.  Let  us  know 
3w  we  may  assist  you  by  calling  or  writing  to  us  for  information. 


J.  L.  & J.  SLADE  CRUMPTON 

INCORPORATED 

PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 


Academy  Center  • 3001  Academy  Road  • P.O.  Box  8500  • Durham,  N.C.  27707  • (919)  493-2441 
APPROVED  INSURERS  TO:  N.C.  Medical  • N.C.  Dental  • N.C.  Bar  Groups  • N.C.  Engineers  • N.C.  AIA  • N.C.  CPA’s 


GET  A BIGGER  SLICE 


1  Start  each  day  with  breakfast. 

Your  body  needs  refueling  in 
the  AM. Try  a sandwich  or  spaghetti 
if  your  taste  isn't  for  cereal,  bacon 
or  eggs. 

2  Eat  three  meals  a day. 

Skipping  meals  could  shorten 
your  life,  so  eat  regularly  and  wi 
—three  square  meals  a 
day  to  stay  healthy. 

3  Limit 
alcoholic 
beverages. 

If  you  drink,  do 
it  in  moderation. 

Try  to  avoid  drinks 
served  on  the  rocks  or 
straight  up.  Have  some  food 
in  your  stomach.  And  sip,  don't  gulp. 

4  Limit  your  smoking. 

If  you  smoke,  use  moderation. 
Don't  smoke  your  cigarette  all  the 
way  down.  Limit  the  number  of  cig- 
arettes you  smoke.  Don't  smoke 
till  noon  You'll  breathe  a lot  easier 
if  you  cut  down  a little  or  even  stop. 

5  Watch  your  weight. 

Each  extra  pound  you  put  on 
brings  you  closer  to  diseases  of 
the  heart,  arteries,  internal  organs, 
even  diabetes.  But  diet  wisely. 

Follow  your  doctor's  advice. 


OF  LIFE 


You  can  expect  to 
add  an  actual  11 
extra  years 
to  your  life,  if 
you  follow 
these  7 rules. 


Blue  Cross 
Blue  Shield 


6  Schedule  enough  sleep. 

Your  body  needs  enough  time 
to  rest.  Get  7-8  hours  sleep  if  you're 
between  20  and  55  If  you're  over 
55,  you  could  get  by  on  slightly  less. 

7  Get  plenty  of  exercise. 

Long  walks  count  as  exercise. 
So  does  dancing,  gardening,  climb- 
ing stairs.  Plan  to  get  moderate 


exercise  of  some  sort  two  or  three 
times  a week. 

For  a free  brochure  on  how  to  get 
all  the  life  that's  coming  to  you, 
write  to:  Public  Relations,  Blue 
Cross  and  Blue  Shield  of  North 
Carolina,  PO.  Box  2291 , Durham, 
North  Carolina  27702. 


of  North  Carolina 


©1979  Blue  Cross  and  Blue  Shield  of  North  Carolina,  Durham,  North  Carolina 


PRESIDENT'S  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


NO.  2.  July  1980 


I Greetings: 

I A large  percentage  of  the  membership  is  in  the  1978-1980  cycle  for  CME  requirements. 

| As  a service  to  you  letters  have  been  mailed  listing  the  hours  reported  to  date. 

150  hours  for  each  three  year  cycle  are  required  to  satisfy  the  CME  requirement  for 
| continued  membership  in  the  North  Carolina  Medical  Society  by  action  of  the  House  of 
| Delegates. 

As  Chairman  John  Dees  of  our  Committee  on  Legislation  predicted  the  General  Assembly 
convened  for  three  weeks  for  a budgetary  session. 

| 

Of  interest  to  the  medical  community  was  a proposal  by  Governor  Hunt  to  raise  the 
rate  of  reimbursement  to  physicians  under  the  Medicaid  Program  from  90  to  100  percent 
of  the  75th  percentile.  The  Governor  did  not  request  any  additional  funds  to  cover 
any  increased  cost  to  the  program. 

Members  of  the  Joint  Appropriations  Committee  did  not  agree  with  the  contention  of 
the  Governor  that  if  physician  fees  were  increased  then  hospital  emergency  room  usage 
would  decrease,  thus  offsetting  the  rise  in  amounts  paid  to  providers.  Another 
argument  against  the  proposal  was  that  all  health  care  providers  were  not  included 
in  the  increase.  Additional  problems,  i.e.  paperwork,  etc.,  were  cited  as  the  cause 
of  low  physician  participation  in  the  program.  The  Appropriations  Committee  deleted 
this  proposal  from  the  budget  package  so  the  increase  did  not  reach  either  chamber 
for  a vote. 

I would  remind  you  the  General  Assembly  will  convene  again  in  mid-January.  As  mentioned 
in  the  last  Newsletter  and  as  I will  remind  you  frequently,  there  will  be  many  areas 
vital  interest  to  the  practicing  physician.  We  will  need  to  call  on  many  of  you 
on  short  notice  to  attend  these  meetings. 

As  directed  by  the  1980  House  of  Delegates  resolution  a committee  has  been  appointed 
to  1 provide  for  overview  and  continued  liaison  with  the  Office  of  the  Secretary  of 
Human  Resources  pertaining  to  public  health  programs,11.  The  four  physician  members 
of  the  State  Commission  for  Health  Services,  Drs . Jesse  Meredith,  Earl  Trevathan, 

William  Rippy , and  Thornton  Cleek,  have  all  graciously  agreed  to  this  added  responsi- 
bility. I am  pleased  to  report  that  Dr.  John  Ashe  and  Dr.  Harvey  Estes  have  also 
agreed  to  serve.  The  committee  will  be  chaired  by  Dr.  Julian  Keith,  Professor  of 
Family  Practice  at  Bowman  Gray  and  a former  family  practitioner  of  Clarkton,  North 
Carolina.  Dr.  Tilson,  State  Health  Director,  has  expressed  his  willingness  and  in- 
terest in  working  with  this  committee  to  seek  amiable  solutions  in  the  best  interest 
of  the  public. 

On  the  IPA/HMO  front  activity  continues.  Representatives  of  PruCare,  a for-profit 
wholly  owned  subsidiary  of  Prudential  Life  Insurance  Company,  have  reported  to  the 
North  Carolina  Medical  Society  its  plan  for  an  HMO  feasibility  study  in  Charlotte. 
PruCare  has  established  HMOs  in  Nashville,  Houston,  Austin,  Oklahoma  City,  and  Atlanta 
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to  date.  Some  of  these  are  in  existing  facilities,  which  have  been  renovated;  other: 
are  new  construction.  These  are  ambulatory  primary  care  facilities  with  satellite 
offices.  Contracts  are  made  with  existing  hospitals  for  inpatient  care  and  with 
specialists  for  other  needed  care.  Contracts  with  existing  professional  groups  have 
occurred  in  some  cities  for  the  primary  care.  In  other  areas  they  have  started  by 
recruiting  multiple  local  professionals  for  the  KMO  staff.  Enrollments  of  50,000  to 
100,000  people  are  projected  in  each  of  these  HMOs  within  10  years.  Even  these 
numbers  of  enrollees  would  have  marginal  impact  on  the  existing  medical  system.  In 
this  10  year  period,  with  normal  growth,  enrollment  would  represent  less  than  10  per 
cent  of  the  market.  PruCare  is  privately  funded  with  no  tax  or  federal  support. 
Prudential  Insurance  Company  i>  committing  80  to  100  million  dollars  to  PruCare  in 
this  10  year  period.  The  feasibility  study  in  Charlotte  will  encompass  employer 
groups,  hospitals,  physicians,  and  other  considerations  with  the  study  being  comp  let) 
this  fall. 

The  18  member  IPA  Physician  Advisory  Group  met  with  Blue  Cross  management  for  the  fi 
meeting  on  June  18th.  The  purpose  of  this  meeting  was  to  hear  the  results  of  invest 
gations  of  Blue  Cross  management  in  IPA  plans.  This  committee  will  meet  again  on 
July  9th  to  continue  to  have  input  into  Blue  Cross'  consideration  of  the  possibility 
offering  an  IPA  program. 

I would  remind  you  that  the  elections  are  in  November  for  local,  state,  and  national 
offices.  Now  is  the  time  to  meet,  support,  and  contribute  to  the  candidate  of  your 
choice.  It's  more  difficult  to  make  these  contacts  after  the  election  has  occurred. 
You  need  to  make  your  choices  now  and  make  yourselves  known  to  the  candidates  throug 

support . 

Enclosed  you  will  find  a copy  of  a letter  published  in  the  Charlotte  Observer  on 
June  21st.  This  letter  is  from  a committee  of  pulmonary  specialists  appointed  by 
the  Mecklenburg  County  Medical  Society  to  respond  to  the  series  of  articles  publishe 
earlier  on  Byssinosis.  I think  you  will  find  this  most  informative. 

Best  wishes  for  a good  vacation  and  a good  summer. 


Sincerely  yours. 


Frank  Sohmer,  M.  D. 


I 


NOW  MY  BUSINESS 
IS  AS  GOOD  AS  MY  PRACTICE 


I’m  a physician.  But  I'm  also 
business  man.  That's  why 
r clinic  has  a business 
anager. 

It  takes  a lot  of  work  to  man- 
e all  the  business  details  of 
growing  practice  like  ours, 
lat's  why  we  have  BASMED. 
:uts  work  and  handles  the 
tails. 

(That  makes  everything  a lot 
sier.  Like  insurance  process- 
g.  With  BASMED  we  do  little 
are  than  enter  the  name,  date, 
-d  procedure  for  each  patient. 
^SMED  fills  in  the  rest  from 
vast  electronic  files.  It  prints 
e forms  for  the  right  insurance 
mpanies,  ready  for  mailing. 
BASMED  makes  short  work 
administrative  tasks  too— 

^e  balancing  daily  receipts 


and  charges.  And  it  generates 
periodic  reports  at  the  touch  of 
a button.  For  example,  if  we 
want  information  on  account 
aging,  total  dollars  and  units 
by  procedure,  charges  by  doc- 
tor, or  insurance  claims  aging, 
BASMED  puts  it  right  in  our 
hands. 

The  result  is  a more  efficient 
office  and  improved  cashflow. 
In  fact,  BASMED  does  its  job 
so  well  that  I hardly  know  it's 
there. 

But  my  business  manager 
does.  And  my  office  staff  does. 
They're  very  happy  with 
BASMED. 

That  makes  me  happy. 

And  that  means  we  all  do  a 
better  job. 

For  more  information  on 


how  to  give  your  practice  the 
business,  call  TOLL  FREE: 

1-800-334-7010 

In  NC  call  collect: 
919-851-8512 

Medical  Systems  Division 
Business  Application  Systems 


BASMED 

The  Medical 
Business  System 


business  application  systems,  inc. 
7334  chapel  hill  road 
raleigh,n.c.  27607 


Tail  of  whipworm 
(Trichuris  trichiura) 


Vermox:  the  only  anthelmintic 
highly  effective 
against  whipworm. 


Cure  Rate 

Egg  Reduction 

VERMOX® 

68%  * 

93%  * * 

Mintezol1 

35%  t 

45%  tt 

Antiminth2 

Not  Indicated 

Povan3 

Not  Indicated 

Also  highly  effective  against 
roundworm  and  hookworm 

Since  whipworm,  roundworm  and  hookworm  are  all  soil-borne 
helminths,  mixed  infections  are  not  uncommon.  Only  one  anthelmintic 
exhibits  high  efficacy  rates  for  all  three  nematodes:  whipworm-68%; 
roundworm— 98%;  hookworm— 96%. That  agent  is  VERMOX® 

Please  see  following  page  for  Summary  of  Prescribing  Information. 

Broad-spectrum  coverage 
in  mixed  helminthic  infections 

Vermox., 

Committed  to  research. . . 
because  so  much  remains  to  be  done. 

©Janssen  Pharmaceutica  Inc.  1980  JPI-023 


(mebendazole) 


0 JANSSEN  PHARMACEUTICA  INC. 
New  Brunswick,  N.J.  08903 


Broad-spectrum 
coverage  in  mixed 
helminthic  infections 


m M TABLETS 

Vermox 


(mebendazole) 


Contraindications  VERMOX  is  contraindicated  in 
pregnant  women  (see:  Pregnancy  Precautions)  and 
in  persons  who  have  shown  hypersensitivity  to 
the  drug. 

Precautions  PREGNANCY:  VERMOX  has  shown 
embryotoxic  and  teratogenic  activity  in  pregnant  rats 
at  single  oral  doses  as  low  as  1 0 mg/kg.  Since 
VERMOX  may  have  a risk  of  producing  fetal  damage 
if  administered  during  pregnancy,  it  is 
contraindicated  in  pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively 
studied  in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  two  years  the  relative 
benefit/ risk  should  be  considered. 

Adverse  Reactions  Transient  symptoms  of 
abdominal  pain  and  diarrhea  have  occurred  in  cases 
of  massive  infection  and  expulsion  of  worms. 

Dosage  and  Administration  The  same  dosage 
schedule  applies  to  children  and  adults.  The  tablet 
may  be  chewed,  swallowed  or  crushed  and  mixed 
with  food.  For  the  control  of  pinworm  (enterobiasis), 
a single  tablet  is  administered  orally,  one  time. 

For  the  control  of  roundworm  (ascariasis),  whipworm 
(trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and 
evening,  on  three  consecutive  days. 

If  the  patient  is  not  cured  three  weeks  after 
treatment,  a second  course  of  treatment  is  advised. 
No  special  procedures,  such  as  fasting  or  purging, 
are  required. 


* Mean  cure  rate  of  VERMOX®in  treating  whipworm; 
cure  rate  range  of  61  -75%.  Data  on  file  at  Janssen 
Pharmaceutica  Inc. 

* Mean  egg  reduction  of  VERMOX®  in  treating 
whipworm;  egg  reduction  range  of  70-99%.  Data  on 
file  at  Janssen  Pharmaceutica  Inc. 

+ Rollo,  I.M. : Drugs  used  in  the  chemotherapy  of 
helminthiasis,  in  Goodman,  L.S. ; and  Gilman,  A. 
(eds.):  The  Pharmacological  Basis  of  Therapeutics , 
ed.  5.  New  York,  Macmillan,  1975,  p.  1034. 

'•‘Miller,  M.J.;  Krupp,  I.M.;  Little,  M.D.;  Santos,  C.: 
Mebendazole  an  effective  anthelmintic  for 
trichuriasis  and  enterobiasis.  JAMA  230  (10):  1412- 
1414,  Dec.  9,  1974. 

1 . Registered  trademark  of  Merck  Sharp  and  Dohme. 

2.  Registered  trademark  of  Roerig. 

3.  Registered  trademark  of  Parke-Davis. 


1 JANSSEN  PHARMACEUTICA  INC. 
Pj  New  Brunswick,  N.J.  08903 

Committed  to  research. . . 
because  so  much  remains  to  be  done. 


NORTH  CAROLINA 
MEDICAL  SOCIETY 
MEETINGS 


ANNUAL  MEETING 

May  7-10,  1981 

Pinehurst  Hotel 
Pinehurst,  N.C. 

Opportunity  to  complete 
up  to  25  hours  of 
Continuing  Medical 
Education  credit. 


COMMITTEE  CONCLAVE 
September  24-28,  1980 

Mid  Pines  Club 
Southern  Pines,  N.C. 


LEADERSHIP  CONFERENCE 
February  6-7,  1981 

Raleigh,  N.C. 


PRACTICE  MANAGEMENT  PRIMER 
HOW  TO  GET  YOUR  DAY  IN  COURT 

DO  accept  patients  that  are  critical  of  your  peers  and  have  “doctor  shopped”  all  over  town. 

DON’T  participate  in  CME  as  this  may  reduce  future  allegations  of  misdiagnosis,  inappro- 
priate drug  regime,  outdated  information  and  surgical  procedures. 

DO  be  critical  of  another  doctor  or  his  management.  That  you  were  not  “there”  and  have 
incomplete  information  is  unimportant. 

DON’T  involve  the  patient.  Remain  aloof  and  adopt  the  master  and  servant  atmosphere. 
Then  when  a possible  complication  or  bad  result  occurs,  it’s  all  your  fault. 

DO  obliterate  or  cunningly  change  record  errors  rather  than  circle  the  erroneous  entry  and 
correct  it  in  the  margin,  dated  and  initialed. 

DON’T  keep  detailed,  neat  and  orderly  records  as  this  will  indicate  your  carelessness  and 
disorganization.  Also,  don’t  record  broken  appointments  or  the  patient’s  failure  to  follow 
your  instructions. 

DO  all  you  can  to  avoid  patient  and  family  when  there  is  an  untoward  event.  An  attitude  of 
genuine  concern  with  appropriate  explanations  will  only  renew  their  confidence  and  lead 
them  to  believe  you  are  aggressively  managing  the  situation. 

DON’T  seek  a consultation  when  appropriate.  This  could  benefit  the  patient  or  support 
your  position. 

DO  persist  with  high  pressure  billing  practices  that  could  inflame  a patient,  for  without  first 
reviewing  the  chart  or  making  a sincere  effort  to  determine  the  reason  for  the  delinquency, 
there  may  be  a genuine  issue. 

DON’T  be  cognizant  of  your  office  staff.  Their  unconcerned  curtness,  inappropriate  ap- 
pointment scheduling  and  lack  of  empathy  can  cause  a patient  to  seek  redress  — against 
you. 

Adhering  to  the  above  may  enable  you  to: 

Be  served  with  a Summons  and  Complaint. 

Have  your  name  brought  to  the  attention  of  the  news  media. 

Take  time  off  from  your  practice. 

Spend  some  sleepless  nights. 

Meet  new  friends  (lawyers,  court  reporters,  peer  experts,  etc.). 

Pay  higher  insurance  rates. 


MEDICAL  LIABILITY  MUTUAL  INSURANCE  CO. 

BOX  27285,  RALEIGH,  N.C.  27611 
(919)828-9334 


MANDALA  CENTER  HOSPITAL 


From  time  to  time  individuals  may  experience  extreme  problems  in  living.  When  this  happens,  it  may 
become  necessary  to  seek  help  from  experienced  members  of  the  medical  and  helping  professions. 
Mandala  Center  is  an  uncommon  program  dedicated  to  bringing  to  individuals  an  awareness  of  the 
source  of  their  distress  and  help  them  find  resolutions  to  their  problems. 

Mandala  Center  is  a JCAH  accredited,  private  psychiatric  hospital  that  specializes  in  the  treatment  of 
psychiatric  illness,  drug  addiction,  and  alcoholism.  The  hospital  was  established  in  1972  and  is 
founded  upon  an  interdisciplinary  treatment  approach.  The  75-bed  facility  is  located  in  Winston- 
Salem,  NC,  on  a 15-acre  site,  and  offers  a full  range  of  therapeutic  modalities.  Under  medical 
supervision,  the  treatment  team  consists  of  psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  psychiatric  nurses,  mental  health  workers  and  activities  therapists.  General  medical  care  and 
special  medical  problems  are  provided  for  by  the  consulting  staff. 

Adults  and  adolescents  may  enter  the  program  which  handles  all  categories  of  emotional  and 
mental  dysfunction. 


MEDICAL  STAFF 

Bruce  W.  Rau,  M.D.,  Medical  Director 
Roger  L.  McCauley,  M.D. 

Larry  T.  Burch,  M.D. 

Edward  H.  Weaver,  M.D. 

Robert  W.  Gibson,  M.D. 

James  Mattox,  M.D. 

Ali  Jarrahi,  M.D. 

Selwyn  Rose,  M.D. 

Glenn  N.  Burgess,  M.D. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 


MEMBERSHIP  IN: 

N.C.  Hospital  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 


For  Information,  please  contact: 
Richard  V.  Woodard,  Administrator 


Towards  Wholeness 


YOUR  SUPPORT  IS  NEEDED 
CONTRIBUTE  TO  WORTHY  PROJECTS 


TAX  DEDUCTIBLE 


THE  NORTH  CAROLINA  MEDICAL  SOCIETY  FOUNDATION,  INC.  was  created  in  1966 
originally  to  receive  funds  for  the  construction  of  a new  headquarters 
office  in  Raleigh.  However,  when  other  methods  of  financing  a permanent 
building  were  devised,  the  role  of  the  Foundation  was  changed.  This 
change  permitted  the  N.  C.  Medical  Society  Foundation  to  be  approved  as 
a charitable  institution  empowered  to  receive  TAX  EXEMPT  contributions 
for  the  purposes  of  education  and  scientific  advancement.  The  North 
Carolina  Medical  Society  Foundation,  Inc.  has  a 501(c)  (3)  letter  from 
the  Internal  Revenue  Service. 


Among  the  contributions  made  to  the  Foundation  since  its  inception  have 
been : 


— The  Forsyth-Stokes  Medical  Auxiliary  Benevolent  and  Educational 
Fund  in  1971,  and 

— the  assets  of  the  Joseph  Ward  Hooper,  Sr.,  Trust  which  were 
transferred  to  the  Foundation  in  1976. 

While  these  examples  of  group  contributions  have  been  greatly  appreciated, 
your  individual  support  is  badly  needed.  Today,  after  more  than  12  years, 
the  resources  of  the  Foundation  are  still  quite  limited.  As  the  financial 
resources  grow,  the  opportunities  to  use  these  funds  for  worthy  projects 
will  increase  and  all  of  us  will  benefit  by  its  success. 


At  this  time  the  Foundation  is  prepared  to: 

— serve  as  a custodian  of  contributions  designated  by  groups  for 
special  projects, 

— receive  direct  contributions  and  donations  of  stock  or  general 
capital  certificates  of  the  Medical  Liability  Mutual  Insurance 
Company,  all  TAX  EXEMPT,  and  to 

— accept  from  wills  bequests  which,  properly  defined,  would  not 
be  taxable  to  the  estate  of  the  donor. 


Please  make  your  tax  exempt  contribution  payable  to:  THE  NORTH  CAROLINA 

MEDICAL  SOCIETY  FOUNDATION,  INC.  and  mail  to: 


N.  C.  Medical  Society  Foundation 
P.  0.  Box  27167 
Raleigh,  N.  C.  27611 


Pioneers  in  Medicine 
For  the  Family 

BOOTS  PHARMACEUTICALS,  INC 

Operating  in  the  U.S.  since  1977,  Boots  is  a world-wide 
leader  in  pharmaceutical  research  and  manufacture.  Boots 
has  directed  its  efforts  toward  providing  products  useful  in 
the  practice  of  family  medicine. 

Some  of  our  better  known  products  are  Ru-Tuss@  and 
Ru-Verts . This  advertisement  highlights  three  other 
products  particularly  useful  for  the  family. 


F-E-P  CREME 


® 


TWIN-K 


® 


SU-TON 


fi 4i' 


The  4 in  1 Corticosteroid  Cream 

Anti-inflammatory,  antifunsal,  antibacterial  actioi 
and,  uniquely,  a topical  anesthetic  for  imm 
diate  relief  of  the  itching  or  burning  th 
frequently  accompanies  skin  pro 
lems.  One  size  (1/2  ounce),  oi 
strength  for  ease  of  prescription 


For  the  Majority  of  Steroid-Responsh 
Dermatoses*  Seen  in  Family  Practice 

F-E-P  CREME9 

(lodochlorhydroxyquin  — Pramoxine  HCI  — Hydrocortisone) 


♦This  drug  has  been  evaluated  as  possibly  effec 
for  these  indications.  See  prescribing  informal 
on  last  page  of  this  advertisement. 


For  Potassium  Supplementation 


TWIN 


<®  Each  15  ml  supplies  20  mEq  of  potassium 
as  a combination  of  potassium  gluconate 
(15  mEq)  and  potassium  citrate  (5  mEq)  in  a sorbitol  base. 


The  good  tasting  potassium  supplement 

• Designed  for  prophylactic  use  with  diuretics  and 
adrenocorticoids. 

• Pleasant  taste  and  convenient  b.i.d.  dosage  aid 
patient  compliance. 

• Avoids  the  problems  of  a chloride  salt. 

“The  organic  salt  can  be 
given  as  a liquid  without 
producing  significant 
gastric  symptoms  and 
without  an  untoward 
effect  on  the  mucosa 
of  the  small  intestine!’1 

Note:  In  hypokalemic  hypochloremic  alkalosis,  potassium 
chloride  supplementation  may  be  preferred. 


1 Beeson-McDermott,  Textbook  of  Medicine,  15th  Ed.  1979,  W.B. 
Saunders  Co.,  Philadelphia,  p.  1959 


See  prescribing  information  on  last  page 
of  this  advertisement. 


r the  Geriatric  Patient 


U-TON 

lid  Tonic 


)leasant  tasting  prescription  tonic  containing  iron,  vitamins, 
lerals,  an  analeptic  and  18%  alcohol.  Ideal  for  those  who 
i benefit  from  vitamin  deficiency  prevention.  Just  one 
lespoon  before  each  meal. 

h 45  ml  (3  tablespoonfuls)  contains: 

tylenetetrazol 30  mg 

:in 50  mg 

min  B-1 10  mg 

min  B-2 5 mg 

min  B-6 1 mg 

min  B-1 2 3 meg 

line 100  mg 

itol 50  mg 

iganese  (as  Manganese  Sulfate) 1 mg 

jnesium  (as  Magnesium  Sulfate) 2 mg 

: (as  Zinc  Sulfate) 1 mg 

(as  Ferric  Pyrophosphate,  Soluble) 22  mg 

ohol 18% 

Describing  information  on  last  page  of  this  advertisement. 


Please  send  me  patient  starter  samples  of: 


□ F-E-P  CREME® 


F-E-P  CREME®  TWIN-K® 


DESCRIPTION:  F-E-P  Creme  Is  a topical  water  soluble  anti-inflam- 
matory, anesthetic,  preparation  intended  for  treatment  of  various 
Inflammatory  skin  disorders.  The  drug  contains  the  following  active 


ingredients: 

lodochlorhydroxyquin 3.0% 

Pramoxine  Hydrochloride 0.5% 

Hydrocortisone 1.0% 

INDICATIONS  AND  USAGE: 


Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  indications  as  follows,  "Possibly 
effective":  Contact  or  atopic  dermatitis;  impetiginized 
eczema;  nummular  eczema,  infantile  eczema,  endogenous 
chronic  infectious  dermatitis;  stasis  dermatitis,  pyodenna, 
nuchal  eczema  and  chronic  eczematoid  otitis  externa;  acne 
urticata;  localized  or  disseminated  neurodermatitis;  lichen 
simplex  chronicus;  anogenital  pruritus  (vulvae,  scroti,  ani), 
folliculitis;  bacterial  dermatoses;  mycotic  dermatoses  such  as 
tinea  (capitis,  cruris,  corporis,  pedis);  moniliasis;  intertrigo. 
Final  classification  on  the  less-than-effective  indications 
requires  further  investigation. 


Pramoxine  Hydrochloride  promptly  relieves  pain  and  itch.  This 
compound  may  be  used  safely  on  the  skin  of  those  patients  sen- 
sitive to  the  "caine"  type  local  anesthetics. 
CONTRAINDICATIONS:  Hypersensitivity  to  F-E-P  Creme,  or  any  of 
its  ingredients  or  related  compounds;  lesions  of  the  eye; 
tuberculosis  of  the  skin;  most  viral  skin  lesions  (including  herpes 
simplex,  vaccinia  and  varicella). 

WARNINGS:  This  product  is  not  for  ophthalmic  use.  In  the 
presence  of  systemic  infections,  appropriate  antibiotics  should 
be  used 

USE  IN  PREGNANCY:  Topical  steroids  have  not  been  reported  to 
have  an  adverse  effect  on  pregnancy.  However,  fetal  abnormal- 
ities have  been  produced  in  pregnant  laboatory  animals  that  have 
been  exposed  to  large  doses  of  topical  corticosteroids.  Drugs  of 
this  class  should  not  be  used  extensively  during  pregnancy. 
PRECAUTIONS:  F-E-P  Creme  may  be  irritating  to  the  skin  in  some 
patients.  If  irritation  occurs  discontinue  therapy.  Staining  of 
clothes  or  hair  may  also  occur  with  use  of  this  preparation. 
Although  systemic  toxicity  has  not  been  reported  with  this  drug, 
adrenal  pituitary  suppression  is  possible,  especially  when  the 
drug  is  used  extensively  or  kept  under  an  occlusive  dressing  for  a 
prolonged  period,  lodochlorhydroxyquin  can  be  absorbed 
through  the  skin  and  interfere  with  thyroid  function  tests.  Therapy 
with  this  preparation  should  stop  at  least  a month  before 
performance  of  these  tests. 

The  ferric  chloride  test  for  phenylketonuria  (PKU)  can  be  positive 
if  F-E-P  Creme  is  on  the  diaper  or  in  the  urine.  Prolonged  use  of 
this  drug  may  result  in  an  overgrowth  of  nonsusceptible 
organisms  requiring  appropriate  therapy. 

ADVERSE  REACTIONS:  Skin  rash  or  hypersensitivity  may  occur  fol- 
lowing topical  application.  The  following  local  adverse  reactions 
have  been  reported  with  topical  corticosteroids,  especially 
under  occlusive  dressings:  burning,  itching,  irritation,  dryness, 
folliculitis,  hypertrichosis,  acneiform  eruptions,  hypopigmenta- 
tion,  perioral  dermatitis,  allergic  contact  dermatitis,  maceration 
of  the  skin,  secondary  infection,  skin  atrophy,  striae,  miliara. 
Discontinue  therapy  if  untoward  reactions  occur. 

DOSAGE  AND  ADMINISTRATION:  Apply  a thin  layer  of  the  drug 
to  affected  parts  3-4  times  daily. 

Not*: 

1 . F-E-P  Creme  is  distributed  with  3.0%  iodochlorhydroxyquin  for 
use  when  antibacterial/antifungal  activity  is  desired. 

2.  F-E-P  Creme  (Plain)  is  the  regular  formulation,  but  without 
iodochlorhydroxyquin. 

Both  of  these  preparations  contain  pramoxine  hydrochloride, 
which  has  topical  anesthetic  properties.  Pramoxine  is  not  chem- 
ically related  to  benzoic  acid  or  amide  type  topical  anesthetics. 
Patients  can  tolerate  pramoxine  although  they  may  be  sensitive  to 
other  "caine"  type  of  topical  or  local  anesthetics. 

HOW  SUPPLIED: 

F-E-P  Creme  F-E-P  Creme  Plain 

J4  ounce  (15  gm)  tubes  'A  ounce  (15  gm)  tubes 

NDC  0524-0026-51  NDC  0524-0025-51 

CAUTION:  Federal  law  prohibits  dispensing  without  a prescrip- 
tion. 


DESCRIPTION:  Each  15  milliliter  (tablespoonful)  supplies  20  mEq 
of  elemental  potassium  as  a combination  of  potassium  gluconate 
(15  mEq)  and  potassium  citrate  (5  mEq)  in  a sorbitol  base  with 
flavoring. 

INDICATIONS  AND  USAGE:  For  use  as  oral  potassium  therapy  in 
the  prevention  or  treatment  of  hypokalemia  which  may  occur 
secondary  to  diuretic  or  corticosteroid  administration.  It  may  be 
used  in  the  treatment  of  cardiac  arrhythmias  due  to  digitalis 
intoxication. 

CONTRAINDICATIONS:  Severe  renal  impairment  with  oliguria  or 
azotemia,  untreated  Addison's  disease,  adynamia  episodica 
hereditaria,  acute  dehydration,  heat  cramps  and  hyperkalemia 
from  any  cause.  This  product  should  not  be  used  in  patients 
receiving  aldosterone  antagonists  or  triamterene. 

WARNINGS:  TWIN-K  (potassium  gluconate  and  potassium  citrate) 
is  a palatable  form  of  oral  potassium  replacement.  It  appears  that 
little  if  any  potassium  gluconate-citrate  penetrates  as  far  as  the 
jejunum  or  ileum  where  enteric  coated  potassium  chloride 
lesions  have  been  noted.  Excessive,  undiluted  doses  of  TWIN-K 
may  cause  a saline  laxative  effect. 

To  minimize  gastrointestinal  irritation  it  is  recommended  that 
TWIN-K  be  taken  with  meals  or  diluted  with  water  or  fruit  juice.  A 
tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution. 

PRECAUTIONS:  Potassium  is  a major  intracellular  cation  which 
plays  a significant  role  in  body  physiology.  The  serum  level  of 
potassium  is  normally  3.8  -5.0  mEq/liter.  While  the  serum  or 
plasma  level  is  a poor  indicator  of  total  body  stores,  a plasma  or 
serum  level  below  3.5  mEq/liter  is  considered  to  be  indicative 
of  hypokalemia. 

The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine.  However,  hypokalemia  can  also  occur 
with  vomiting,  gastric  drainage  and  diarrhea. 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements.  With  normal  kidney  function  it 
is  difficult  to  produce  potassium  intoxication  by  oral 
administration.  However,  potassium  supplements  must  be 
administered  with  caution  since  usually  the  exact  amount  of  the 
deficiency  is  not  accurately  known.  Checks  on  the  patient's 
clinical  status  and  periodic  E.K.G.  and/or  serum  potassium  levels 
should  be  made.  High  serum  potassium  levels  may  cause  death 
by  cardiac  depression,  arrhythmias  or  arrest. 

In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions.  TWIN-K  is  not 
recommended  for  use  in  these  patients. 

ADVERSE  REACTIONS:  Symptoms  of  potassium  intoxication 
include  paresthesias  of  the  extremities,  flacid  paralysis,  listless- 
ness, mental  confusion,  weakness  and  heaviness  of  the  legs,  fall  in 
blood  pressure,  cardiac  arrhythmias  and  heart  block.  Hyper- 
kalemia may  exhibit  the  following  electrocardiographic 
abnormalities:  disappearance  of  the  P wave,  widening  and 
slurring  of  the  QRS  complex,  changes  of  the  ST  segment  and  tall 
peaked  T waves. 

TWIN-K  taken  on  an  empty  stomach  in  undiluted  doses  larger  than 
30  ml  can  produce  gastric  irritation  with  nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort. 

OVERDOSAGE:  The  administration  of  oral  potassium  supple- 
ments to  persons  with  normal  kidney  function  rarely  causes 
serious  hyperkalemia.  However,  if  the  renal  excretory  function  is 
impaired  potentially  fatal  hyperkalemia  can  result.  It  is  important 
to  note  that  hyperkalemia  is  usually  asymptomatic  and  may  be 
manifested  only  by  an  increased  serum  potassium  concentration 
with  E.K.G.  changes. 

Treatment  measures  include: 

1 . Elimination  of  potassium  containing  drugs  or  foods. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10- 20  units  of  crystalline  insulin 
per  1000  milliliters. 

3.  Correction  of  acidosis. 

4.  Use  of  exchange  resins  or  peritoneal  dialysis. 

In  treating  hyperkalemia  it  should  be  noted  that  patients 
stabilized  on  digitalis  can  develop  digitalis  toxicity  when  the 
serum  potassium  concentration  is  changed  too  rapidly. 

DOSAGE  AND  ADMINISTRATION:  The  usual  adult  dosage  is  one 
tablespoonful  (15  ml)  in  6-8  fluid  ounces  of  water  or  fruit  juice, 


two  to  four  times  a day.  This  will  supply  40  to  3 
elemental  potassium.  The  usual  preventative  dose  of  p< 
20  mEq  per  day  while  therapeutic  doses  range  from  : 
100  mEq  per  day  Because  of  the  potential  for  gastrc 
irritation,  undiluted  large  single  doses  (30  ml  or  more) 
are  to  be  avoided. 

Deviations  from  this  schedule  may  be  indicated,  since  n 
total  daily  dose  can  be  defined,  but  must  be  govemei 
observation  for  clinical  effects, 

HOW  SUPPLIED:  Pint  bottles.  NDC  0524-0021-16 
CAUTION:  Federal  law  prohibits  dispensing  w'tnout  C 
tion. 


SU-TON® 

DESCRIPTION:  Forty-five  ml  of  SU-TON  contains  the 
ingredients: 

Pentylenetetrazol 

Niacin , 

Vitamin  B-1 

Vitamin  B-2 

Vitamin  B-6 

Vitamin  B-12 

Choline 

Inositol 

Manganese  (as  Manganese  Sulfate) 

Magnesium  (as  Magnesium  Sulfate) 

Zinc  (as  Zinc  Sulfate) 

Iron  (as  Ferric  Pyrophosphate,  Soluble) 

Alcohol .sd 

INDICATIONS  AND  USAGE:  SU-TON  contains  pentylei 
which  may  be  helpful  in  the  older  patient  as  an  anale 
when  mental  confusion  and  memory  defects  are  preser 
also  contains  vitamins,  trace  minerals,  and  iron,  fortho; 
who  may  benefit  by  preventing  the  development  of  a < 
CONTRAINDICATIONS:  Epilepsy,  convulsive  disorders 
history  of  sensitivity  to  any  of  the  listed  active  ingredie 
WARNINGS:  The  safety  of  this  preparation  during  pregi 
lactation  has  not  been  established.  Use  of  this  drug  re< 
the  physician  evaluate  the  potential  benefits  of  the  dr 
any  possible  hazard  to  the  mother  and  child. 
PRECAUTIONS:  Although  there  are  no  absolute  cor 
tions  to  pentylenetetrazol,  it  should  be  used  with  < 
epileptic  patients  or  those  known  to  have  a low  i 
threshold  or  a focal  brain  lesion.  Caution  should  be 
when  treating  patients  with  high  doses  of  SU-TON  who  I 
disease  While  pentylenetetrazol  does  not  act  direc 
myocardium,  the  results  from  central  vagal  stimulat 
cause  bradycardia. 

ADVERSE  REACTIONS:  Pentylenetetrazol  in  high  d 
produce  toxic  symptoms  typical  of  central  nervoi 
stimulants,  which  act  on  the  higher  motor  centers  and 
cord.  Convulsions  resulting  from  this  drug  are  spontar 
are  not  induced  by  external  stimuli.  They  usually  last 
minutes  and  are  followed  by  profound  depres 
respiratory  paralysis  Death  has  been  reported  from  th< 
of  10  grams  of  pentylenetetrazol. 

DRUG  ABUSE:  Drug  dependence  has  not  been  repc 
SU-TON 

OVERDOSAGE:  Signs  and  symptoms  of  acute  overdo 
due  principally  from  overstimulation  of  the  centr< 
system  and  from  excessive  vasodilatation  with 
autonomic  nervous  system  imbalance.Thesymptomsm 
the  following:  vomiting,  agitation,  tremors,  hyperrefle. 
ing,  confusion,  hallucinations,  headache,  hyr 
tachycardia.  Treatment  consists  of  appropriate  si 
measures.  If  signs  and  symptoms  are  not  too  seven 
patient  is  conscious,  gastric  evacuation  may  be  accom 
induction  of  emesis  or  gastric  lavage. 

Intensive  care  must  be  provided  to  maintain  adequa 
tion  and  respiratory  exchange. 

DOSAGE  AND  ADMINISTRATION:  One  tablespoonfin 
times  a day  20-30  minutes  before  meals  This  drug  is  nc 
children  under  12  years  of  age. 

HOW  SUPPLIED: 

Bottles  of  473  ml  (16  floz)  NDC  052 

CAUTION:  Federal  law  prohibits  dispensing  without  ■ 

tion. 
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Comparison  of  the  Staphylococcal  Coagglutination 
and  Countercurrent  Immunoelectrophoresis 
Techniques  for  the  Rapid  Detection  of 
Bacterial  Antigens  in  Cerebrospinal  Fluid 

Kenneth  D.  Hampton,  B.S.,  and  Benedict  L.  Wasilauskas,  Ph.D. 


ABSTRACT  The  staphylococcal 
coagglutination  technique  (CoA)  was 
used  in  conjunction  with  countercur- 
rent immunoelectrophoresis  (CIEP) 
to  evaluate  64  cerebrospinal  fluids 
for  the  presence  of  bacterial  anti- 
gens, All  specimens  were  tested  for 
antigens  of  Haemophilus  influenzae 
type  b,  Streptococcus  pneumoniae , 
Neisseria  meningitidis  and  group  B 
streptococcus.  Nonspecific  multiple 
agglutination  reactions  were  seen 
with  the  majority  of  specimens  tested 
either  directly  with  CoA  reagents  or 
premixed  with  a soluble  protein  A 
solution.  However,  all  specimens 
produced  definitive  reactions  when 
retested  after  heat-treatment. 
Twenty-nine  heat-treated  specimens 
were  positive  by  CoA,  whereas  CIEP 
detected  antigens  in  only  20  speci- 
mens. Both  CoA  and  CIEP  reacted 
with  one  specimen  producing  a 
false-positive  result.  There  was  one 
false-negative  result  using  CoA  and 
11  with  CIEP.  Consequently,  we  feel 
CoA  provides  a rapid,  more  sensitive 
and  less  expensive  method  than  CIEP 
for  the  detection  of  bacterial  antigens 
in  cerebrospinal  fluids. 


Department  of  Pathology 

Bowman  Gray  School  of  Medicine  of  Wake  Forest 
University 
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INTRODUCTION 

PROMPT  preliminary  bacterio- 
logical information  about  cere- 
brospinal fluids  (CSF)  or  other 
normally  sterile  body  fluids  is  of 
great  clinical  importance.  Routine 
Gram  stain  of  specimens  may  be 
negative  when  small  numbers  of 
microorganisms  are  present,  while 
cultures  require  overnight  incuba- 
tion and  may  not  demonstrate  the 
pathogen  in  cases  of  partially 
treated  meningitis.  Therefore,  more 
sensitive  and  rapid  diagnostic  tech- 
niques have  been  developed  to  de- 
tect specific  microbial  antigens 
present  during  infection;  these  in- 
clude radioimmunoassay  (RIA),1-4 
countercurrent  immunoelectropho- 
resis (CIEP),2’5,6-10  latex  agglutina- 
tion (LA),2,7’10-16  and  staphylococ- 
cal coagglutination  (CoA).7,9,10’17,18 
RIA  procedures  are  reported  by 
Kaythy  et  al1  to  be  most  sensitive  in 
the  detection  of  bacterial  antigens. 
Expensive  equipment,  reagent 
preparation  and  requirements  for 
standardization  are  major  disad- 
vantages in  routine  use  of  RIA  in 
most  laboratories,  and  a minimum 
incubation  period  of  two  to  three 
hours  is  required  for  test  results. 
Special  equipment  is  required  to 
perform  CIEP,  and  a minimum  of  30 
minutes  is  necessary  before  the  re- 
sults are  available.7  Inadequate 


sensitivity  with  CIEP  for  antigen 
detection  has  been  observed2,7,10 
making  alternative  methods  desira- 
ble. EA  is  fast  and  simple  to  perform 
and  is  comparable  to  RIA  in  sen- 
sitivity. However,  nonspecific  and 
false-positive  reactions  have  been 
noted  with  LA.2,12,14  CoA,  using 
Staphylococcus  aureus  cells  as  in- 
dicator particles  coated  with  spe- 
cific antisera  in  a slide  agglutination 
reaction,  has  been  shown  to  possess 
superior  sensitivity  as  compared  to 
CIEP.7,10  Nonspecific  agglutination 
reactions  with  CoA  reagents  have 
been  attributed  to  high  protein 
contents  in  some  CSF  specimens. 
Pretreatment  with  either  a soluble 
protein  A solution10,17  or  heat7  was 
found  to  eliminate  such  nonspecific 
reactions. 

We  compared  direct  testing, 
protein  A pretreatment,  and  heat- 
treatment  on  64  CSF  specimens  to 
evaluate  CoA  for  bacterial  antigen 
detection.  In  addition,  CoA  was 
compared  with  CIEP  to  determine 
which  method  was  more  sensitive 
for  routine  use  in  the  laboratory. 

MATERIALS  AND  METHODS 

Specimens:  Sixty-four  CSF  spe- 
cimens submitted  for  routine  cul- 
ture to  our  bacteriology  laboratory 
were  tested  for  the  presence  of 
bacterial  antigens.  Specimens  were 
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stored  at  — 70°C  when  evaluation  by 
the  CoA  procedure  could  not  be 
done  immediately.  The  results  of 
bacteriological  culture  for  all  CSF 
specimens  tested  were  compared 
with  the  CoA  and  CIEP  results. 

Antisera:  All  antisera  used  in 
either  coating  the  staphylococcal 
cell  suspensions  for  CoA  or  for 
CIEP  determinations  are  available 
from  commercial  sources.  An- 
tiserum for  the  detection  of  H.  in- 
fluenzae type  b was  purchased  from 
Hyland  Division  of  Travenol  Lab- 
oratories, Costa  Mesa,  Calif.,  or 
was  provided  from  the  Department 
of  Microbiology,  Bowman  Gray 
School  of  Medicine,  Winston-Salem, 
N.C.  Pneumococcal  omniserum, 
obtained  from  the  Statens  Serum- 
institut,  Copenhagen,  Denmark,  was 
used  for  antigen  detection  of  Strepto- 
coccus pneumoniae.  Serotyping  an- 
tiserum used  for  the  detection  of  ex- 
tractable carbohydrates  of  group  B 
streptococcus  was  purchased  from 
Baltimore  Biological  Laboratory, 
Cockeysville,  Md.  Two  pools  of 
meningococcal  antisera  were  used  for 
N.  meningitidis  antigen  detection; 
pool  1 (Burroughs  Wellcome  Co., 
Research  Triangle  Park,  N.C.)  con- 
tained antibodies  against  serogroups 
A,  B,  C,  and  D;  pool  2 (Difco 
Laboratories,  Detroit,  Mich.)  con- 
tained antibodies  against  serogroups 
X,  Y and  Z. 

CIEP:  All  procedures  were  car- 
ried out  using  the  Austigen  II 
Counterimmunoelectrophoresis  kit 
(Hyland  Division  of  Travenol  Lab- 
oratories). The  electrophoresis  was 
performed  using  a constant  current 
of  40  milliamperes  for  30  minutes. 
Precipitation  lines  were  observed 
immediately  with  the  aid  of  a hand 
lens  (10X). 

CoA  reagents:  The  staphylococ- 
cal cell  suspension  was  prepared  by 
the  method  of  Kronvall19  using  the 
protein  A-rich  Cowan  I strain  of 
Staphylococcus  aureus  (ATCC 
12598).  A 0.1  ml  volume  of  each 
specific  antiserum  was  added  to  1 .0 
ml  portions  of  a 10%  (vol/vol)  con- 
centration of  the  cells,  respectively. 
The  staphylococcal-antiserum 
mixtures  were  vortexed  to  insure 
even  coating  of  the  cells.  The  sus- 
pension was  centrifuged  at  2000  rpm 
for  10  minutes,  and  the  resulting  cell 


pellet  was  reconstituted  to  the 
original  10%  (vol/vol)  concentration 
with  phosphate-buffered  saline 
(PBS)  at  pH  7.2.  This  reagent  was 
stored  at  4°C  prior  to  use.  This  rea- 
gent is  commercially  available  as 
Pansorbin  from  Calbiochem- 
Behring,  LaJolla,  Calif. 

Soluble  protein  A:  Extraction  of 
crude,  soluble  staphylococcal  pro- 
tein A was  performed  by  the  method 
of  Forsgren  and  Sjoquist.2"  No  at- 
tempt was  made  to  purify  the  pro- 
tein A by  further  precipitation.  The 
concentration  of  crude  protein  A 
was  750  /xg/ml  as  determined  by  the 
turbidimetric  method  using  a 
Perkin-Elmer  Amylase-Lipid  Ana- 
lyzer.21 

CoA  tests:  After  routine  culture, 
CSF  specimens  were  reacted  with 
each  specific  antibody-coated  CoA 
reagent.  A 10/xl  portion  of  CSF  and 
CoA  reagent  was  mixed  on  a glass 
slide  and  rotated  manually  for  two 
minutes.  All  CSF  specimens  pro- 
ducing multiple  agglutination  reac- 
tions were  tested  by  two  other  pro- 
cedures. For  the  first  procedure, 
CSF  and  the  protein  A solution 
were  mixed  in  equal  ( 10  /xl)  portions 
on  a slide  for  one  minute  before  the 
addition  of  CoA  reagents.  A 20  /xl 
volume  of  each  CoA  reagent  was 
added  to  the  protein  A treated  CSF 
to  maintain  proportional  cell  reac- 
tion concentrations.  The  mixtures 
were  rotated  as  before.  For  the  sec- 
ond procedure,  approximately  0.1 
ml  of  each  CSF  specimen  was 
heated  at  80-l00°C  for  five  minutes 
in  a screw-cap  tube  to  prevent 
evaporation.  Each  heated  CFS 
specimen  was  mixed  with  CoA  re- 


agents in  equal  (10  /xl)  portions  and 
rotated  as  before.  For  sensitivity 
comparison,  each  heat-treated  CSF 
specimen  producing  agglutination 
with  a specific  antibody-coated 
CoA  reagent  was  retested  by  CIEP 
with  the  same  antiserum  used  to 
coat  the  staphylococcal  cell  suspen- 
sion. 

RESULTS 

Direct  testing  of  CSF  specimens  i 
produced  agglutination  reactions 
with  more  than  one  CoA  reagent 
providing  nonspecific  information 
in  most  cases.  These  multiple  ag- 
glutination reactions  could  not  be 
eliminated  satisfactorily  with  the 
addition  of  a soluble  protein  A solu- 
tion extracted  from  the  Cowan  I 
staphylococcal  strain.  Others7,910 
have  reported  similar  results  after 
pretreatment  of  specimens  with 
protein  A.  However,  all  CSF  spe- 
cimens produced  definitive  re- 
actions when  heat-treated  before 
the  CoA  tests  were  done.  Table  1 
shows  the  frequency  of  nonspecific 
reactions  for  the  CSF  specimens 
tested. 

The  culture  results,  CoA  testing 
for  the  heated  CSF  specimens,  and 
subsequent  CIEP  results  for  the 
original  samples  are  shown  in  Table 
2.  Of  the  64  CSF  specimens  tested, 
CoA  was  found  to  be  more  sensitive 
than  CIEP  for  10  specimens  con- 
taining bacterial  antigens.  Of  the  26 
specimens  positive  by  culture  for 
organisms  represented  by  antisera, 

25  contained  quantities  of  antigen 
detectable  by  CoA.  In  addition, 
three  specimens  negative  by  culture 
were  positive  by  CoA.  These  three 


TABLE  I 

Frequency  of  nonspecific  staphylococcal  coagglutination  reactions  for  64  CSF 
specimens  by  direct  testing,  premixing  with  a protein  A solution  (750  ^g/ml),  and 
pretreating  with  heat  (80-100  C for  5 min)  when  tested  for  bacterial  antigens. 


Culture  Results 

Haemophilus  influenzae  type  b 
Streptococcus  pneumoniae 
Neisseria  meningitidis 


No.  of 
Specimens 

10 

8 

4 


No.  of  Specimens  with 
Nonspecific  Agglutination9 


Oirect 

8 

7 

2 


With  Protein  A 

7 

6 

2 


Heat 

0 

0 

0 


Group  B 

Streptococcus 
Other  organisms 
Negative 
Total 


4 

12 

26 

64 


4 

12 

24 

57 


3 

8 

21 

47 


“Nonspecific  agglutination  — multiple  agglutination  reactions  with  more  than  one  CoA  reagent 
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TABLE  II 

Culture  results  for  64  CSF  specimens  evaluated  for  bacterial  antigens 
by  CIEP  and  CoA  procedures. 


No.  of 

Culture  Results  Specimens 

Haemophilus  influenzae  type  b 10 

Streptococcus  pneumoniae  8 

Neisseria  meningitidis  4 

Group  B 

Streptococcus  4 

Other  organisms  12 

Negative  26 

Total  64 


a All  CSF  specimens  heated  to  80-100°C  for  5 min  before  CoA  testing 
6 Klebsiella  pneumoniae  cross-reaction  with  S.  pneumoniae  antiserum 
'CIEP  positive  for  W.  meningitidis  group  D 
"Specimens  previously  positive  by  culture 


Positive  Results 


CIEP 

9 

4 

1 


CoA" 

10 

8 

3 


4 

1b 

1C 

20 


4 

1» 

3d 

29 


specimens  were  from  patients  who 
previously  had  positive  cultures  for 
group  B streptococcus  and  H.  in- 
fluenzae. CIEP  was  negative  for 
eight  culture-positive  specimens 
and  the  additional  three  culture- 
negative specimens  in  which  anti- 
gen was  detected  by  CoA. 

Positive  culture  results  were  ob- 
tained for  H.  influenzae  type  b from 
10  specimens.  Nine  samples  were 
positive  by  CIEP  using  the  Hyland 
antiserum  for  H.  influenzae  type  b. 
CoA  reagents  prepared  with  Hyland 
antiserum  detected  antigen  in  the 
same  nine  specimens  as  CIEP. 
However,  using  the  antiserum  for 
H.  influenzae  prepared  by  Bowman 
Gray,  all  10  specimens  with  positive 
culture  results  were  detected  by 
CoA.  In  addition,  the  Bowman 
Gray  antiserum  detected  antigen  in 
one  specimen  with  a negative  cul- 
ture from  a patient  three  days  after  a 
positive  culture  for  H.  influenzae. 

Pneumococcal  antigen  was  de- 
tected in  all  eight  culture-positive 
specimens  by  CoA.  Only  four  of 
these  were  positive  by  CIEP.  One 
specimen,  positive  for  Klebsiella 
pneumoniae  by  culture,  cross- 
reacted  with  both  the  CoA  reagent 
and  CIEP  for  pneumococcus.  No 
cross-reactions  were  produced  with 
CoA  reagents  or  CIEP  from  speci- 
mens positive  for  other  organisms, 
such  as,  Escherichia  coli,  Entero- 
bacter  aerogenes,  Pseudomonas 
aeruginosa , Staphylococcus  au- 
reus, group  D enterococcus,  or  viri- 
dans  group  streptococcus. 

Of  the  four  CSF  specimens 
culture-positive  for  meningococci. 


three  were  positive  by  CoA  and 
only  one  by  CIEP.  One  CSF  speci- 
men with  negative  culture  results 
produced  a CIEP  precipitation 
reaction  with  group  D meningococ- 
cal antiserum  but  was  negative  by 
CoA  for  antigen.  Because  this 
specimen  was  bloody,  culture  was 
negative  and  meningitis  caused  by 
this  serogroup  of  N.  meningitidis  is 
very  rare,5  it  is  probable  that  this 
was  a false-positive  reaction. 

Group  B streptococcus  was  cul- 
tured from  four  CSF  specimens;  all 
were  CoA  and  CIEP  positive.  Sub- 
sequently, two  CSF  cultures  from 
patients  with  previously  positive 
cultures  for  group  B streptococcus 
yielded  no  growth.  CoA  demon- 
strated carbohydrates  in  both 
specimens,  while  CIEP  was  nega- 
tive. 

DISCUSSION 

When  antisera-coated  staphylo- 
coccal cells  were  used  in  a simple 
slide  agglutination  procedure, 
bacterial  antigens  were  detected  in 
specimens  which  were  negative  by 
the  CIEP.  Others2,7,10  have  reported 
the  sensitivity  of  the  CIEP  tech- 
nique to  be  deficient  for  the  detec- 
tion of  bacterial  antigens  when 
compared  with  other  methods.  All 
64  CSF  specimens  were  evaluated 
by  CoA  without  difficulties  in  in- 
terpretation after  heat-treatment. 
CoA  tests  could  be  performed  in 
less  than  10  minutes,  whereas  CIEP 
required  at  least  30  minutes.  CoA 
detected  antigens  in  heated  speci- 
mens without  any  decrease  in  reac- 
tivity. This  was  determined  by  tit- 


rating several  CSF  specimens  and 
reacting  the  specimens  with  CoA 
reagents  before  and  after  heating. 

Extra  sensitivity  was  achieved 
using  antiserum  prepared  by  our 
department  of  microbiology  instead 
of  the  antiserum  from  Hyland  for  H. 
influenzae  type  b.  Two  additional 
specimens  were  found  to  contain 
antigen  by  CoA  using  the  former 
antiserum.  CIEP  did  not  yield  posi- 
tive results  even  when  these  speci- 
mens were  retested  using  the  former 
antiserum  for  H.  influenzae . An- 
tiserum for  H.  influenzae  prepared 
in  such  laboratories  has  been  found 
to  provide  better  sensitivity  than 
commercial  antiserum.10 

The  poor  CIEP  results  for  pneu- 
mococcal antigen  detection  may 
have  been  due  to  the  capsular  types 
present  in  the  CSF  specimens. 
Pneumococcal  capsular  types  7 and 
14  do  not  produce  visible  bands  by 
CIEP  because  these  poly- 
saccharides fail  to  migrate  in  com- 
mercial buffers.22  The  specific 
types  of  pneumococci  present  in  the 
CSF  specimens  were  not  deter- 
mined in  this  study.  However,  if  the 
CoA  procedure  is  used,  types  7 and 
14  will  be  detected  and  this  presents 
a distinct  advantage  over  CIEP. 

We  were  least  successful  in 
seeking  the  antigens  of  N.  menin- 
gitidis. The  negative  CoA  result 
when  culture  was  positive  is  dif- 
ficult to  explain.  Very  small  quan- 
tities of  capsular  polysaccharide  or 
the  failure  for  capsular  polysaccha- 
ride production  by  this  isolate  in  the 
CSF  of  this  patient  are  possible. 
None  of  the  isolates  were  serogroup 
B,  whose  antigens  are  more  difficult 
to  detect  than  those  from  the  other 
serogroups. 12,23  The  use  of  a higher 
quality  antiserum  might  allow  better 
detection  for  all  serogroups  of 
meningococci. 

Thirumoorthi  and  Dajani10  re- 
ported CoA  and  CIEP  procedures 
to  be  unsuccessful  in  the  detection 
of  group  B streptococcal  antigen. 
We  were  able,  however,  to  detect 
antigen  by  CoA  and  CIEP  in  all 
culture-positive  specimens  for 
group  B streptococcus.  Further- 
more, antigen  was  detected  by  CoA 
in  two  specimens,  negative  by  cul- 
ture, which  were  obtained  from  pa- 
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tients  with  previously  positive  cul- 
tures. 

One  specimen  was  positive  by 
culture  for  K.  pneumoniae  and  pro- 
duced a positive  reaction  with 
pneumococcal  antiserum  for  both 
Co  A and  CIEP.  Certain  pneumo- 
coccal antisera  cross-react  with  the 
capsular  polysaccharide  antigens  of 
some  K.  pneumoniae  strains.24,25 
The  cross-reacting  antigens  of  the 
K.  pneumoniae  in  this  specimen 
were  apparently  the  cause  for  the 
false-positive  reaction.  Other  cases 
of  cross-reactivity  between  various 
antisera  and  organisms  have  been 
reported,17,18,26,27  but  this  problem 
was  not  otherwise  encountered. 

One  specimen  was  CIEP  positive 
and  CoA  negative.  The  single 
specimen  was  positive  for  group  D 
meningococcus  only  by  CIEP  and 
probably  resulted  because  the  CSF 
was  bloody.  Hemoglobin  is  known 
to  interfere  with  reading  precipitin 
lines  that  may  form  in  the  CIEP  pro- 
cedure.5 Unfortunately,  no  further 
diagnostic  information  was  avail- 
able about  the  patient. 

Our  findings  show  that  CoA  is  a 
faster  and  more  sensitive  procedure 
than  CIEP  for  the  detection  of 
bacterial  antigens  in  CSF  speci- 
mens. Two  major  constituents  are 
required  for  successful  CoA  results; 
(Da  high-titered  antiserum  specific 
for  the  antigen  being  detected,  and 
(2)  a staphylococcal  cell  suspension 


with  good  binding  activity  for  the 
antiserum.28  Simple  inexpensive 
materials  and  a fraction  of  the  anti- 
sera used  by  CIEP  are  required  to 
perform  CoA,  thereby  providing 
substantial  savings  for  routine  anti- 
gen detection  in  the  clinical  labora- 
tory. We  feel  CoA,  when  used  as  an 
adjunct  to  routine  culture  and  Gram 
stain,  provides  valuable  diagnostic 
information  for  data  quickly  when 
bacterial  meningitis  is  in  question. 
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WHEN  man  came  first  out  of  the  hands  of  the  great  Creator,  clothed  in  body  as  well  as  in  soul,  with 
immortality  and  incorruption,  there  was  no  place  for  physic,  or  the  art  of  healing.  As  he  knew  no  sin,  so 
he  knew  no  pain,  no  sickness,  weakness,  or  bodily  disorder.  The  habitation  wherein  the  angelic  mind, 
the  Divineae  Parlicula  Aurae,  abode,  although  originally  formed  out  of  the  dust  of  the  earth,  was  liable  to 
no  decay.  It  had  no  seeds  of  corruption  or  dissolution  within  itself.  And  there  was  nothing  without  to 
injure  it:  heaven  and  earth  and  all  the  hosts  of  them  were  mild,  benign  and  friendly  to  human  nature.  The 
entire  creation  was  at  peace  with  man,  so  long  as  man  was  at  peace  with  his  Creator.  So  that  well  might 
the  morning-stars  sing  together,  and  all  the  sons  of  God  shout  for  joy. 

But  since  man  rebelled  against  the  Sovereign  of  heaven  and  earth,  how  entirely  is  the  scene  changed! 
— John  Wesley,  Primitive  Physic. 


440 


Vol.  41,  No.  7 


Jejunoileal  Bypass:  An  Operation 
Whose  Time  Has  Passed 


Thomas  E.  Simpson,  B.S.,  M.D. 


ABSTRACT  Sixty-seven  patients 
underwent  small  bowel  bypass  be- 
tween 1972  and  1978.  Fifty-three 
were  done  more  than  two  years  be- 
fore the  preparation  of  this  report 
and  adequate  follow-up  has  been  ob- 
tained on  49.  Although  41  achieved  a 
satisfactory  result  with  a mean 
weight  loss  of  47  kg,  the  high  inci- 
dence of  diarrhea,  arthralgia  and 
renal  calculi  and  the  availability  of  a 
more  satisfactory  procedure  suggest 
that  this  operation  should  no  longer 
be  done. 

A REPORT  on  the  results  of 
treating  massive  obesity  by  an 
intestinal  shunt  was  published  in 
1969  by  Payne  and  DeWind,1  who 
had  employed  such  a procedure  in 
80  patients.  Since  1973,  when  Scott 
and  coworkers2  reported  their  re- 
sults with  a modification  of  the 
original  procedure,  considerable 
experience  has  been  gained.  Body 
composition  before  and  after  the 
procedure  has  been  studied.3 

RESULTS  OBTAINED 
IN  49  CASES 

Between  December,  1972,  and 
November,  1978,  1 performed  small 
bowel  shunts  on  67  patients  for  the 
treatment  of  obesity,  with  no 
deaths.  Fifty-three  of  these  proce- 

| From  the  Department  of  Surgery.  Bowman  Gray  School  of 
Medicine  of  Wake  Forest  University  and  Forsyth  Memorial 
i and  Medical  Park  Hospitals,  Winston-Salem,  N.C. 
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dures  were  done  more  than  two 
years  ago  and  adequate  follow-up 
studies  have  been  obtained  on  49  of 
these  patients.  These  49  form  the 
basis  for  this  report. 

Payne’s  operation1  was  per- 
formed in  29  of  these  cases.  In  this 
procedure  the  intestine  is  trans- 
sected  35.5  cm  ( 14  inches)  below  the 
ligament  of  Treitz;  end-to-side 
anastomosis  to  the  ileum  is  carried 
out  10  cm  (4  inches)  from  the 
ileocecal  valve;  and  the  remaining 
small  bowel  is  left  in  continuity.  In 
20  cases  Scott’s  modification  of  this 
procedure2  or  some  minor  variation 
thereof  was  used.  In  this  operation, 
30.5  cm  (12  inches)  of  proximal 
jejunum  are  sutured  end-to-end  to 
15  cm  (6  inches)  of  distal  ileum,  and 
the  remaining  small  bowel  is 
drained  into  the  colon.  No  differ- 
ence in  the  effectiveness  of  the  pro- 
cedures was  noted. 

Indications  for  the  procedure 
were:  excess  weight  of  45.5  kg  (100 
pounds)  or  more,  or  two  times 
greater  than  the  patient’s  ideal 
weight.  The  operation  was  per- 
formed on  some  patients  who  had 


Group 

Follow-up 

(Years) 

Number  of 
Patients 

1 

2-4 

18 

2 

5-6 

19 

3 

6 plus 

12 

Means  and  Totals 

4-5 

49 

such  complications  as  hyperten- 
sion, diabetes,  bone  and  joint  pain 
and  the  Pickwickian  syndrome. 

Eight  of  these  patients  were 
known  to  have  gallstones,  and  in 
seven  of  these  cases  cholecystec- 
tomy was  performed  at  the  time  of 
the  shunt.  The  eighth  patient  had 
the  gallbladder  removed  three  years 
later. 

RESULTS 

In  41  patients  (84%),  the  results  of 
the  bypass  procedure  were  satis- 
factory to  them  and,  in  large  mea- 
sure, to  me  (Table  1).  These  41  pa- 
tients lost  a total  of  1,923  kg  (4,231 
pounds),  the  mean  being  47  kg  (103 
pounds). 

Morbid  conditions  that  de- 
veloped in  these  49  patients  after  the 
bypass  operation  are  shown  in 
Table  2.  Diarrhea,  a universal  result 
of  the  operation  when  it  is  success- 
ful, usually  improves  within  a year. 
To  compensate  for  loss  of  the  potas- 
sium in  the  stools,  it  is  important  for 
patients  to  take  supplemental 
amounts  of  this  ion,  particularly 
during  the  first  year  after  surgery. 


Satisfied  Patients 


Mean  Weight  

Loss  (Lbs)  Number  Percent 

98  17  94 

95  14  74 

102  10  83 

98  41  82 


TABLE  I 

Results  of  Jejunoileal  Bypass  in  49  Patients 
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TABLE  II 
Complications 

Number  of 
Patients 

Percent 

Diarrhea 

48 

98 

Anorectal  problems 

29 

59 

Fissures 

12 

24 

Bleeding,  pain,  etc. 

17 

35 

Arthralgia 

17 

35 

Kidney  stones 

8 

16 

Myasthenia-like  picture 

1 

2 

Gallstones 

1 

2 

Persistent  vomiting 

1 

2 

Severe  liver  problems 

1 

2 

Anorectal  problems,  especially  fis- 
sures, are  common  complications  of 
the  diarrhea. 

In  this  series  of  cases,  arthralgia 
occurred  in  more  than  a third  of 
the  patients;  in  one  case  arthritis 
has  developed.  The  kidney  stones 
which  developed  within  seven  years 
after  the  bypass  operation  in  eight 
cases  required  surgery,  in  some  in- 
stances. The  cause  of  the  myas- 
thenia-like  picture  which  appeared 
in  one  patient  has  not  been  deter- 
mined; these  symptoms  disap- 
peared spontaneously  within  four 
weeks. 

Initial  evaluation  of  the  liver  en- 
zymes is  observed  in  most  patients 
who  have  any  type  of  intestinal 
bypass,  but  these  usually  return  to 
normal,  or  nearly  so,  after  the 
weight  loss  has  leveled  off,  within  a 
year  in  most  cases.  Progressive 
liver  disease  has  been  reported  in  a 
few  patients.4-9  The  transient  ele- 
vations of  hepatic  enzymes  (SGOT 


and  alkaline  phosphatase)  observed 
in  this  series  — sometimes  to  twice 
normal  — were  more  pronounced  in 
patients  who  continued  to  drink 
alcoholic  beverages.  Therapy  for 
hepatic  dysfunction  was  not  re- 
quired by  any  patient  who  did  not 
drink. 

Eight  patients  were  unhappy  with 
the  results  of  the  operation.  In  three 
of  these,  takedown  of  the  shunt  was 
required  because  of  persistent 
vomiting,  excessive  weight  loss  or 
severe  liver  problems.  Two  patients 
did  not  lose  enough  weight.  One  lost 
no  weight,  had  many  complications, 
and  finally  went  elsewhere  for 
further  surgery.  The  nature  and  re- 
sults of  this  second  procedure  are 
not  known.  Two  patients  had  satis- 
factory weight  loss  but  were  dis- 
pleased with  the  procedure.  One  of 
these  had  severe  diarrhea;  the  other 
was  an  unhappy  woman  who  was 
probably  a poor  choice  for  the  oper- 
ation in  the  first  place. 

DISCUSSION 

The  effectiveness  of  jejunoileal 
bypass  in  accomplishing  weight  re- 
duction is  unquestioned.  If  no  other 
surgical  means  of  treating  extreme 
obesity  were  available  its  use  in 
selected  cases  might  be  justified.  In 
1977,  however,  Buckwalter8  re- 
ported in  this  journal  the  results  of 
controlled  clinical  trials  which  have 
demonstrated  the  superiority  of 
gastric  procedures  over  intestinal 
bypass  operations.  Last  year 


Mason  and  coworkers,1"  as  well  as 
Pace  and  associates,11  reported 
large  series  of  gastric  operations 
carried  out  with  morbidity  and 
mortality  rates  well  below  those 
usually  associated  with  intestinal 
shunts. 

In  view  of  these  reports,  I believe 
that  the  universal  occurrence  of 
diarrhea,  the  high  incidence  of  kid- 
ney stones  and  arthralgia,  and  the 
occasional  occurrence  of  arthritis 
following  intestinal  shunts  are  rea- 
sons enough  to  discontinue  the 
use  of  this  procedure.  I concur 
with  Ravitch  and  Brolin12  in  recom- 
mending that  one  of  the  gastric 
procedures  be  substituted  for  je- 
junoileal bypass  when  surgical 
treatment  of  morbid  obesity  is  indi- 
cated. 
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It  is  probable  Physic,  as  well  as  Religion,  was  in  the  first  ages  chiefly  traditional:  every  father 
delivering  down  to  his  sons,  what  he  had  himself  in  like  manner  received,  concerning  the  manner  of 
healing  both  outward  hurts,  and  the  diseases  incident  to  each  climate,  and  the  medicines  which  were  of 
the  greatest  efficacy  for  the  cure  of  each  disorder.  It  is  certain  this  is  the  method  wherein  the  art  of  healing 
is  preserved  among  the  Americans  to  this  day.  Their  diseases  indeed  are  exceeding  few;  nor  do  they 
often  occur  by  reason  of  their  continual  exercise,  and  (till  of  late)  universal  temperance.  But  if  any  are 
sick,  or  bit  by  a serpent,  or  torn  by  a wild  beast,  the  fathers  immediately  tell  their  children  what  remedy  to 
apply.  And  it  is  rare  that  the  patient  suffers  long;  those  medicines  being  quick,  as  well  as  generally 
infallible.  — John  Wesley,  Primitive  Physic. 
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ABSTRACT  Congenital  syphilis 
continues  to  be  an  unsuspected  dis- 
ease of  infants  and  older  children  in 
North  Carolina.  This  report  de- 
scribes the  clinical  and  serologic 
features  of  seven  infants  and  two 
older  children  representing  a wide 
spectrum  of  disease  manifestations. 
We  emphasize  the  need  for  a high 
index  of  suspicion  for  syphilis  in  in- 
fants with  the  constellation  of  rash 
and  organomegaly  and  the  need  for 
greater  serologic  surveillance  of 
pregnant  women  and  their  offspring. 

INTRODUCTION 

THE  increase  in  the  number  of 
sexually  transmissible  diseases 
during  the  past  two  decades  is  ex- 
emplified by  the  reported  cases  of 
syphilis  in  the  United  States.  An  es- 
timated rate  of  9.5  cases/100,000 
population  of  primary  and  second- 
ary syphilis  was  reported  in  1977, 1 a 
substantial  increase  over  the  4 cases 
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per  100,000  population  reported  in 
the  1950s  immediately  after  penicil- 
lin became  available  for  therapy.2 
Reported  cases  of  primary  and  sec- 
ondary syphilis  in  North  Carolina 
were  782  in  1977,  a decrease  from 
1 ,250  in  1976,  and  represented  a rate 
of  14.4/100,000  population.1 

The  detection  and  appropriate 
management  of  syphilis  poses  a 
problem  for  the  physician  unfamil- 
iar with  the  varied  manifestations  of 
this  infection.  Because  of  the  wide 
use  and  efficacy  of  penicillin  ther- 
apy many  physicians  consider 
childhood  syphilis  to  be  rare.  We 
describe  syphilis  in  two  newborns, 
five  infants  and  two  older  children 
and  offer  a brief  review  of  the  clini- 
cal spectrum,  serological  diagnosis 
and  treatment. 

CONGENITAL  SYPHILIS 

Case  1:  A four-week-old  infant 
was  admitted  to  Duke  University 
Medical  Center  in  January,  1979, 
with  poor  weight  gain,  profuse 
rhinorrhea,  mild  scleral  icterus  and 
a four-day  history  of  a papular 
erythematous  rash  starting  on  the 
upper  extremities  and  spreading  to 


the  perineum  and  lower  extremities. 
She  was  a 2.35  kg  term  infant  whose 
mother  had  a VDRL  of  1:64  and 
darkfield-positive  labial  ulcers 
during  the  eighth  month,  and  had 
been  given  2.4  million  units  benza- 
thine penicillin  (Table  1).  The  new- 
born’s VDRL  titer  had  been  1:16 
and  scleral  icterus  was  noted.  She 
had  received  2.4  million  units  of 
benzathine  penicillin  at  day  3 and 
was  discharged.  Our  physical  ex- 
amination four  weeks  later  revealed 
an  irritable  infant  with  growth  indi- 
ces below  the  third  percentile  for 
age,  scleral  icterus,  a crusted  nasal 
discharge,  oral  mucous  patches, 
drying  and  vertical  cracking  along 
the  vermillion  border  of  the  lips, 
a weeping,  crusted,  lichenified, 
erythematous  rash  over  the  upper 
portions  of  both  legs,  diffuse 
jymphadenopathy  and  a prominent 
abdomen  with  hepatosplenomeg- 
aly.  The  perineum  was  denuded 
and  numerous  papular  lesions  were 
seen  over  the  upper  extremities, 
abdomen  and  face.  Red,  pustular, 
pebbly  lesions  were  noted  on  the 
soles  of  the  feet  (Figures  1 and  2). 

The  infant’s  serum  VDRL  was 


TABLE  I 

Serologic  Findings  in  Seven  Infants  with  Congenital  Syphilis 


Infa  nt's 

Infant’s 

Mother's 

Infant’s 

Maternal 

Age  at 

STS* 

Mother's  Third 

Admission 

Admission 

Infant's 

Serum 

Prenatal 

Patient 

Admission 

at  Birth 

Trimester  STS 

STS 

STS 

CSF  STS 

IgM-FTA-ABS 

Treatment 

Case  1 

4 weeks 

1:16 

1:64 

1:8 

1:8 

- 

1:4 

Penicillin 

Case  2 

6 weeks 

NA** 

+ 

1:8 

NA 

- 

+ 

None 

Case  3 

10  hours 

1:64 

+ 

1:64 

NA 

- 

+ 

Penicillin 

Case  4 

12  weeks 

NA 

- 

1:256 

+ 

1:2 

NA 

Penicillin 

Case  5 

5 weeks 

- 

- 

+ 

1:128 

- 

1:4 

None 

Case  6 

3 weeks 

NA 

NA 

1:64 

1:128 

- 

1 :4 

None 

Case  7 

4 hours 

1:64 

NA 

1:64 

1:512 

1:2 

NA 

None 

*STS  — designates  the  VDRL,  Kolmer,  or  RPR  non-treponemal  screening  tests  used 
“NA  — not  available 

negative 

+ — positive 
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Figure  1:  Case  1:  A crusted,  erythematous 
rash  over  the  upper  portions  of  both  legs. 


reactive  at  1:8  titer,  the  serum 
FTA-ABS  reactive  to  1:4  dilution, 
the  IgM-FTA-ABS  reactive.  The 
mother’s  VDRL  was  reactive  in  a 
1:8  dilution.  Bone  films  were  nor- 
mal and  darkfield  examination  of 
skin  lesions  and  of  nasal  secretions 
was  negative.  Pathologic  examina- 
tion of  one  skin  lesion  revealed  a 
nonspecific  dermatitis  with  a pre- 
dominantly lymphocytic  infiltrate. 
Silver  stains  for  spirochetes  were 
negative.  Cerebrospinal  fluid,  serum 
and  skin  were  inoculated  into  rabbit 
testicles  without  recovery  of  tre- 
ponema.* 

The  infant  received  intravenous 
aqueous  penicillin  G 50,000  U/kg/ 
day  for  10  days  with  resolution  of 
her  skin  rash  and  lymphadenopathy 
within  two  to  three  days  of  the  in- 
stitution of  therapy.  Although  her 
organomegaly  persisted  she  re- 
mained active  and  gained  200  g 
during  the  hospital  course.  A repeat 
examination  of  the  cerebrospinal 
fluid  showed  no  abnormalities. 

Case  2:  A six-week-old  girl  was 
admitted  in  August  1976  with  a 
three-day  history  of  nasal  conges- 
tion, abdominal  distention  and 
lethargy.  Pregnancy,  labor  and  de- 


'Thcse  assays  were  kindly  performed  by  Dr.  Joel  Base- 
man.  University  of  North  Carolina.  Chapel  Hill,  N.C. 


Figure  2:  Case  1:  Red,  pebbly  lesions  on  the 
soles  of  the  feet. 

livery  had  been  unremarkable 
although  the  mother  had  had  a posi- 
tive STS  at  delivery  and  had  re- 
ceived no  therapy.  Physical  exam 
revealed  a 1,920  g,  ill,  lethargic  in- 
fant with  hepatosplenomegaly,  poor 
head  control  and  a fair  suck. 

Admission  laboratory  values  in- 
cluded a serum  VDRL  reactive  to 
1:8  dilution  with  a reactive  FTA- 
ABS  and  IgM-FTA-ABS.  The  cere- 
brospinal fluid  VDRL  was  negative. 
Skull  films  were  normal  and  long 
bone  films  showed  moderate 
periosteal  thickening.  The  infant 
was  given  intravenous  penicillin  for 
two  weeks.  Her  hospital  course  was 
complicated  by  persistent  hypogly- 
cemia. By  discharge  she  had  gained 
weight  and  her  liver  function  had 
improved. 

Case  3:  A 10-hour-old  boy,  the 
2,040  g product  of  a 27-week  gesta- 
tion by  dates,  31 -week  gestation  by 
Dubowitz  score,  was  delivered  to  a 
1 7-year-old  single  mother  in  August 
1977.  At  her  first  prenatal  exam, 
seven  weeks  before  delivery,  she 
was  found  to  have  a positive  VDRL. 
Penicillin  was  administered  six 
weeks  later  and  four  days  thereafter 
she  entered  spontaneous  labor. 
Polyhydramnios  was  appreciated 
and,  although  the  delivery  was 
atraumatic,  the  infant  developed 
cyanosis  and  increasing  respiratory 


distress  and  was  transferred  to 
Duke  University  Medical  Center. 

At  admission  he  was  small,  pale 
and  edematous  with  temperature 
36.5  C and  respiration  of  45/minute. 
There  were  several  small  white 
plaques  on  the  mucous  membranes 
around  the  eyes  and  mouth  as  well 
as  striking  hemorrhagic,  exfolia- 
tive, erythematous  bullae  on  the 
hands  and  feet.  The  underlying  skin 
was  shiny,  macerated  and  edemat- 
ous (Figure  3).  The  infant  had  hype- 
remic  conjunctiva,  palpable,  firm 
parotid  glands  and  hepatospleno- 
megaly. 

The  serum  VDRL  test  was  posi- 
tive to  a 1:64  dilution  and  both  the 
FTA-ABS  and  IgM-FTA-ABS  were 
reactive.  The  cerebrospinal  VDRL 
was  negative.  A chest  film  showed 
bilateral  patchy  infiltrates;  and  long 
bones  showed  a somewhat  ragged 
appearance  with  transverse  lucent 
lines  in  the  epiphyses. 

The  infant  received  200,000  units 
intravenous  penicillin  G initially 
and  two  doses  of  100,000  units  in  the 
next  24  hours.  He  required  full  ven- 
tilatory support  and  suffered  a 
generalized  seizure  at  13  hours  of 
age.  Despite  aggressive  manage- 
ment his  course  was  relentlessly 
downhill  with  hypoxia,  hypoten- 
sion, and  a combined  acidosis,  and 


Figure  3:  Case  3:  Erythematous  bullae  on 
the  hands  with  underlying  skin  shiny,  macer- 
ated and  edematous. 
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he  died  within  24  hours  of  admis- 
i sion.  Autopsy  revealed  acute  in- 
traventricular, subgaleal  and  sub- 
arachnoid hemorrhages,  acute 
bilateral  interstitial  pneumonitis, 
bilateral  chorioretinitis,  and  marked 
extra  medullary  hematopoiesis  in 
the  liver,  spleen  and  kidneys. 

Cose  4:  A three-month-old  female 
was  admitted  in  1972  with  a one- 
week  history  of  nasal  congestion 
and  rash  on  her  neck  and  the  edges 
of  her  hands  which  had  spread  to  the 
abdomen,  palms  and  soles.  Three 
days  before  admission  the  child  re- 
fused to  move  her  arms  and  cried 
with  passive  movement.  The 
mother’s  pregnancy  had  been 
uncomplicated  except  for  “bad 
blood”  during  the  first  trimester  for 
which  she  had  received  seven  in- 
jections of  penicillin.  The  VDRL 
just  before  delivery  was  negative 
and  the  delivery  was  uneventful. 
Birth  weight  was  3,900  g. 

On  examination  the  child  refused 
to  move  her  arms  and  cried  when 
they  were  palpated.  She  exhibited 
an  erythematous  maculopapular 
rash  on  the  palms  and  soles,  mild 
nasal  congestion,  and  a protuberant 
abdomen  with  hepatosplenomeg- 
aly. The  serum  Kolmer  test  was 
positive  with  a positive  VDRL  to  a 
1:256  dilution.  Direct  darkfield  ex- 
amination of  the  skin  lesions  was 
negative.  The  cerebrospinal  fluid 
Kolmer  test  was  positive  in  a 1:2 
titer  and  mother’s  serum  Kolmer 
and  VDRL  were  both  positive. 

Bone  films  showed  an  osteo- 
chondritis of  the  right  humerus  with 
bone  demineralization,  periosteal 
elevation,  and  a pathological  frac- 
ture of  the  proximal  left  humerus. 
Multiple  lytic  lesions  were  noted  in 
the  metaphyseal  region  of  several 
bones;  and  there  was  a suggestion  of 
erosion  of  the  inner  proximal  ends 
of  the  tibiae.  The  infant  was  treated 
with  splinting  and  100,000  units  of 
intramuscular  procaine  penicillin 
daily  for  10  days.  Two  years  later 
growth  and  development  were  nor- 
mal and  the  Kolmer  test  was  nega- 
| tive. 

Case  5:  This  infant  was  the  2,850 
g product  of  a full-term  gestation 
in  1971,  to  a 24-year-old  married 
woman,  whose  pregnancy  had  been 
complicated  by  an  erythematous 
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rash  and  condylomata  during  the 
fifth  month.  Her  VDRL  had  been 
negative  in  the  second  trimester, 
and  just  prior  to  and  after  delivery. 
The  cord  VDRL  test  was  also  nega- 
tive and  the  delivery  was  uncompli- 
cated. Except  for  moderate  scrotal 
edema  the  newborn  was  normal.  At 
two  weeks  of  age  the  infant  was 
noted  to  have  bilateral  hydroceles. 

At  five  weeks  progressive  scrotal 
edema,  with  abdominal  distention, 
a petechial  rash  on  the  thorax, 
marked  hepatosplenomegaly,  and 
extensive  metaphysitis  of  several 
long  bones  by  x-ray  were  noted. 
Anemia,  leukocytosis  and  throm- 
bocytopenia were  found  and  a pro- 
visional diagnosis  of  acute  lympho- 
cytic leukemia  was  entertained  until 
the  infant’s  serum  VDRL  was  re- 
ported as  positive.  Both  the  mater- 
nal and  paternal  VDRL  tests  were 
positive  to  a 1:128  titer.  Both  had 
received  penicillin  therapy  before 
the  infant’s  transfer  to  Duke  Uni- 
versity Medical  Center  where  ex- 
amination revealed  him  to  be  se- 
verely malnourished  with  jaundice, 
and  the  above  findings.  The  left  tes- 
ticle was  enlarged  about  4-6  times 
the  normal  size;  the  right  testicle 
was  about  twice  the  normal  size. 
Both  were  firm  to  palpation  in  an 
edematous,  non-transilluminating 
scrotum.  Paracentesis  yielded  yel- 
low clear  fluid  with  total  protein  3.9 
g/dl  and  bilirubin  6.8  mg/dl.  The 
cerebrospinal  fluid  VDRL  and 
FTA-ABS  were  both  non-reactive. 
The  infant’s  serum  FTA-ABS  and 
IgM-FTA-ABS  were  reactive  to  a 
titer  of  1:4.  He  was  treated  with 
bicillin,  penicillin  and  diuretics  with 


gradual  resolution  of  the  ascites.  A 
testicular  biopsy  showed  extensive 
inflammatory  reaction  and  necro- 
sis. Follow-up  at  nine  months 
showed  appropriate  development 
and  resolution  of  the  hematologic 
abnormalities. 

Cose  6:  A 2,420  g full-term  infant 
was  born  in  January  1979  to  a 27- 
year-old  para  3,  gravida  7,  abortus  4 
woman  whose  pregnancy  was  com- 
plicated by  a rash  in  the  ninth  month 
which  did  not  respond  to  diphenhy- 
dramine. A VDRL  test  obtained 
early  in  the  pregnancy  had  been 
negative  and  the  birth  was  uncom- 
plicated. At  three  weeks  of  age  the 
infant  was  noted  to  have  persistent 
nasal  congestion  and  was  brought  to 
Duke  University  Medical  Center. 
Examination  revealed  a lethargic 
infant  with  tachypnea,  abdominal 
distention  and  hepatosplenomeg- 
aly. Her  growth  indices  were  all  less 
than  the  third  percentile.  She  had  no 
rash  or  adenopathy  but  did  have  a 
thin  nasal  discharge  which  did  not 
contain  spirochites  by  darkfield  ex- 
amination. Scattered  perihilar  rales 
were  noted,  as  were  decreased 
bowel  sounds.  Both  stool  and 
nasogastric  drainage  were  guaiac 
positive. 

Arterial  pH  on  admission  was 
7.37  and  pCL  56  mEq/L.  Chest  x-ray 
revealed  right  middle  lobe,  lingular 
and  left  perihilar  infiltrates.  The  in- 
fant’s VDRL  test  was  positive  to 
1:64  with  an  IgM-FTA-ABS  posi- 
tive to  a 1 :4  titer.  A lumbar  puncture 
showed  clear  fluid  with  no  cells  and 
a negative  VDRL.  The  mother's 
VDRL  test  was  positive  to  a 1:128 
dilution  and  a macular  rash  was 


TABLE  II 


Major  Clinical  Findings  in  Seven 

Infants 

with  Congenital  Syphilis 

Case 

Case 

Case 

Case 

Case 

Case 

Case 

1 

2 

3 

4 

5 

6 

7 

Hepatosplenomegaly 

X 

X 

X 

X 

X 

X 

X 

Bone  Changes 

X 

X 

X 

X 

X 

Nasal  Congestion 

X 

X 

X 

X 

Rash 

X 

X 

X 

X 

X 

X 

X 

CSF  Abnormalities 

X 

X 

X 

X 

X 

Pneumonia 

X 

X 

X 

Ascites 

X 

X 

X 

Lymphadenopathy 

X 

X 

Failure  to  Thrive 

X 

X 

X 

Testicular  Mass 

X 

Parotitis 

X 

Nephritis/Nephrotic  Synd. 

X 

X 

Bacterial  Sepsis 

X 

Persistent  Hypoglycemia 

X 

X 

X 
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present  on  her  extremities.  She  was 
treated  with  2.4  million  units  of 
bicillin  and  the  infant  was  given  in- 
travenous crystalline  penicillin  G at 
50,000  U/kg/day  as  well  as  ampicil- 
lin  and  gentamicin  in  divided  doses. 
An  admission  blood  culture  yielded 
Staphylococcus  aureus,  Citrobac- 
ter  sp.  and  Klebsiella  pneumoniae 
and,  by  the  second  hospital  day,  the 
child’s  platelet  count  had  fallen  and 
coagulation  profile  was  abnormal. 
Gram  negative  sepsis  and  dissemi- 
nated intravascular  coagulation 
(DIC)  were  diagnosed.  Tonic  and 
clonic  seizures  noted  on  the  second 
hospital  day  persisted  despite  cor- 
rection of  hypoglycemia  and  were 
finally  controlled  with  phenobarbi- 
tal.  EEG  demonstrated  multiple 
foci  of  epileptiform  activity  com- 
patible with  luetic  encephalitis.  As- 
cites and  an  exfoliative  rash  over 
the  extremities  developed  on  day 
three.  The  DIC  resolved  by  the 
sixth  hospital  day,  and  weaning 
from  respiratory  support  was  com- 
pleted on  the  ninth  hospital  day.  She 
was  discharged  after  a full  14-day 
course  of  antibiotics  and  a 24-day 
hospital  stay  - — active,  feeding 
normally,  and  with  normal  respira- 
tory function. 

Case  7:  A 3,150  g male  in  acute 
respiratory  distress  was  admitted  to 
the  Intensive  Care  Nursery  of  the 
North  Carolina  Baptist  Hospital  in 
December  1978.  He  had  been  deliv- 
ered four  hours  earlier  to  an  18- 
year-old  single,  para  1,  gravida  1, 
abortus  0 mother.  Apgar  score  at 
one  minute  was  1 and  at  five  min- 
utes 3.  The  mother’s  RPR  at  deliv- 
ery was  1:512.  Temperature  was  36 
C,  pulse  126/minute,  blood  pressure 
70/42.  The  child  was  limp  and  not 
responsive  to  painful  stimuli.  Moro 
and  Babinski  response  and  deep 
tendon  reflexes  were  absent. 

A petechial  rash  was  present  over 
the  neck  and  shoulders  and  0.5- 1 cm 
bullous  lesions  on  the  fingertips, 
toes,  palms  and  soles.  Shallow 
0.3-0. 5 cm  ulcers  were  present  on 
the  left  cheek  and  around  the  nose, 
ears  and  anus.  There  were  multiple 
subconjunctival  hemorrhages  and 
hemorrhage  into  the  anterior  cham- 
bers bilaterally.  The  pupils  did  not 
react  to  light,  the  left  pupil  mea- 
sured 3 mm  and  the  right  1.5  mm. 


Sanguinous  discharges  were  pres- 
ent in  the  ear  canals  and  nares.  Dif- 
fuse rhonchi  were  heard  throughout 
the  lung  fields.  The  abdomen  ap- 
peared slightly  distended,  liver  was 
enlarged,  and  bowel  sounds  were 
not  audible. 

Arterial  blood  gases  revealed  pH 
to  be  6.85  and  pCh  27  mEq/L. 
Darkfield  examination  of  fluid  from 
the  infant’s  pustular  finger  lesion, 
but  not  CSF  or  urine,  was  positive 
for  spirochetes.  An  RFR  on  the  in- 
fant’s blood  had  a titer  of  1:64.  A 
repeat  RFR  at  one  month  of  age  re- 
vealed no  change  in  titer.  VDRF  on 
the  infant's  CSF  had  a titer  of  1:2. 

Chest  x-ray  revealed  cardiomeg- 
aly  and  bilateral  pneumonia.  A 
skeletal  roentgenographic  survey 
disclosed  generalized  increased 
density  of  bone.  The  metaphyseal 
regions  of  the  long  bones  were 
frayed  and  irregular  with  localized 
bands  of  increased  density  in  the 
submetaphyseal  regions.  There  was 
slight  periosteal  deposition  along 
the  proximal  left  humerus.  The 
electroencephalograms,  performed 
at  four  days,  revealed  multiple  dis- 
charges. 

He  was  given  aqueous  penicillin 
in  a dosage  of  150,000  units/kg/24 
hours  immediately  and  then  50,000 
units/kg/24  hours  in  two  divided 
doses.  Initial  problems  in  addition 
to  the  respiratory  difficulties  in- 
cluded hypoglycemia  which  was  re- 
current throughout  the  first  week, 
intermittent  generalized  seizures 
and  congestive  heart  failure.  By  the 
fifth  day  the  skin  lesions  were  much 
improved.  On  the  eighth  day  the 
infant  was  making  weak  respiratory 
effort  and  spontaneous  movements. 
In  the  second  week  the  left  eye  was 
noted  to  be  responsive  to  light.  The 
child  was  drinking  from  a bottle  and 
feeding  adequately  at  six  weeks  of 
age  at  the  time  of  discharge.  Weight 
at  that  time  was  3,170  g. 

On  follow-up  examination  one 
month  later,  at  10  weeks  of  age,  the 
infant  was  active  and  feeding  well 
and  had  had  a good  weight  gain. 
There  had  been  no  further  seizures. 
He  would  smile  responsively.  The 
left  eye  was  responsive  to  light  but 
would  not  follow  objects  but  the 
right  eye  remained  non-reactive. 
Ophthalmologic  evaluation  re- 


vealed clearing  of  the  hemorrhage  in 
the  anterior  chambers  but  vitreous 
hemorrhage  of  the  left  eye  and 
marked  hemorrhage  obscuring  vis- 
ualization of  the  disc  on  the  right. 

ACQUIRED  SYPHILIS 
IN  CHILDREN 

Case  1:  An  11 -year-old  girl  was 
first  evaluated  in  the  Duke  Neurol- 
ogy Clinic  in  1972  following  a five- 
year  deterioration  of  mental  func- 
tion with  apparent  lack  of  interest  in 
and  detachment  from  the  people 
and  objects  in  her  environment.  She 
frequently  grinned  without  reason, 
babbled  incoherently  and  would  not 
cooperate  in  play  or  follow  direc- 
tions, often  aimlessly  sucking  her 
fingers  or  wandering  about  seem- 
ingly preoccupied.  The  rest  of  her 
examination  was  within  normal 
limits  without  stigmata  of  congeni- 
tal syphilis. 

Her  serum  VDRL  titer  was  1:64 
and  there  was  a positive  serum 
FTA-ABS  test.  Cerebrospinal  fluid 
showed  74  cells/cmm,  protein  83 
mg/dl.  The  CSF  VDRL  was  positive 
and  cells  increased  to  184/mm3  im- 
mediately following  institution  of 
penicillin  therapy.  Maternal  and 
paternal  VDRLs  at  the  time  were 
negative.  One  month  later  no  cells 
were  found  in  the  CSF. 

Despite  penicillin,  dementia  pro- 
gressed to  a cognitive  and  behav- 
iorial  level  of  less  than  one  year  of 
age.  Seizures  were  well  controlled 
by  administration  of  dilantin  and  the 
patient  was  institutionalized.  She 
was  re-evaluated  in  1978  and  was 
found  by  computerized  tomography 
scan  to  have  global  mental  retarda- 
tion with  generalized  brain  atrophy. 
The  serum  VDRL  was  still  positive 
to  a 1 :4  dilution;  spinal  fluid  studies 
showed  a positive  VDRL  to  1 : 1 titer 
with  a protein  32  mg/dl  and  no  cells. 

Case  2:  A 4-year-old  girl  was  well 
until  three  months  before  admission 
when  her  mother  noted  a creamy- 
white,  slightly  frothy  vaginal  dis- 
charge. The  child  was  admitted 
when  the  mother  first  noted  raised 
perianal  patches  which  were  pain- 
less and  not  pruritic.  She  had  had  a 
slight  stomachache  for  three  days 
before  admission  but  was  otherwise 
asymptomatic. 

The  child  lived  with  her  mother. 
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stepfather  and  7-year-old  brother  in 
a large  housing  project.  Four 
months  before  the  onset  of  the 
child’s  symptoms  the  mother  had 
had  gonorrhea  for  which  she  had 
been  treated  appropriately.  She  did 
not  have  repeated  cultures  and  had 
been  free  of  symptoms  since  then. 
Other  members  of  the  family  were 
well.  The  child  spent  her  days  with  a 
grandmother  who  lived  in  an  adja- 
cent apartment.  During  a large  part 
of  her  day  she  played  in  the  neigh- 
borhood without  supervision. 

She  was  a well-nourished  and 
cheerful  child  in  no  apparent  dis- 
tress, in  the  50th  percentile  for 
height  and  weight  for  her  age.  Her 
temperature  was  37  C.  Head,  neck, 
chest  and  abdominal  examinations 
were  unremarkable. 

Gynecological  examination  re- 
vealed a dried  discharge  over  the 
vulva.  There  were  numerous  papil- 
lomatous, moist,  raised  plaques 
centered  over  the  posterior  for- 
ichette  and  anus.  On  the  left  labia 
was  a healing  chancre.  On  the  right 
anterior  labia  was  a 0.5  cm  vesicular 
, lesion  with  several  1-2  mm  circular 
lesions.  There  were  no  other 
cutaneous  lesions. 

The  inguinal  nodes  were  rubbery, 
non-tender  and  grossly  enlarged  to 
4-5  cm  bilaterally.  Gram  stain  of 
endocervical  material  revealed  nu- 
merous polymorphonuclear  leuko- 
cytes with  gram  negative  intracel- 
lular and  extracellular  diplococci. 
No  Trichomonas  were  found  and 
viral  cultures  were  negative. 

The  WBC  on  admission  was  6,500 
with  39%  neutrophils,  46%  lympho- 
cytes, 4%  monocytes  and  11% 


eosinophils.  Culture  from  endocer- 
vical material  yielded  Neisseria 
gonorrhoeae.  The  VDRL  test  was 
reactive  at  a dilution  of  1 :64,  as  was 
the  Army  slide  test  and  the  FTA- 
ABS.  The  lymphogranuloma  vene- 
reum compliment  fixation  test 
(LGV  CF)  was  reactive  at  1:256  di- 
lution. 

The  child  received  1.2  million 
units  of  procaine  penicillin  every  six 
hours  for  four  doses.  Six  hours  after 
the  first  dose  of  penicillin  her  tem- 
perature rose  from  37  to  39.2  C and 
her  WBC  increased  to  13,900  with 
66%  neutrophils,  and  2%  stabs,  23% 
lymphocytes,  7%  monocytes  and 
2%  eosinophils.  Fever  fell  within 
four  hours  and  did  not  recur. 

The  following  day  she  received 
1.5  million  units  bicillin  intramus- 
cularly and  an  intradermal  Frei  test 
was  applied  which  was  sub- 
sequently non-reactive.  She  was 
discharged  to  receive  a three  week 
course  of  sulfonamide.  Her  LGV 
CF  titer  at  two  months  was  1:128 
and  at  two  years  1:16. 

Evaluation  of  her  contacts  for  a 
source  of  her  disease  was  not 
thoroughly  satisfying.  The  probable 
source  was  a young  male  prostitute 
who  had  been  visiting  a friend,  and 
who  had  lived  in  the  complex,  but 
had  left  four  months  earlier. 

DISCUSSION 

Clinical 

T.  pallidum  is  transferred  across 
the  placenta  into  the  fetal  circula- 
tion resulting  in  spirochetemia  and 
allowing  the  disseminated  visceral 
involvement  typical  of  “second- 


ary" disease.  Treponemal  orga- 
nisms may  be  present  without  in- 
flammatory response  in  tissues  of 
fetuses  of  9 and  10  weeks  gestation;3 
thus  the  spirochete  can  cross  the 
placenta  during  early  gestation,  al- 
though the  fetus  seems  unable  to 
respond  to  treponemal  antigens 
with  inflammation  until  around  the 
15th  week.  The  fetuses  of  almost  all 
pregnant  women  with  untreated 
primary  or  secondary  syphilis  are 
affected  by  the  disease.4  The  vis- 
cera exhibit  interstitial  and  perivas- 
cular mononuclear  cell  infiltration 
with  a predominance  of  plasma  cells 
and  lymphocytes,  fibrosis  with 
scarring,  vascular  thrombosis  and 
tissue  necrosis. 

Seven  out  of  nine  of  our  cases  had 
congenital  syphilis  diagnosed 
within  the  first  three  months  of  life. 
Two  infants  presented  in  the  new- 
born period  with  widespread  dis- 
ease and  were  most  severely  ill.  The 
other  infants  were  apparently  un- 
affected at  birth  with  the  onset  of 
symptomatic  disease  3-16  weeks 
later. 

We  have  included  a probable  case 
of  late  congenital  syphilis  and 
another  of  acquired  syphilis  in 
childhood.  One  child  suffered  pro- 
gressive dementia  which  remained 
undiagnosed  until  irreversible  brain 
atrophy  had  occurred.  Although 
congenital  syphilis  may  present 
with  clinical  findings  in  the  perinatal 
period,  cases  may  be  unrecognized 
and  may  present  in  older  children 
and  adults  with  interstitial  keratitis, 
sensorineural  hearing  loss,  joint  in- 
volvement, or,  solely  with  progres- 
sive intellectual  deterioration.  The 
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Admission  Laboratory  Studies 


Case 

Case 

Case 

Case 

Case 

Case 

Case 

1 

2 

3 

4 

5 

6 

7 

Hematocrit 

39  9 

39 

38 

26.5 

29 

20 

44 

Reticulocyte  Count  (%) 

0.8 

3.6 

13.5 

NA 

5.1 

NA 

NA 

WBC  Count/mm3 

13,900 

15,300 

79,000 

16,000 

16,800 

14,900 

16,600 

Platelets/mm3 

31,600 

18,000 

Diminished 

Increased 

182,500 

17,000 

21,500 

CSF  Protein  mg/dl 

68 

90 

160 

15 

32 

NA 

14 

CSF  Cell  Count/mm3 

100 

5 

23 

40 

52 

0 

17 

Bilirubin  mg/dl 

11.6 

15.6 

2.3 

NA 

10.2 

NA 

3.4 

Direct  Bilirubin  mg/dl 

10.6 

7.7 

1.1 

NA 

0.4 

NA 

2.5 

SGOT  (IU) 

331 

8,827 

NA 

48 

341 

87 

4.9 

SGPT  (IU) 

152 

1,505 

NA 

NA 

264 

38 

NA 

LDH  (IU) 

356 

20,189 

NA 

NA 

346 

418 

500 

Total  Protein  gms/dl 

NA 

3.8 

4 

NA 

6.3 

NA 

4.8 

Albumin  gms/dl 

NA 

1.7 

1.7 

NA 

2.7 

NA 

2.5 

NA  = not  available 
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other  patient  demonstrated  an  ex- 
traordinary mixed  infection:  lym- 
phogranuloma venereum,  gonor- 
rhea and  syphilis.  Where  sexual 
abuse  is  suspected,  serologic  testing 
for  syphilis  of  children  with  perineal 
lesions  should  be  performed  at  the 
same  time  that  cultures  for  gonor- 
rhea are  taken. 

Diagnosis 

The  VDRL  is  a flocculation  test 
and  is  the  most  commonly  used  pro- 
cedure to  detect  syphilis.  The  test 
utilizes  cardiolipid-lecithin  as  anti- 
gen and  probably  measures  both 
IgG  and  IgM  group  antibodies  di- 
rected toward  a host  antigen  com- 
plex. In  infancy,  false  positive  and 
false  negative  tests  may  occur.  An 
infant's  serology  may  be  positive 
due  to  passive  transference  of  ma- 
ternal IgG  antibodies  to  the  fetus 
without  active  disease  in  the  infant 
and  may  be  falsely  negative  in  late 
maternal  infection  when  neither 
maternal  nor  fetal  exposure  to  tre- 
poneme  has  been  sufficient  to  pro- 
vide a detectable  antibody  re- 
sponse. A prozone  effect  has  also 
been  described  in  which  undiluted 
serum  with  an  antibody  excess  is 
VDRL  negative  but  becomes  posi- 
tive when  the  serum  is  serially  di- 
luted. A quantitative  VDRL  may 
help  to  prevent  a false  negative 
assay. 

Confirmation  of  a reactive  VDRL 
is  usually  obtained  by  the  FTA-ABS 
spirochetal  test  using  a lyophilized 
Nichol’s  strain  of  treponeme  as  the 
antigen  and  an  absorbed,  fluores- 
ceintagged  anti-human  immuno- 
globulin to  detect  serum  antibodies 
directed  towards  the  antigen.  Scotti 
and  Logan  modified  this  technique 
in  1968  to  permit  detection  of 
specific  IgM  antibodies  directed 
toward  treponemal  antigens.5  It 
was  thought  that  the  IgM-FTA-ABS 
test  would  circumvent  the  problem 
of  passive  antibody  transfer  since 
the  placenta  is  an  effective  barrier 
against  IgM  and  the  presence  of 
such  an  IgM  antibody  in  the  infant 
would  indicate  active  disease.  Some 
have  questioned  the  test’s  useful- 
ness, however,  since  a false  positive 
test  may  occur,  and  the  false  nega- 
tive rate  may  be  as  high  as  39%. H 
Ackerman  has  described  an  infant 


who  died  of  overwhelming  syphilis 
infection  with  no  IgM  detectable  in 
his  serum.7  Although  a negative 
IgM-FTA-ABS  does  not  exclude 
the  diagnosis,  a positive  test  tenta- 
tively confirms  the  diagnosis  of 
active  disease  and  the  need  for 
treatment.  We  regard  the  test  to  be 
valuable  for  screening  in  the  clinical 
setting  of  suspected  disease.  All  the 
infants  on  whom  this  study  was 
performed  were  IgM-FTA-ABS 
positive  on  admission. 

Therapy 

All  pregnant  women  with  previ- 
ously untreated  syphilis  must  be 
treated  regardless  of  the  stage  of  the 
pregnancy.  Penicillin  continues  to 
be  the  antibiotic  of  choice  in  infec- 
tions due  to  T.  pallidum.  This  or- 
ganism is  exquisitely  sensitive  to 
penicillin  and  inhibition  of  motility 
if  achieved  within  24  hours  with 
penicillin  concentrations  between 
0. 1 and  0.0005  ugm/ml.8  To  date,  no 
organisms  resistant  to  penicillin 
have  been  identified.  Effective 
therapy  for  syphilis,  based  on  these 
data,  should  provide  a minimal 
sustained  serum  or  cerebrospinal 
fluid  concentration  of  0.03  ugm/ml 
for  7-10  days,  which  should  main- 
tain several  times  the  necessary  in- 
hibitory level  through  the  prolonged 
replication  time  of  the  treponeme. 

Recommendations  for  treatment 
of  adult  patients  with  early  syphilis 
have  been  offered  by  the  Public 
Health  Service. H Infected  infants 
may  be  asymptomatic  at  birth  and 
seronegative  if  maternal  infection  is 
acquired  or  transmitted  late  in  preg- 
nancy. When  an  infant  is  born  to  a 
mother  who  is  known  to  be  syphili- 
tic and  has  received  inadequate 
therapy,  no  therapy,  or  treatment 
with  drugs  other  than  penicillin,  the 
infant  should  receive  penicillin. 
Adequate  maternal  therapy  during 
or  before  pregnancy  lessens  the  risk 
to  the  fetus  or  newborn  and  if  physi- 
cal and  serological  evaluation  of  the 
infant  indicates  that  the  infection  is 
not  likely,  the  physician  may  follow 
the  child  with  frequent  serological 
and  clinical  evaluations  rather  than 
give  penicillin  initially.  However, 
unless  the  physician  can  follow  such 
an  infant  until  the  VDRL  has  be- 
come negative  and  for  at  least  three 


months,  the  child  is  a candidate  for 
penicillin  therapy.  Tabor  and 
Huber"’  reported  that  of  22  un- 
treated mothers  with  serological 
conversion  during  pregnancy,  10  of 
their  offspring  who  were  not  ini- 
tially diagnosed  as  syphilitic  later 
developed  disease.  Infants  with 
suspected  congenital  syphilis, 
without  central  nervous  system  in- 
volvement, have  been  given  ben- 
zathine penicillin  G,  50,000  units/kg 
intramuscularly  in  a single  dose. 
However,  because  involvement  of 
the  central  nervous  system  is  hard 
to  exclude,  neurosyphilis  should  be 
assumed  to  be  present  in  all  infants 
in  which  congenital  syphilis  is  as- 
sumed or  diagnosed.  Speer  and  as- 
sociates measured  penicillin  in  the 
CSF  in  59  infants  who  had  received 
1 dose  of  bicillin  for  a positive 
VDRL;  all  had  less  than  0. 1 ugm/ml 
penicillin  in  the  CSF  48  hours  after 
therapy.11  Therefore,  for  therapy  of 
neurosyphilis  of  the  newborn, 
aqueous  penicillin  G,  50,000  u/kg/ 
day  for  10  days  I M or  IV  is  appro- 
priate. VDRL  testing  of  these  in-  i 
fants  shortly  after  therapy  as  well  as 
at  3,  6 and  12  months  after  therapy  is 
recommended. 

A few  reports  of  syphilis  of  the 
newborn  despite  penicillin  therapy 
of  the  mother  and  infant  such  as  oc- 
curred in  Case  # 1 have  appeared.12 
Ryan  et  al13  demonstrated  that  the 
aqueous  humor  of  the  eye  is  a reser- 
voir for  infection  in  an  infant  who 
died  with  overwhelming  spiroche- 
temia  despite  therapy  of  mother  and 
child.  Our  first  patient,  an  infant 
who  received  bicillin  in  the  neonatal 
period,  developed  a florid  case  of 
classical  congenital  syphilis  four 
weeks  later. 

Prevention 

Adequate  treatment  of  all  pa- 
tients and  their  contacts  is  of  pri- 
mary importance  in  the  prevention 
of  infection  of  the  fetus.  North  Car- 
olina law  requires  a serology  test  at 
some  time  during  pregnancy. 
Seropositivity  of  a pregnant  woman 
requires  complete  evaluation  in- 
cluding the  confirmatory  FTA- 
ABS.  In  the  absence  of  epidemio- 
logical evidence  of  exposure  or 
clinical  symptoms  and  if  the  FTA- 
ABS  is  non-reactive,  treatment  may 
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->e  withheld  and  studies  repeated  in 
wo  to  four  weeks.  If  there  is  evi- 
dence of  exposure,  or  if  infection  is 
demonstrated  by  a fourfold  or 
treater  increase  in  the  quantitative 
yDRL,  treatment  should  be  insti- 
uted  promptly.  Unfortunately,  as 
,everal  of  our  cases  demonstrate,  a 
nother  who  had  a negative  VDRL 
est  early  in  pregnancy  may  acquire 
he  disease  in  later  pregnancy  and 
nfect  her  child.  The  mothers  of 
hree  such  children  were  treated 
vith  penicillin  before  delivery,  two 
n late  pregnancy.  One  was  treated 
n the  first  trimester  so  that  her 
:hild's  syphilis  may  have  reflected  a 
einfection.  Since  obstetric  patients 
vho  have  gonorrhea  have  shown  a 
>0%  rate  of  reinfection  between 
:arly  and  late  pregnancy,  luetic 
einfection  is  not  surprising.14  The 
3ublic  Health  Service  recom- 
nended  in  1976  that:  “All  pregnant 
vomen  should  have  a nontrepo- 
lemal  serologic  test  for  syphilis, 
;uch  as  the  VDRL  or  RPR  test,  at 


the  time  of  the  first  prenatal  visit.  In 
women  suspected  of  being  at  high 
risk  for  syphilis,  a second  non- 
treponemal  test  should  be  per- 
formed during  the  third  tri- 
mester.'’10 Since  North  Carolina 
has  the  sixth  highest  rate  of  syphilis 
in  the  nation,  routine  repetition  of  a 
serological  test  for  syphilis  in  the 
third  trimester  must  be  considered 
strongly,  especially  if  the  mother 
has  had  any  venereally  transmis- 
sible disease  at  any  time. 

Syphilis  continues  to  be  an  infec- 
tion of  concern  in  North  Carolina. 
Lack  of  familiarity  with  the  disease 
in  children  can  delay  the  diagnosis. 
Physicians  need  to  know  the  patho- 
genesis of  infection  and  available 
serological  tests  if  pregnant  women 
and  their  infants  are  to  be  properly 
managed.  The  devastating  effects  of 
congenital  infection  despite  therapy 
make  prevention  of  fetal  infection 
the  goal  in  management  of  syphilis 
in  children. 


Acknowledgments 

The  authors  gratefully  acknowledge  the 
epidemiological  assistance  of  Mr.  J.  D.  Day, 
Jr.,  of  the  North  Carolina  Department  of 
Human  Resources,  and  the  secretarial  as- 
sistance of  Ms.  Susan  Copley. 

References 

1.  Center  for  Disease  Control,  Morbidity  and  Mortality 
Weekly  Report.  Annual  Summary  26:16,  1977. 

2.  Peterson  JC:  Congenital  syphilis:  a review  of  its  present 
station  and  significance  in  pediatrics.  South  Med  J 
66:257,  1973. 

3.  Harten  CA,  Bernirschke  K:  Fetal  syphilis  in  the  first 
trimester.  Am  J Obstet  Gynecol  124:705,  1976. 

4.  Thomas  EW:  Syphilis:  Its  Course  and  Management. 
New  York,  the  MacMillan  Company,  1949,  pp  264-276. 

5.  Scotti  AT,  Logan  L:  A specific  IgM  antibody  test  in 
neonatal  congenital  syphilis.  J Pediatr  73:242,  1968. 

6.  Kaufman  RE,  Olansky  DC,  Wiesner  PJ;  The  FTA-ABS 
(IgM)  test  for  neonatal  congenital  syphilis:  a critical 
review.  J Am  Vener  Dis  Assoc  1:79,  1974. 

7.  Ackerman  BD:  Congenital  syphilis:  observations  on 
laboratory  diagnosis  of  intrauterine  infection.  J Pediatr 
74:459,  1969. 

8 Nell  EE:  Comparative  sensitivity  of  treponemes  of 
syphilis,  yaws,  begal,  to  penicillin  in  vitro,  with  obser- 
vations on  factors  affecting  its  treponemicidal  action 
Am  J Syph  38:92,  1954. 

9.  Syphilis  — CDC  Recommended  Treatment  Schedules, 
1976.  Morbidity  and  Mortality  Weekly  Report  24:101, 
1976. 

10.  Taber  LH,  Huber  TW:  Congenital  syphilis.  Prog  Clin 
Biol  Res  3:183,  1975. 

11.  Speer  ME,  Taber  LH,  Clark  DB,  Rudolph  AJ:  Cere- 
brospinal fluid  levels  of  benzathine  penicillin  G in  the 
neonate  J Pediatr  9:996,  1977. 

12.  Hardy  JB,  Hardy  PH,  Oppenheimer  EH,  Ryan  SJ,  Sheff 
RN:  Failure  of  penicillin  in  a newborn  with  congenital 
syphilis.  JAMA  212:1345,  1970. 

13.  Ryan  SJ,  Hardy  PH,  Hardy  JM,  Oppenheimer  EH: 
Persistence  of  virulent  Treponema  pallidum  despite 
penicillin  therapy  in  congenital  syphilis.  Am  J Ophthal- 
mol 73:258,  1972. 

14.  Jones  DED,  Brage  RG,  Jones  CP:  Gonorrhea  in  obstet- 
ric patients.  J Am  Vener  Dis  Assoc  2:30,  1976. 


Thus  far  physic  was  wholly  founded  on  experiment.  The  European,  as  well  as  the 
American,  said  to  his  neighbour.  Are  you  sick?  Drink  the  juice  of  this  herb,  and  your  sickness 
will  be  at  an  end.  Are  you  in  a burning  heat?  Leap  into  that  river,  and  then  sweat  till  you  are 
well.  Has  the  snake  bitten  you?  Chew  and  apply  that  root,  and  the  poison  will  not  hurt  you. 
Thus  ancient  men,  having  a little  experience  joined  with  common  sense  and  common 
humanity,  cured  both  themselves  and  their  neighbours  of  most  of  the  distempers,  to  which 
every  nation  was  subject,  — John  Wesley,  Primitive  Physic. 
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Editorials 


SUGGESTIONS  FOR  AUTHORS 

The  North  Carolina  Medical  Journal  wel- 
comes the  contribution  of  original  articles  — scien- 
tific, historic  and  editorial  — provided  that  they  have 
neither  been  published  previously  nor  have  they  been 
simultaneously  submitted  for  publication  in  other 
medical  periodicals.  Papers  concerned  with  all  as- 
pects of  the  practice  of  medicine  in  North  Carolina  are 
particularly  solicited. 

In  addition,  in  view  of  The  Copyright  Revision  Act  of 
1976 , effective  Jan.  1,  1979,  letters  of  transmission  to 
the  editor  should  contain  the  following  language:  “In 
consideration  of  the  North  Carolina  Medical  Society's 
taking  action  in  reviewing  and  editing  my  submission, 
the  author! s)  undersigned  hereby  transfers,  assigns,  or 
otherwise  conveys  all  copyright  ownership  to  the  North 
Carolina  Medical  Society  in  the  event  that  such  work  is 
published  in  the  NORTH  CAROLINA  MEDICAL 
JOURNAL.”  We  regret  that  transmittal  letters  not 
containing  the  foregoing  language  signed  by  all  authors 
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of  the  submission  will  necessitate  delay  in  review  of  the 
manuscript. 

Manuscripts 

Two  copies  of  the  complete  manuscript  including  i 
legends,  tables,  references  and  glossy  prints  should  be  ( 
submitted.  All  copies  should  be  typed  on  standard  size  | 
paper,  double-spaced  with  margins  at  least  3 cm; 
xerographic  reproductions  are  preferred  to  carbon.  A : 
covering  letter  indicating  the  author  responsible  for  • 
correspondence  and  his  address  should  accompany  i 
the  manuscript. 

Titles  and  Authors'  Names 

These  should  be  provided  on  a separate  page  in 
duplicate  giving  the  full  title  of  the  paper;  a shorter  title 
for  the  table  of  contents;  the  author(s)  first  name(s),  , 
initial(s)  and  academic  degree(s);  the  name  of  the  de- 
partment and  institution  where  the  work  was  done  and 
the  name  and  address  of  the  author  to  whom  requests 
for  reprints  should  be  directed. 

Abstracts 

On  a separate  sheet,  a double-spaced  abstract  of  not  i 
more  than  150  words  should  be  submitted  in  duplicate. 
This  should  be  factual  telling  of  what  was  done,  what 
was  observed  and  what  was  concluded.  A separate 
summary  should  not  be  provided. 

Abbreviations  and  Symbols 

Usage  recommended  in  STYLE  MANUAL  FOR 
BIOLOGICAL  JOURNALS  (3rd  ed.,  1972)  should  be 
followed  insofar  as  possible.  The  first  time  an  abbrevi- 
ation is  used,  it  should  be  explained.  Generic  names 
should  be  employed  for  drugs;  if  the  author  wishes  to 
identify  an  agent  by  trade  name,  it  should  be  inserted 
parenthetically  at  the  first  use  of  the  term.  Units  of 
measurement  should  generally  be  metric  including 
height  and  weight. 

References 

References  should  be  double-spaced  and  on  a sepa-  i 
rate  page(s)  and  should  be  numbered  consecutively  as 
they  are  cited  in  the  text.  The  citations  should  conform 
to  the  style  of  the  INDEX  MEDICUS  and  the  publi- 
cations of  the  American  Medical  Association.  The 
inclusive  pages  should  be  given  but  the  number  and 
day  or  month  of  the  cited  issue  should  not  be  included. 
Author(s)  surname  and  initial(s);  title  and  subtitle  of 
the  paper;  journal  or  book  in  which  it  appeared;  vol- 
ume number,  inclusive  pagination  and  year  for  journal 
citation;  title  of  book,  editor  if  a collection,  edition 
other  than  first,  city,  publisher,  year  and  page  of 
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specific  reference  for  books  should  be  indicated.  For 
example: 

1.  Villant  GE,  Sobowale  NC,  McArthur  C:  Some 
psychologic  vulnerabilities  of  physicians.  N 
Engl  J Med  287:372-375,  1972. 

2.  Fox  RC:  The  Student-Physician:  Introductory 
Studies  in  the  Sociology  of  Medical  Education. 
Edited  by  Merton  RK.  Cambridge,  Harvard 
University  Press,  1957,  pp  207-241. 

3.  Sniscak  M:  Cumulative  Cumulus  Therapy.  Los 
Angeles,  Exotic  and  Esoteric  Press,  1984,  p 81. 

Unpublished  data  and  personal  communications 
should  be  alluded  to  in  footnotes.  Footnotes,  how- 
ever, should  be  limited  and  separated  from  the  text  by 
a line. 

Tables  and  Illustrations 

These  should  be  typed  in  double-space  on  separate 
sheets.  Arabic  numerals  should  be  used  and  a legend 
for  each  table  submitted.  Tables  should  be  as  succinct 
as  possible.  Lines  should  be  omitted  and  symbols  for 
units  given  with  the  column  heading.  Other  symbols 
should  be  explained  at  the  bottom  of  the  table.  Illus- 
trations should  be  glossy,  black  and  white  prints  or 
line  drawings.  The  name  of  the  first  author,  the  figure 
number  and  the  top  of  the  figure  should  be  written 
lightly  in  pencil  on  the  back  of  each  print.  Legends  are 
to  be  typed  consecutively  for  each  figure  on  a separate 
sheet.  If  illustrations  have  appeared  elsewhere,  per- 
mission for  reproduction  from  both  the  author  and 
publisher  must  accompany  the  manuscript. 


Reviewing 

All  manuscripts  are  read  by  the  editor.  Most  of  them 
are  also  reviewed  by  members  of  the  editorial  board  or 
other  referees.  Constructive  comments  by  these  re- 
viewers will  be  returned  to  authors  who  will  usually  be 
notified  within  one  month  of  receipt  of  the  manuscript 
of  editorial  action.  Editorial  correspondence  should 
be  directed  to: 

Editor 

NORTH  CAROLINA  MEDICAL  JOURNAL 
300  S.  Hawthorne  Road 
Winston-Salem,  North  Carolina  27103 


STREET  DRUGS  AND  CANCER 

For  patients  with  cancer,  the  promise  of  therapy  is 
tempered  by  the  knowledge  that  they  may  be  devas- 
tated by  anorexia,  nausea,  vomiting,  opportunistic 
infection,  isolation  and  depression.  Little  wonder  they 
may  feel  that  their  treatment  represents  punishment 
undeserved  and  that  their  condition  separates  them 
from  their  fellows.1  It  is  as  if  they  must  take  the  con- 
sequences of  the  anger,  even  hatred,  directed  toward 
their  disease.  Their  government,  “of  the  people,  by 
the  people,  for  the  people,”  seems  little  concerned 
with  those  troubling,  discomfiting  side  effects  al- 
though it  vigorously  pursues  through  thought,  word, 
deed  and  dollar  unremitting  war  on  cancer. 

The  National  Institutes  of  Health  has  established  an 
Intraagency  Committee  on  New  Therapies  for  Pain 


FOR  THE  CHEMICALLY  DEPENDENT 

At  the  Charlotte  Treatment  Center  we  believe 
that  those  who  suffer  from  the  treatable  disease  of 
alcoholism,  and  their  families,  are  entitled  to  the  same 
treatment  and  loving  care  as  those  suffering  from 
any  other  disease. 


Full  time  physician 
Psychiatric  consultant 
Registered  nurses 


Professional  counseling  staff 
Family  program 
After-care  program 
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and  the  Food  and  Drug  Administration,  the  Alcohol, 
Drug  Abuse  and  Mental  Health  Administration,  and 
the  late  Department  of  Health,  Education  and  Wel- 
fare, have  reviewed  some  of  the  issues  involved.2  But 
their  responses  have  been  somewhat  like  those  of 
some  nurses  and  doctors  who  unwittingly  withhold 
appropriate  supportive  treatment  lest  their  terminal 
patients  become  addicted  to  narcotics.  Heroin  and 
marijuana,  granted  of  dubious  purity,  are  easily  avail- 
able on  the  street  for  recreational  use  if  such  adjectival 
application  be  permitted,  but  cannot  be  used  legally 
without  overcoming  nearly  unsurmountable  obsta- 
cles. While  we  seem  to  have  included  pot  in  our  cul- 
ture, our  government  holds  to  an  earlier  instant  judg- 
ment that  marijuana  is  bad  because  it  is  bad.  It  is 
almost  as  if  HEW  took,  before  it  split,  the  fundamen- 
talist position  and  the  scientific  community  and  nearly 
a third  of  the  states  the  agnostic  stance.  If  we  suspend 
judgment,  we  can  then  as  objectively  as  possible 
evaluate  the  evidence.  Since  the  drugs  will  be  used 
outside  the  hospital  anyway,  why  not  simplify  ex- 
perimental use  in  hospital  and  learn  through  proper 
protocol? 

Laszlo  at  Duke2  has  recently  nicely  summarized 
what  we  know  about  the  marijuana  derivative,  delta- 
9-tetrahydrocannabinol  (THC)  which  seems  a most 
promising  agent  for  use  with  such  patients.  William 
Buckley,3  that  most  redoubtable  of  conservatives,  has 
urged  that  the  use  of  heroin,  generally  considered  the 
best  of  narcotic  analgesics,  be  allowed  in  this  country 
while  the  liberal  New  Republic4  has  reached  similar 
conclusions  about  marijuana.  The  public  has  showed 
its  concern  by  making  Hospice5  an  effective  move- 
ment, and  the  medical  profession  and  the  fourth  estate 
are  in  agreement.  Why  then  is  Washington  deaf? 

J.H.F. 
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“OPIUM” 

While  physicians,  journalists  and  government 
struggle  over  the  use  of  heroin  for  pain,  one  phar- 
maceutical house  has  showed  its  interest  in  opium  if 
not  in  tetrahydrocannabinol  development.  The  Wall 
Street  Journal'  informs  us  that  “Opium,”  a fragrance 
going  for  $130-the-ounce  as  perfume  and  $25-the- 
ounce  as  cologne  is  a hit  in  the  marketplace.  Despite 
protests  that  the  name  implies  an  overly  permissive 
attitude  toward  drugs,  the  stuff  is  really  selling.  Some 
300  retailers  bought  $35  million  worth  last  year  from 
Charles  of  the  Ritz  Group  Ltd.,  a branch  of  Squibb 
Corp. , comfortable  that  they  had  a winner.  There  used 
to  be  a candy  bar  called  Mary  Jane:  it  was  born  de- 
cades too  soon. 

J.H.F. 
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Tenuate  Dospan 

(diethylpropion  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states.  Patients  with  a history  of  drug 
abuse  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  In  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle,  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program  Abuse  of  amphetamines  ana  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  hign 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
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chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
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indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
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PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T wave  changes  In  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
termess,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
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topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous : A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria.  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger  Tenuate 
Dospan  (diethylpropion  hydrochloride] controlled-release  One 75  mg 
tablet  daily,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age 
OVERDOSAGE  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
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rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Regitine ")  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
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useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  require 
strict  appetite  control  and  a successful  program  of  weight 
'eduction  may  tend  to  diminish  the  incidence  or  severity  of  the 
complications  in  some  patients.  Diethyl propion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen.  Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page. 


In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness. 

: 

The  anorectic  effectiveness  of  diethyl  propion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.1  And 
the  unique  chemistry  of  Tenuate  provides "..  .anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.’’2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 


‘Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 

Merrell 
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5 mg  chlordiazepoxide  HC1 
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antianxiety/antisecretory/antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome* 


Librax 


Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 


Indications:  Based  on  a review  of  this 
drug  Dy  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows 
"Possibly"  effective:  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis 
Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation 


Contraindications:  Giaucoma  prostat'C  hyper- 
trophy. benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCi  and  or 
clidinium  Bromide 

Warnings:  Caution  patients  about  possible  com- 
bined effects  wth  aicohoi  and  other  CNS 
depressants,  and  aga-nst  hazardous  occupations 
requiring  complete  mema'  alertness  fe  g . operat- 
j machinery  ar  v ng;  Physical  and  psychoiogi- 
pependence  rarely  reported  on  recommended 
se§,  but  use  caution  m administering  L b'  um» 

- o'cazepoxide  HQ  Pocnej  to  know"  aco  c- 


tion-prone  individuals  or  those  who  might  increase 
dosage,  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 

may  occur 

Precautions:  in  eidehy  anc  aebi'tated  ;:mi!  dos- 
age to  smallest  effective  amount  to  precede 
ataxia,  ove'seaation  confusion  (no  more  than  2 
capsules/day  •mtialiy.  increase  gradually  as 
needed  and  tolerated;.  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxica1 
reactions  reported  in  psychiatnc  patents  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depress  or,  so  c oa  teno- 
encies  may  be  present  and  protect1  /e  measures 
necessary.  Variable  effects  on  biooo  ccagu  at  on 
reported  very  rarely  in  patients  receivmg  Te  d'ug 


and  oral  anticoagulants:  causal  reiationsh'p 
established 

Adverse  Reactions:  No  side  effects  or  mar 
tations  not  seen  with  either  compound  alons 
reported  with  Librax  When  chiord:azepoxid 
is  used  alone  drowsiness  atax-a.  confusior 
occur  especially  in  eiderty  ana  debilitated 
able  in  most  cases  by  prcoer  dosage  adius 
but  also  occasionally  observed  at  lowe-  cos 
ranges.  Syncope  reported  in  a few  r.s'ance 
encountered  isolated  instances  of  sk  r.  e'u: 
edema,  minor  menstrual  irregu:a'tes  'ausi 
constipation,  extrapyramidal  symptoms  nc 
and  decreased  libido— all  infrequent  gene' 
controlled  with  dosage  reduction;  changes 
oattems  may  appear  during  and  after  treatn 
piood  dyscrasias  (including  agranulocytosis 
jaundice,  hepatic  dysfunction  reported  occe 
ally  with  chlordiazepoxide  HCI,  making  pern 
biood  counts  and  liver  function  tests  advisal 
during  protracted  therapy  Adverse  effects  ri 
ported  with  Librax  typical  of  anticholinergic 
agents,  i e , dryness  of  mouth,  blurring  of  vis 
urinary  hesitancy.  const:paf;on  Const'oat'on 
occurred  most  often  when  L-orax  ’herapy  s 
bmed  with  othe'  spasmolytics  ana  or  cw  res 
d'ets 
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ANENCEPHALUS  IN  NORTH  CAROLINA: 

AN  UPDATE 

To  the  Editor: 

This  communication  is  a sequel  to  a previous  paper, 
‘Anencephalus  in  North  Carolina:  A 25-Year  Experi- 
:nce,”  by  Turnbull,  Scurletis  and  Danielson1  which 
:xamined  the  nature  of  the  relationships  of  several 
variables  with  respect  to  the  occurrence  of 
mencephalus;  these  data  were  for  resident  North 
Carolinians  for  the  period  1946-1970.  We  noted  a sig- 
lificant  increasing  trend  (p  < 0.001 ).  This  finding  was 
n contrast  to  decreasing  trends  found  in  other  areas  of 

'Turnbull,  C.  D.,  Scurletis,  T.  D.,  Danielson,  A.  H.  “Anencephalus  in  North  Carolina: 
\ 25-Year  Experience,”  NCMJ  38  (12):  713-718,  1977. 


the  world.  High  rates  were  noted  among  young  or  old 
parturients,  whites,  female  offspring  and  urbanites. 

The  update  for  1946-1976  changes  the  picture  very 
little.  The  rates  for  1946-1976  reveal  a significant  in- 
creasing trend  (p  < 0.001 );  however,  there  was  a de- 
cline for  1971-75  and  an  abrupt  increase  for  1976. 
Higher  risks  still  exist  for  whites,  females  and  young 
parturients;  but  older  parturients  experienced  a less 
obvious  high  risk.  In  addition,  geographic  location  and 
degree  of  urbanization  have  become  less  important 
indicators  of  high  risk. 

Craig  D.  Turnbull,  Ph.D. 
Department  of  Biostatistics 
School  of  Public  Health 
Chapel  Hill,  N.C.  27514 


Bulletin  Board 


NEW  MEMBERS 

of  the  State  Society 


^dams,  Patricia  Lee,  MD,  (NEP)  2599  Bitting  Rd.,  Winston-Salem 
27104 

Borchert,  Lynn  Gordon,  MD,  (OBG)  East  Carolina  Univ.,  Green- 
ville 27834 

Brown,  Clarence  David,  MD,  (AN)  305  S.  Second  St.,  Wilmington 
28401 

Brown,  William  Ray,  Jr.,  MD,  (NS)  447  Plymouth  Ave.,  Winston- 
Salem  27103 

Carlson,  Alan  Neil  (STUDENT) 702  Anderson  St.,  Apt.  F,  Durham 
27705 

Cross,  Allan  Whittemore,  MD,  (PD)  UNC,  Dept,  of  Ped.,  Clinical 
Sciences  Bldg.,  Chapel  Hill  27514 

Friedman,  Alan  David,  MD  (U)  100  Victoria  Rd.,  Asheville  28801 

Fry  .Terry  Lentz,  MD,  (OTO)  UNC  Surgery-Oto.,  Chapel  Hill 
27514 

Gottula,  Roderic  Dean,  MD,  (FP)  East  Carolina  Univ.,  Greenville 
27834 

Green,  Robert  Lee,  Jr.,  MD,  (P)  Box  3838,  Duke  Med.  Ctr.,  Dur- 
ham 27710 

Guest,  William  Arthur,  MD,  (RESIDENT)  1540  Garden  Terrace, 
Apt.  206,  Charlotte  28203 

Hartness,  John  Frederick,  Jr.,  MD,  (IM)  P.O.  Box  829,  Wingate 
28174 


July  1980,  NCMJ 


Herrman,  Eugene  David,  MD,  (MFS)  3010  Anderson  Dr.,  P.O.  Box 
18946,  Raleigh  27609 

Herskovic,  Arnold,  MD,  (TR)  Box  3275,  Duke  Med.  Ctr.,  Durham 
27710 

Highley,  Frank  Shapley,  MD,  (RESIDENT)  1924  Overland  Dr., 
Chapel  Hill  27514 

Jackson,  Don  Vernon,  MD,  (HEM)  3071  Magazine  Dr.,  Winston- 
Salem  27103 

Klemmer,  Philip  John.  MD,  (IM)  Route  #4,  Box  539-E,  Chapel  Hill 
27514 

Li,  James Tung-Chieh  (STUDENT)  22 12- A Elba  St.,  Durham  27705 

McCanless,  Michael  Victor  (STUDENT)  103-A  White  Hollow  Dr., 
Greenville  27834 

McCartney,  Cheryl  Faintuch,  MD  (P)  2444  Springview  Trail, 
Chapel  Hill  27514 

Montgomery,  Stephen  Paul.  MD,  (ORS)  P.O.  Box  10707,  Raleigh 
27605 

Mozley,  Paul  David,  MD,  (OBG)  East  Carolina  Univ.,  Greenville 
27834 

Nicholl,  Raymond  Paul,  MD,  (GP)  P.O.  Box  450,  Kenansville  28349 

Pridgen,  James  Henry  (STUDENT)  1008  Madison  Ave.,  Winston- 
Salem  27103 

Rhyne,  Ms.  Janelle  Arolyn  (STUDENT)  1533  N.W.  Blvd..  Win- 
ston-Salem 27104 

Sauter,  Suzanne  Van  Houten,  MD,  (IM)  109  Mimosa  Dr.,  Rt.  #2, 
Chapel  Hill  27514 

Simon,  Jimmy  Louis,  MD,  (PDD)  Bowman  Gray,  Dept,  of  Ped., 
Winston-Salem  27103 

Soderstrom,  Lawrence  Paul  (STUDENT)  500  Knollwood  St., 
Winston-Salem  27103 
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August  15-16 


Stopford,  Woodhall,  MD,  (1M)  Box  2914,  Duke  Med.  Ctr.,  Durham 
27710 

Tanner,  Simpson  Bobo,  IV  (STUDENT)  P.O.  Box  1139.  Ruther- 
fordton  28139 

Wells,  Ora  John,  MD,  (RESIDENT)  738  Hillside  Ave..  Charlotte 
28209 

Whaley,  Robert  Allan,  MD,  (R)  748  Shadylawn  Rd.,  Chapel  Hill 
27514 

Woodard,  Warden  Lewis,  III  (STUDENT)  57  Laurel  Ridge  Apts., 
Chapel  Hill  27514 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  A AFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion”. 

August  4-8 

8th  Annual  Beach  Workshop 

Place:  Myrtle  Beach  Hilton,  Myrtle  Beach,  South  Carolina 
Fee:  $150 
Credit:  20  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 


Electron  Microscopy 
Place:  Babcock  Auditorium 
Fee:  $90 
Credit:  9 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

August  20 

Care  for  the  Geriatric  Patient 
Place:  Flame  Steak  House,  Sanford 
Fee:  $6 

Credit:  3‘A  hours 

For  Information:  R.  S.  Cline,  M.D.,  Lee  County  Hospital,  Sanford 
27330 


August  20-22 

Endoscopy:  What  is  its  Role  in  Upper  Gastrointestinal  Bleeding 

Place:  National  Institutes  of  Health,  Bethesda,  Maryland 

For  Information:  Mrs.  Billie  B.  MacKey,  Digestive  Diseases  and 
Nutrition  Program,  National  Institute  of  Arthritis,  Metabolism, 
and  Digestive  Diseases,  Building  31,  Room  9A21,  Bethesda, 
Maryland  20205 

September  8-10 

Emergency  Medicine — Today  ’80 

Place:  Holiday  Inn-North,  Charlotte 

For  Information:  Emergency  Medicine — Today  '80,  North  Caro- 
lina Office  of  Emergency  Medical  Services,  P.O.  Box  12200, 
Raleigh  27605 

September  9 

4th  Annual  Cape  Fear  Medical  Symposium — Problems  of  the  El- 
derly 

Place:  Bordeaux  Motor  Inn,  Fayetteville 

Fee:  $35  members  Cumberland  Co.  Medical  Society,  $50  non- 
members 

Credit:  6 hours;  AMA  Category  I;  AAFP  approval  requested 


Free,  Professional,  Confidential 

Problem  Pregnancy  Counseling 


Our  counselor  will  travel  to  your  patient 
if  she  cannot  come  to  our  office. 

LsJ 

The  Children’s  Home  Society  of  N.C.,  Inc. 

founded  1903 

P.O.  Box  6587  Greensboro,  N.C.  27405 


Asheville  (704)  258-1661 
Chapel  Hill  (919)  929-4708 
Charlotte  (704)  334-2854 


Fayetteville  (919)  483-8913 
Greensboro  (919)  274-1538 
Greenville  (919)  752-5847 


Wilmington  (919)  799-0655 
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September  10 


October  4 


Cancer  Teaching  Day 

Place:  Pitt  County  Memorial  Hospital 

Fee:  $30 

Credit:  6 hours;  AMA  Category  I:  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
of  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

September  12-13 

Intraocular  Lens  Workshop  — Implantation  Course 
Place:  Berryhill  Hall 
Fee:  $500 
Credit:  16  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  231  MacNider  Building 
202-H,  Chapel  Hill  27514 


September  17 

Office  Diagnosis  of  Cardiac  Problems 
Place:  Pitt  County  Memorial  Hospital 
Fee:  $30 

Credit:  6 hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Associate  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

September  17 

Headaches  — A Review 
Place:  Lee  County  Hospital 
Fee:  $6 

Credit:  3 Vi  hours 

For  Information:  R.  S.  Cline,  M.D.,  Lee  County  Hospital,  Sanford 
27330 

September  17-19 

25th  Annual  Angus  M.  McBryde  Perinatal  Symposium 
Place:  Duke  University  Medical  Center 
Fee:  $75 

For  Information:  Angus  M.  McBryde  Perinatal  Symposium,  Box 
3967,  D.U.M.C.,  Durham  27710 

September  18-19 

Genetics  in  Maternal  and  Child  Health  Care 
Fee:  $75 
Credit:  9 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

September  20 

Sarcoidosis:  The  Great  Imitator 
Place:  Carolina  Inn,  Chapel  Hill 
Credit:  6 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 


Disaster  Radiation 
Fee:  $50 
Credit:  6 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

October  6-10 

Microsurgery  Workshop 
Fee:  $450 
Credit:  40  hours 

For  Information:  Donald  Serafin,  M.D.,  Duke  University  Medical 
Center,  Durham  27710 

October  8 

Management  of  Chest  Disease  for  the  Practicing  Physician 
Place:  Pitt  County  Memorial  Hospital 
Fee:  $15 

Credit:  3 hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

October  10 

Alumni  Scientific  Sessions 
Credit:  6 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

October  IS 

Placebos 

Place:  Pitt  County  Memorial  Hospital 
Fee:  $15 

Credit:  3 hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

new S. 

TRIANGLE  X-RAY 
COMPANY 

2817  Brewton  Place 
Raleigh,  N.C.  27604 
(919)  876-61 5&— 876-6849 


September  24-28 

1980  Committee  Conclave 

Place:  Mid-Pines  Club,  Southern  Pines 
Regular  meetings  will  be  scheduled  for  the  Chairmen  and  mem- 
bers of  almost  all  regular  committees  of  the  Medical  Society; 
Committee  members  should  plan  to  be  present. 

For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

September  26-27 

10th  Annual  Seminar  in  Medicine 

Fee:  $75 

Credit:  9 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 


October  1-2 

20th  Annual  Charlotte  Postgraduate  Seminar 
Place:  Charlotte  Memorial  Hospital 

For  Information:  Charles  T.  Ellithorpe,  M.D.,  North  Mecklenburg 
Family  Practice  Group,  Highway  115,  Huntersville  28078 


SALES  & SERVICE 

35  Years  Experience 


EQUIPMENT  FOR:  SPECIAL  EQUIPMENT  FOR: 


FLUOROSCOPY 

RADIOGRAPHY 

TOMOGRAPHY 

MAMMOGRAPHY 


HEAD 

CHEST 

ORTHOPEDICS 

UROLOGY 


ACCESSORIES  FILMS 

SILVER  RECOVERY  CHEMICALS 

UNITS  SUPPLIES 
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October  22 

Acid  Base  Problems  for  the  Primary  Care  Physician 
Place:  Lee  County  Hospital 
Fee:  $6 

Credit:  3Vi  hours 

For  Information:  R.  S.  Cline,  M.D.,  Lee  County  Hospital,  Sanford 
27330 

October  31 -November  1 

13th  Annual  Malignant  Disease  Symposium 
Fee:  $100 
Credit:  9 hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  231  MacNider  Building 
202- H,  Chapel  Hill  27514 

November  5-9 

1980  Urologic  Assembly:  Pediatric  Urology 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
Credit:  27  hours 

For  Information:  Ms.  Linda  Mace,  Assembly  Secretary,  Box  3707, 
Duke  University  Medical  Center,  Durham  27710 

November  9-15 

Update  in  Cardiovascular  Diseases 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

November  12 

Clinical  Pediatrics 

Place:  Pitt  County  Memorial  Hospital 
Fee:  $15 

Credit:  3 hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

December  10 

Adolescent  Gynecology 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 
Credit:  3 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 


PROGRAMS  IN  CONTIGUOUS  STATES 
August  7-8 

Prevention  Through  Conditioning  and  Training  and  Early  Recogni- 
tion of  The  Injured  Athlete 

Place:  Sheraton  Beach  Inn,  Virginia  Beach,  Virginia 

Credit:  15 Vi  hours 

For  Information:  Kathy  E.  Johnson,  Conference  Coordinator,  De- 
partment of  Continuing  Medical  Education,  Box  48,  MCV  Sta- 
tion, Richmond,  Virginia  23298 

October  23-26 

North  Carolina  Society  of  Internal  Medicine  Fall  Meeting 

Place:  The  Cloister,  Sea  Island,  Georgia 

For  Information:  North  Carolina  Society  of  Internal  Medicine,  P.O. 
Box  27167,  Raleigh  27611 

November  13-15 

A National  Forum  on  Comprehensive  Cancer  Rehabilitation  and  its 
Vocational  Implications 

Place:  Foil  Magruder  Inn  and  Conference  Center,  Williamsburg, 
Virginia 

Credit:  14  hours 

For  Information:  Kathy  E.  Johnson,  Continuing  Medical  Educa- 
tion. MCV  Station,  Box  48,  Richmond,  Virginia  23298 

November  14-16 

Primary  Care  of  Hand  Injuries 

Place:  Sea  Island,  Georgia 

For  Information:  American  Society  for  Surgery  of  the  Hand,  2600 
South  Parker  Road,  Suite  132,  Aurora,  Colorado  80014 


SPECIAL  INTEREST  ITEMS 
August  20-22 

Endoscopy:  What  is  its  Role  in  Upper  Gastrointestinal  Bleeding 
Place:  National  Institutes  of  Health,  Bethesda,  Maryland 
For  Information:  Mrs.  Billie  B.  MacKey,  Digestive  Diseases  and 
Nutrition  Program,  National  Institute  of  Arthritis,  Metabolism, 
and  Digestive  Diseases,  Building  31,  Room  9A21,  Bethesda, 
Maryland  20205 

The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  “WHAT?  WHEN?  WHERE?”,  P.O.  Box 
27167,  Raleigh  2761 1 , by  the  10th  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A “Request  for  Listing”  form  is  available 
on  request. 


AUXILIARY  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


REPORT  TO  THE  HOUSE  OF  DELEGATES 
May  1,  1980 

Thank  you  for  inviting  me  to  report  to  you  the 
accomplishments  of  your  auxiliary. 

We  have  appreciated  the  assistance  given  to  us 
through  your  advisor  to  us.  Dr.  Rose  Pully.  We  are 
grateful  to  the  many  staff  and  society  members  who 
patiently  and  willingly  gave  us  information  and  advice 
and  helped  us  with  programs  and  projects.  We  could 
not  have  accomplished  quite  so  much  without  your 
financial  support.  Thank  you  for  including  us  in  the 
Legislative  Symposium  and  Mid-Winter  Leadership 
Conference.  We  look  forward  to  more  joint  learning 
opportunities  such  as  these.  I appreciate  your  includ- 
ing me  in  the  Washington  Legislative  Update  in  Feb- 
ruary. 

A special  thanks  to  Drs.  Warren,  Kanof,  Hoffman, 
Pully  and  Meymandi  and  to  Burroughs  Wellcome  Co., 
who  gave  instructions  and  opportunity  for  practice  in 
radio  communication  skills  at  our  fall  workshop.  As  of 
this  report,  36  radio  stations  are  broadcasting  health- 
related  programs  (auxiliary  initiated)  in  Pasquotank- 
Camden-Dare-Currituck-Gates;  Nash;  New  Han- 
over-Pender-Brunswick;  Alamance-Caswell;  For- 
syth-Stokes-Davie;  Gaston;  Wilson  and  Robeson. 
Sampson  and  Iredell  counties  are  on  four  other  pro- 
grams occasionally.  Guilford-Greensboro  and  High 
Point  are  to  begin  broadcasting  this  spring  and  Wayne, 
Johnston,  Rowan,  Wake,  Watauga,  and  Halifax  by 
early  fall.  We  were  honored  to  have  been  invited  to 
Georgia  in  June  to  train  auxiliary  members  in  that  state 
in  this  communications  project.  Other  states  have  also 
requested  information  on  the  project. 

This  fall  high  school  students  in  North  Carolina  will 
be  able  to  watch  a new  school  television  series  “On 
the  Level,”  on  channel  4.  The  auxiliary  gave  $3,000  to 
help  pay  for  the  series,  which  focuses  on  mental 
health. 

Membership:  3,134  state;  3,041  national.  Five  new 
counties  were  organized:  Avery;  Edgecombe;  David- 
son; Harnett  and  Randolph. 
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AMA-ERF  contributions  total  $24,000  to  date. 
Through  our  State  Student  Loan  Fund,  12  loans  to- 
taling $11,150  were  given  this  year  to  upper  class 
medical  students  or  allied  health  students.  To  date  79 
loans  are  out  amounting  to  $55,300. 

Our  state  theme  has  been  “Adventures  in  Makingor 
Mending  Healthful  Lifestyles.”  Indeed,  our  year  has 
been  adventuresome,  and  lifestyles  have  been  af- 
fected because  of  your  auxiliary  members. 

Six  auxiliaries  reported  attendance  at  HSA  and/or 
State  Health  Planning  Meetings.  Health  fairs  and 
booths  were  set  up  in  Robeson,  Pitt,  Forsyth, 
Durham-Orange,  Wilson,  Sampson,  Alamance- 
Caswell  counties.  Eighteen  auxiliaries  held  health  ex- 
hibits in  schools  and  shopping  centers.  Auxiliaries 
continued  to  contribute  funds  and  to  work  in  health 
museums  in  New  Hanover,  Buncombe,  Forsyth, 
Mecklenburg  and  Guilford-Greensboro.  Plans  are 
being  made  for  health  museums  in  Wake  and  Pitt 
counties. 

Twenty-nine  auxiliaries  reported  immunization 
projects.  Forsyth  members  checked  day  care  pupils’ 
records  and  saved  the  county  health  department  $734. 
Thirty-two  Health  Careers  Clubs  in  high  schools  are 
sponsored  by  auxiliaries.  The  Cumberland  County 
auxiliary  has  been  selected  on  the  national  level  to  do  a 
study  on  battered  women. 

Twenty-two  auxiliaries  worked  in  blood  donor 
projects;  20  in  mental  health  services;  children  were 


screened  for  vision,  hearing  and  learning  disabilities  in 
14  counties;  parenting  seminars  were  held  in  18  coun- 
ties; and  CPR  instruction  was  done  in  18  counties, 
sponsored  by  the  auxiliary.  Fourteen  counties  partici- 
pated in  Meals-On-Wheels  projects. 

Your  county  auxiliaries  reported  participating  in 
over  100  different  kinds  of  health-related  service  proj- 
ects and  programs  for  your  communities.  They  gave 
49  scholarships  locally,  amounting  to  $20,000;  $2,600 
to  the  Ronald  McDonald  Pediatric  Home;  $527  to 
International  Health  Projects  — mostly  to  children  in 
Guatemala;  over  $18,000  to  various  needs  such  as 
child  abuse,  health  education  materials  for  schools 
and  nursing  homes.  They  helped  to  raise  and  give 
away  over  $106,000. 

Legislative  efforts  to  secure  funding  for  School 
Health  Education  Coordinators  continues  to  be  a 
priority  for  us,  and  I appeal  to  you  for  help,  as  you  also 
must  speak  to  legislators  in  behalf  of  this  funding. 

I have  enjoyed  serving  on  several  government 
agency  and  private  organizational  committees  this 
year,  including  the  White  House  Conference  on 
Families  Task  Force.  I am  grateful  to  Drs.  Warren  and 
Sohmer  for  appointing  me  to  represent  the  medical 
society  and  the  auxiliary  as  one  of  the  delegates  to 
Baltimore  for  this  national  conference.  I am  grateful  to 
each  of  you  who  helped  me  to  prepare  for  that  Task 
Force,  and  Dr.  Jim  Davis,  in  particular. 

1 have  attended  88  auxiliary  or  health-related  meet- 


TEGA-CORT  FORTE  1%  - TEGA  - CORT  - 0.5% 

(Available  at  all  drug  stores  - Rx  Only) 


SQUEEZE  TYPE  DISPENSER  BOTTLES 


Tega-Cort  Forte  and  Tega-Cort  lotions  are  offered  in  a nice  smooth  non-staining 

water  soluble  base. 

Indications:  For  relief  of  the  inflammatory  manifestations  of  corticosteroid  respon- 
sive dermatoses  including  Poison  Ivy,  and  sunburn. 


Contraindications:  Topical  steroids  have  not  been  reported  to  have  an  adverse 

effect  on  pregnancy,  the  safety  of  their  use  in  pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should  not  be  used  extensively  on  pregnant 
patients,  or  in  large  amounts,  or  for  prolonged  periods  of  time. 

Dosage  and  Administration:  Apply  to  affected  area  3 or  4 times  daily  as  directed 

by  your  physician. 

Caution:  Federal  law  prohibits  dispensing  without  prescription.  For  external 
use  only.  Store  in  a cool  place  but  do  not  freeze. 

PLEASE  CONSULT  INSERT  SUPPLIED  WITH  EACH  BOTTLE  FOR  MORE 
DETAILED  INFORMATION 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
EAST AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 


ORTEGA  PHARMACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 
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ings  this  year  and  had  the  opportunity  to  speak  as  the 
auxiliary  representative  57  times.  The  year  has  been 
an  indescribable  joy.  I am  humbled  and  grateful  for 
each  memory. 

MRS.  RICHARD  (ANN)  FRAZIER 
State  Auxiliary  President 
Roanoke  Rapids,  N.C. 


News  Notes  from  the— 

DUKE  UNIVERSITY  MEDICAL  CENTER 


The  music  had  ended;  the  balloons  and  buttons 
were  yet  to  come.  The  crowd  of  more  than  3,000  Duke 
employees  and  invited  guests  was  hushed  as  Duke 
University  President  Terry  Sanford  stepped  to  the 
microphone  at  the  foot  of  the  sparkling  North  Division 
of  Duke  Hospital. 

“You,  right  now,  are  looking  at  the  finest  medical 
facility  in  all  the  world,”  Sanford  told  his  listeners. 

Those  14  words  succinctly  summed  up  the  feeling 
running  through  the  audience  Sunday  afternoon,  April 
20,  as  Duke  celebrated  the  grand  opening  of  the  North 
Division,  a 616-bed  facility  conceived  more  than  a 
decade  ago  to  usher  Duke  Hospital  into  the  21st  cen- 
tury. 


Four  medical  school  professors  have  been  named 
distinguished  professors  according  to  Provost  William 
Bevan. 

The  four  include  Drs.  Robert  B.  Jennings,  pathol- 
ogy and  Jacob  Joseph  Blum,  physiology,  both  James 
B.  Duke  professors;  E.  Harvey  Estes  Jr.,  chairman  of 
the  Department  of  Community  and  Family  Medicine, 
University  Distinguished  Service  Professor;  and  Dr. 
John  J.  Gallagher,  Edward  S.  Orgain  Professor  of 
Medicine. 

* * * 

A new  drug  delivery  system  using  tiny  spheres  in- 
jected into  the  bloodstream  can  destroy  cancerous 
tumors  in  animals  while  sparing  most  normal  tissue, 
medical  researchers  have  found. 

The  protein  microspheres,  as  they  are  called,  carry 
an  anti-cancer  drug  and  iron  oxide  particles.  A magnet 
held  over  a tumor  attracts  the  iron  oxide,  and  thus  the 
spheres,  to  the  tumor  site,  where  they  release  their 
drug  load. 

Seventy-five  percent  of  test  animals  in  one  study 
showed  no  signs  of  cancer  after  treatment  with  the 
process. 

“We  only  hope  it  works  someday  with  patients; 
that’s  the  bottom  line,”  said  one  of  the  researchers, 
Dr.  Kenneth  J.  Widder  of  the  medical  center. 

Widder,  a resident  in  pathology,  described  the 
technique  in  April  at  the  annual  meeting  of  the  Feder- 
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ation  of  American  Societies  for  Experimental  Biology 
in  Anaheim,  Calif. 

He  and  Dr.  Andrew  E.  Senyei  of  the  University  of 
California-Irvine  served  as  consultants  for  the  animal 
test,  conducted  by  Dr.  Robert  M.  Morris,  Donald  P. 
Howard  Jr.  and  Gerald  A.  Poore  of  Eli  Lilly  and  Co.,  a 
maker  of  health  care,  agricultural  and  cosmetic  prod- 
ucts. 

The  researchers  cautioned  that  their  work  is  still 
experimental.  More  tests  must  be  done  before  the 
potential  use  of  the  process  in  humans  can  be  fully 
appraised,  they  say. 

If  successful,  the  process  could  improve  the  effec- 
tiveness of  chemotherapy  in  the  treatment  of  certain 
types  of  cancer  and,  at  the  same  time,  possibly  reduce 
the  toxicity  of  the  drugs  given  in  this  way. 

* * * 

Dr.  Eric  Effman,  associate  professor  in  the  division 
of  imaging,  won  the  George  Simon  1980  Memorial 
Fellowship  award  for  his  paper,  “Development  of  the 
Right  and  Left  Pulmonary  Arteries  — A Microangio- 
graphic  Study  on  the  Mouse.’’ 

* * * 

The  National  Fund  for  Medical  Education  has 

awarded  a one-year  $10,000  grant  to  a young  faculty 


member  trying  to  make  medical  students  more  con- 
scious of  how  expensive  health  care  has  become. 

Dr.  Allen  R.  Dryer,  assistant  professor  of  psychia- 
try and  of  community  and  family  medicine,  said  he  will 
use  the  grant  to  integrate  cost  containment  awareness 
into  all  four  years  of  the  medical  school  curriculum. 

The  emphasis,  he  said,  will  be  on  saving  money  for 
patients  and  the  institutions  providing  care,  while  at 
the  same  time  ensuring  that  the  patients  still  receive 
the  most  appropriate  treatment. 

* * * 

A study  conducted  at  the  medical  center  indicates 
that  exercise  reduces  not  only  the  physical  risk  factors 
associated  with  heart  disease,  but  also  the  psychologi- 
cal risk  factor  known  as  the  Type  A (coronary  prone) 
behavior  pattern. 

Dr.  James  Blumenthal,  assistant  clinical  professor 
of  medical  psychology,  described  the  study  and  its 
results  at  the  annual  meeting  of  the  American 
Psychosomatic  Society  in  New  York.  Co-authors  of 
the  paper  he  presented  were  Drs.  Andrew  G.  Wallace, 
chief  of  cardiology;  Redford  B.  Williams,  professor  of 
psychiatry;  and  R.  Sanders  Williams,  an  associate  in 
cardiology. 

“The  overly  rushed,  competitive  and  aggressive 
personality  has  been  implicated  in  the  development  of 
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coronary  atherosclerosis  (hardening  of  the  arteries 
that  supply  blood  to  the  heart)  and  its  clinical  conse- 
quences — heart  attacks  and  angina  (chest  pains),” 
Blumenthal  said  in  an  interview. 

“A  panel  of  scientists  assembled  by  the  National 
Heart,  Lung  and  Blood  Institute  has  recently  con- 
cluded that  the  Type  A behavior  pattern  is  associated 
with  increased  risk  of  heart  disease  over  and  above 
that  imposed  by  age,  blood  pressure,  serum  choles- 
terol and  smoking,”  he  said.  “They  also  concluded 
that  it  is  just  as  great  as  the  relative  risk  associated 
with  any  of  these  factors.” 

The  scientist  said  that  while  previous  research  has 
shown  the  importance  of  physical  exercise  in  reducing 
blood  pressure,  serum  cholesterol  (blood  fats)  and 
resting  heart  rate,  the  Duke  study  is  the  first  to  demon- 
strate that  the  Type  A behavior  pattern  can  be  mod- 
ified by  participation  in  a regular  exercise  program. 

* * * 

The  medical  center’s  Clinical  Research  1 Building 
(CRI)  was  named  in  honor  of  one  of  the  university’s 
most  distinguished  physicians  in  April.  He  is  Dr. 
Eugene  A.  Stead  Jr.,  who  served  as  chairman  of  the 
Department  of  Medicine  from  1947  until  1967  and  is 
currently  Florence  McAlister  Professor  of  Medicine 
Emeritus. 

Dr.  Donald  S.  Fredrickson,  director  of  the  National 
Institutes  of  Health,  began  the  dedication  by  present- 
ing the  Eugene  A.  Stead  Jr.  Lecture  in  the  Searle 
Center  for  Continuing  Education  in  the  Health  Sci- 
ences. 

Immediately  following  the  Stead  Lecture,  a brief 
naming  ceremony  was  held  in  the  center.  Later  in  the 
evening,  there  was  a reception  and  dinner  honoring 
Stead. 

The  Clinical  Research  I Building  was  completed  in 
1963  with  funds  provided  by  the  School  of  Medicine, 
the  National  Institutes  of  Health  and  the  B.  B.  Lane 
family.  Attached  to  the  main  hospital  complex  near 
the  Emergency  Room,  it  contains  six  floors  and  a 
gross  area  of  55,700  square  feet. 

The  facility  houses  a wide  variety  of  laboratories 
and  offices  of  the  Departments  of  Medicine,  Surgery, 
Psychiatry,  Radiology  and  Ophthalmology.  Rankin 
Ward,  a clinical  research  unit  supported  by  the  Na- 
tional Institutes  of  Health’s  Division  of  Research  Re- 
sources, occupies  the  second  floor. 

Stead  joined  the  Duke  faculty  in  1947  after  serving 
on  the  faculty  of  Harvard  University  and  as  dean  of 
the  Emory  University  School  of  Medicine  in  Atlanta. 

In  his  long  career,  he  published  well  over  100  scien- 
tific papers  on  heart  function,  disease  and  treatment 
and  garnered  many  honors  including  the  Abraham 
Flexner  Award  for  Distinguished  Service  to  Medical 
Education  from  the  Association  of  Medical  Colleges 
in  1970  and  the  American  Heart  Association’s  Gold 
Heart  Award  in  1976. 

* * * 

Dr.  James  R.  Urbaniak,  professor  in  the  division  of 
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orthopaedic  surgery,  received  a $98,597  grant  from 
the  National  Institute  of  General  Medical  Sciences  for 
the  study  of  “Tissue  Injury,  Revascularization  and 
Transplantation.” 

* * * 

Dr.  Richard  O.  Burns,  professor  in  the  division  of 
microbiology,  received  a grant  of  $7 1,288  for  the  study 
of  “Molecular  Mechanisms  of  Biological  Control.” 
The  grant  was  awarded  by  the  National  Institute  of 
General  Medical  Sciences. 

* * * 

Every  cloud  might  not  have  a silver  lining  during 

periods  of  high  inflation,  but  every  sheet  of  x-ray  film 

certainly  does. 

Radiologists  at  the  medical  center,  painfully  aware 
of  this  fact,  expect  to  reclaim  more  than  700  pounds  of 
the  precious  metal  from  their  x-ray  developing  ma- 
chines during  the  next  12  months. 

The  recycling  of  photographic  silver,  once  consid- 
ered too  time-consuming  to  be  worth  the  effort,  now 
means  a critical  savings  of  thousands  of  dollars  for  the 
hospital  every  year. 

“Since  July  last  year,  the  cost  of  our  x-ray  film  has 
risen  130%,  including  a jump  of  94%  in  January 
alone,”  said  Dr.  Car!  Ravin,  chief  of  the  Radiology 
Department’s  imaging  division.  “The  crash  of  the 


silver  market  on  March  27  has  thus  far  resulted  in  only 
an  11%  reduction  in  price.” 

Although  many  hospitals  have  passed  the  higher 
cost  of  x-ray  film  directly  on  to  their  patients,  Duke 
has  not.  Ravin  said. 

As  an  example  of  the  squeeze  the  increase  has 
caused,  the  radiologist  cited  an  angiography  proce- 
dure for  which  the  hospital  charges  $465 . Angiography 
involves  injecting  a radiographic  contrast  agent  into 
specific  blood  vessels  to  diagnose  a variety  of  diseases 
including  thromboses  and  tumors. 

“It  now  costs  the  hospital  $435  just  for  the  film  used 
in  the  study,”  he  said,  “leaving  only  $30  to  pay  for  the 
technicians  and  the  sophisticated  equipment  required 
for  the  examination.” 

* * * 

Dr.  Allen  D.  Roses,  associate  professor  in  the  divi- 
sion of  neurology,  received  a $47,803  grant  for  the 
study  of  “Isolated  Membrane  Glycoproteins,”  Roses 
received  the  grant  from  the  National  Institute  of 
Neurological  and  Communicate  Disorders. 

* * * 

Dr.  Seymour  Grufferman,  assistant  professor  in  the 
Department  of  Pediatrics,  received  a $67,096  grant 
from  the  National  Cancer  Institute.  Grufferman  is 
studying  “The  Epidemiology  of  Multiple  Myeloma.” 
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News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Dr.  Stuart  Bondurant,  dean  of  the  School  of  Medi- 
cine, was  one  of  seven  persons  awarded  an  hon- 
orary degree  during  commencement  ceremonies  May 
10  at  Indiana  University  in  Bloomington. 

From  1959  to  1967  Bondurant  taught  at  the  Indiana 
University  Medical  School  and  for  the  last  six  of  those 
years  he  also  was  associate  director  of  its  medical 
center. 

His  citation  read  in  part,  “Your  sustained  and  pro- 
ductive career  in  medical  research  (the  cardiovascular 
system)  benefits  the  world.  ...  In  your  outstanding 
abilities  as  an  academician  and  an  administrator  you 
have  greatly  benefited  three  major  medical  centers 
and  the  medical  profession  at  large.  For  your  con- 
tributions to  education,  to  medicine,  and  to  research 
you  have  earned  the  abiding  respect  of  your  peers  and 
colleagues.  Indiana  is  pleased  to  honor  you  today.” 

Last  month  Bondurant  was  installed  as  the  new 
president  of  the  45,000-member  American  College  of 
Physicians  at  the  conclusion  of  the  society’s  61st  an- 
nual session  in  New  Orleans. 

Bondurant,  who  will  serve  a one-year  term,  suc- 
ceeds Dr.  Richard  W.  Vilter,  a Cincinnati  internist. 

UNC-CH  Chancellor  Christopher  C.  Fordham  III 
said,  “The  American  College  of  Physicians  has  cho- 
sen one  of  the  nation’s  outstanding  physician- 
administrators  as  its  president.  Stuart  Bondurant  is  a 
man  of  exceptional  ability.  He  will  serve  the  college 
well.” 

* * * 

Two  rare  blood-clotting  disorders  which  may  shed 
light  on  other,  more  common  diseases  are  the  subject 
of  a March  of  Dimes  Birth  Defects  Foundation  re- 
search grant  to  Dr.  Gilbert  C.  White,  assistant  profes- 
sor of  medicine. 

He  has  received  $ 18,000  for  the  first  year  of  an  effort 
to  define  the  inherited  defect  in  blood  platelets  of 
patients  with  Bernard-Soulier  syndrome  and 
Glanzmann’s  thrombasthenia.  Clarifying  the  under- 
lying defects  in  these  disorders  may  lead  not  only  to 
better  means  of  treating  them,  he  says,  but  also  to  new 
knowledge  of  how  clotting  cells  participate  normally 
or  abnormally  in  development  of  heart  attacks  and 
other  conditions  involving  clot  formation  within  blood 
vessels.  In  the  two  disorders  under  study,  platelets  fail 
to  clump  together  as  they  do  in  normal  blood  clotting. 
The  disorders  superficially  resemble  forms  of 
hemophilia  and  are  sometimes  fatal.  The  only  avail- 
able treatment  is  transfusion  of  platelets,  which  does 
not  always  work  as  expected,  possibly  because  pa- 


tients form  antibodies  against  normal  platelets  after 
repeated  transfusions. 

The  March  of  Dimes  currently  supports  birth  de- 
fects research,  medical  service  and  education  with 
grants  totaling  more  than  $424,000  in  the  state  of 
North  Carolina. 

* * * 

Twelve  minority  high  school  students  with  special 
interests  in  science  are  able  to  pursue  those  interests 
this  summer  at  the  School  of  Medicine. 

Funded  by  a $24,000  grant  from  the  National  Insti- 
tutes of  Health,  apprenticeships  are  offered  in  all  six 
basic  science  departments  at  UNC-CH  (anatomy, 
bacteriology  and  immunology,  biochemistry  and 
nutrition,  pathology,  pharmacology  and  physiology), 
according  to  Dr.  Marion  Phillips,  associate  dean  for 
student  affairs. 

Phillips,  who  is  directing  the  program,  said  each 
participant  spends  eight  weeks  in  June  and  July, 
working  fulltime  on  a specific  research  project  under 
the  guidance  of  a faculty  member  or  graduate  student. 
The  apprentices  are  provided  campus  housing  and  will 
be  paid  a stipend. 

“We  introduce  these  young  scholars  to  a basic  sci- 
ence research  setting  with  the  hope  that  they  will  get  a 
general  orientation  to  one  of  the  six  basic  science 
disciplines  and  learn  something  specific  about  one  or 
more  research  techniques,”  Phillips  said. 

“We  hope  to  whet  their  appetites  for  the  basic  sci- 
ences and  stimulate  long-term  interest,  perhaps  lead- 
ing to  a career  in  the  basic  sciences.” 

The  participants  are  chosen  from  across  North  Car- 
olina. 

* * * 

The  Board  of  Trustees  of  the  University  of  North 
Carolina  has  approved  naming  of  the  building  which 
will  house  the  Cancer  Research  Center  at  the  School 
of  Medicine. 

The  trustees  voted  to  name  the  building  the  Line- 
berger  Cancer  Research  Center,  in  honor  of  a family 
whose  ties  with  the  university  go  back  to  the  1920s. 

The  Lineberger  family  of  Belmont  pioneered  in  the 
textile  industry.  Eleven  members  of  the  family  gradu- 
ated from  UNC-CH  between  1921  and  1968  and  have 
been  active  in  a number  of  the  university’s  supporting 
organizations. 

The  Lineberger  Foundation,  established  in  1944, 
has  pledged  $1  million  to  the  Cancer  Research  Center 
Building  Fund. 

“The  Linebergers  are  highly  respected  citizens  of 
our  state  and  loyal  alumni  of  the  university,”  said  Dr. 
Stuart  Bondurant,  dean  of  the  School  of  Medicine. 
“Their  leadership  and  early  support  helped  establish 
the  Medical  Foundation  30  years  ago,  and  their  com- 
mitment has  continued  through  the  years. 

“Their  thoughtful  and  generous  support  has  been 
the  key  to  the  fulfillment  of  the  plans  to  build  the 
Lineberger  Cancer  Research  Center.  Doubtless,  re- 
search will  be  important  to  the  people  of  North  Caro- 
lina for  generations  to  come.” 
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Construction  of  the  Lineberger  Cancer  Research 
Center  building  is  expected  to  begin  later  this  year  and 
to  take  two  years  to  complete.  The  cost  will  be  about 
$7.8  million. 

To  date,  $5  million  has  been  raised,  some  two-thirds 
of  this  amount  coming  from  private  sources.  A $1,372 
million  construction  grant  was  awarded  to  the  center 
last  year  by  the  National  Cancer  Institute.  Private 
contributions,  totalling  some  $3.6  million,  have  in- 
cluded nine  pledges  of  $250,000  each,  in  addition  to 
the  Lineberger  Foundation  commitment. 

* * * 

Dr.  Judson  Van  Wyk,  Kenan  professor  of  pediat- 
rics, was  one  of  two  researchers  to  receive  the  O.  Max 
Gardner  Award  for  1980  by  the  University  of  North 
Carolina  Board  of  Governors  May  9. 

The  award  is  presented  annually  to  a faculty 
member  or  members  of  the  16-campus  UNC  system 
for  contributions  to  “the  welfare  of  the  human  race.” 

Van  Wyk  has  earned  a worldwide  reputation  for  his 
research  which  has  led  to  improved  methods  for  diag- 
nosing growth  abnormalities  in  children  and  adults. 

Dr.  C.  Clark  Cockerham,  William  Neal  Reynolds 
professor  of  statistics  and  genetics  at  North  Carolina 
State  University,  also  was  honored  with  the  award  for 
his  internationally  recognized  pioneering  research  in 
statistical  genetics. 

The  Board  of  Governors,  in  praise  of  Van  Wyk's 
accomplishments,  said,  ”Dr.  Van  Wyk’s  arduous  and 


painstaking  research  led  to  a remarkable  scientific 
accomplishment:  purification  of  somatomedin  (a 
growth  hormone)  from  blood.” 

The  award,  first  presented  in  1948,  was  established 
by  the  late  Oliver  Max  Gardner,  former  governor  of 
North  Carolina  and  an  instrumental  figure  in  the  de- 
velopment of  the  consolidated  university. 

Van  Wyk,  who  joined  the  faculty  in  1955,  is  chief  of 
the  division  of  endocrinology  and  director  of  the 
training  program  in  endocrinology  and  metabolism. 
The  board  noted  in  his  citation,  “Dr.  Van  Wyk’s  imag- 
inative approach  to  scientific  inquiry  has  been  the 
impetus  which  has  launched  the  careers  of  more  than  a 
score  of  young  pediatric  endocrinologists.” 

* * * 

Dr.  Mahesh  A.  Varia,  assistant  professor  of  radiol- 
ogy, and  Dr.  Eugene  P.  Orringer,  assistant  professor 
of  hematology,  had  an  article  on  “A  Role  for  Radia- 
tion in  the  T reatment  of  Hairy  Cell  Leukemia  Compli- 
cated by  Massive  Lymphadenopathy”  published  in 
the  Cancer  A Journal  of  American  Cancer  Society, 
Vol.  45  No.  8,  April  15. 

* * * 

Dr.  Betty  E.  Cogswell,  associate  professor  of  family 
medicine,  participated  in  a workshop  sponsored  by 
the  Task  Force  on  Adolescent  Pregnancy  of  The 
American  College  of  Obstetricians  and  Gynecologists 
(ACOG)  April  18-19  in  Baltimore.  This  workshop  was 
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AIR  FORCE  MEDICINE 


IT  CAN  MEAN  A GREAT  WAY  OF  LIFE  FOR  YOU. 


Air  Force  medicine  is  practiced  in  hospitals  and  clinics 
around  the-  world.  From  the  3 bed  hospital  at  Zarogoza,  Spain 
to  the  1000  bed  Wilford  Hall  medical  complex  in  San  Antonio. 
Texas,  our  health  care  system  utilizes  excellent  equipment  and 
highly  trained  and  motivated  staff  personnel. 

Air  Force  doctors  practice  medicine.  Administrative  duties  and 
paperwork  are  kept  to  a minimum. 

An  excellent  program  of  compensation  and  entitlements  is  avail- 
able. This  program  includes  30  days  of  paid  vacation  each  year, 
medical  and  dental  care.  and.  for  qualified  physicians,  an  opportu- 
nity to  work  toward  specialization. 

Contact  USAF  Health  Professions  Recruiter,  1100  Navaho  Drive,  Suite 
GL-1,  Raleigh,  N.C.  27604.  Call  Collect  (919)  755-4134. 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 


370E037 


July  1980,  NCMJ 


467 


the  first  in  a series  of  six  to  be  given.  Cogswell  partici- 
pated in  the  planning  meetings  to  develop  these  work- 
shops. 

* * * 

Dr.  Arthur  J.  Prange  Jr.,  professor  of  psychiatry, 
spoke  on  “Psychoneuro-endocrinology  of  the  Thy- 
roid Axis”  at  the  New  York  State  Psychiatric  Institute 
and  Department  of  Psychiatry,  College  of  Physicians 
and  Surgeons,  Columbia  University  April  25. 

* * * 

Dr.  Michael  R.  McGinnis,  associate  professor  of 
clinical  microbiology,  presented  a paper  at  the  5th 
International  Conference  on  Mycoses  April  27-30  in 
Caracas,  Venezuela.  Wiley  Schell,  clinical  microbiol- 
ogy, was  co-author  of  the  paper.  The  conference  was 
jointly  sponsored  by  the  Ministry  of  Health  of  Ven- 
ezuela and  the  Pan  American  Health  Organization. 

* * * 

Nine  members  of  the  North  Carolina  Jaycee  Burn 
Center  burn  team  presented  papers  at  the  annual 
meeting  of  the  American  Burn  Association  March 
27-29  in  San  Antonio:  Dr.  Roger  E.  Salisbury,  Burn 
Center  director;  Dr.  G.  Peter  Dingeldein,  burn  fellow; 
Nancy  Newman,  R.N.,  head  nurse;  Pat  Phillips, 
R.N.,  Rebecca  Carnes,  R.N.;  Freddi  Salisbury,  cos- 
metologist; Phyllis  Wright,  L.P.T.;  Dr.  Albert  Banes 
and  David  Enterline,  graduate  research  assistant. 

* * * 

Dr.  Mary  C.  Singleton,  professor  of  physical 
therapy  and  anatomy,  was  author  of  the  guest  com- 
mentary, “Profession  — A Paradox?”  in  Physical 
Therapy,  Volume  60/Number  4,  April  1980. 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dr.  Eben  Alexander,  professor  of  neurosurgery  at 
the  Bowman  Gray  School  of  Medicine,  has  been  hon- 
ored by  the  New  York  Neurosurgery  Society  as  the 
Charles  A.  Elsberg  Lecturer. 

He  spoke  on  “Methods  of  Control  of  Intracranial 
Pressure”  during  the  society’s  May  dinner  at  Rocke- 
feller University. 

The  lectureship  was  established  in  memory  of  Dr. 
Charles  A.  Elsbery,  a distinguished  neurosurgeon  at 
Columbia-Presbyterian  Hospital  in  New  York  City.  It 
is  held  annually  to  honor  a world  figure  in  neuro- 
surgery. 

Alexander,  a member  of  the  Bowman  Gray  faculty 
for  the  past  3 1 years,  recently  was  elected  president  of 
the  American  Academy  of  Neurological  Surgeons. 


He  was  chief  of  the  school’s  Section  on  Neuro- 
surgery for  29  years  before  relinquishing  his  adminis- 
trative responsibilities  in  1978.  He  also  served  20 
years  as  chief  of  professional  services  at  North  Caro- 
lina Baptist  Hospital. 

* * * 

Emeritus  status  has  been  approved  for  three  profes- 
sors who  have  served  a combined  total  of  1 14  years  on 
the  Bowman  Gray  faculty. 

They  are  Dr.  Harold  D.  Green,  professor  of  physi- 
ology; Dr.  James  A.  Harrill,  professor  of  otolaryngol- 
ogy; and  Dr.  Felda  Hightower,  professor  of  surgery. 

Harrill  and  Green  were  advanced  to  emeritus  status 
on  July  1 . Green  will  become  professor  emeritus  Sept. 
1. 

* * * 

A record  was  set  on  May  19  when  Wake  Forest 

University  conferred  the  Ph.D.  degree  on  nine  people 
who  trained  in  biomedical  graduate  studies  at  the  uni- 
versity’s Bowman  Gray  School  of  Medicine. 

Never  before  has  Bowman  Gray  prepared  that 
many  students  to  receive  the  Ph.D.  degree  at  a single 
commencement.  The  previous  high  was  six  students. 

Wake  Forest  also  conferred  the  M.S.  degree  on  two 
students  who  studied  at  Bowman  Gray. 

* * * 

The  102  Bowman  Gray  seniors  who  received  the 
M.D.  degree  May  19  from  Wake  Forest  are  taking 
house  officer  training  in  a total  of  67  separate  post- 
graduate programs  in  21  states  and  the  District  of 
Columbia. 

Sixty-four  of  the  graduates  will  train  in  the  primary 
care  specialties. 

* * * 

Dr.  Louis  S.  Kacera  has  been  promoted  to  profes- 
sor of  microbiology  at  Bowman  Gray. 

He  is  one  of  31  members  of  the  medical  school’s 
fulltime  faculty  for  whom  promotions  were  effective 
July  1. 

Receiving  promotions  to  associate  professor  were 
Dr.  Marshall  R.  Ball,  radiology;  Dr.  David  H.  Buss, 
pathology;  Dr.  Samuel  A.  Deadwyler,  physiology;  Dr. 
Robert  G.  Dillard,  pediatrics;  Dr.  George  J.  Doellgast, 
biochemistry;  Dr.  Carolyn  B.  Farree,  radiology  (radi- 
ation therapy);  Dr.  Frederic  R.  Kahl,  medicine  (car- 
diology); and  Dr.  Frederick  W.  Kremkau,  medicine 
(biophysics). 

Also,  Dr.  Michael  R.  Lawless,  pediatrics;  Dr.  Paul 
J.  Meis,  obstetrics  and  gynecology;  Dr.  Peter  B. 
Smith,  biochemistry;  Dr.  J.  Michael  Sterchi,  surgery; 
Dr.  Jack  W.  Strandhoy,  pharmacology;  Dr.  Thomas 
E.  Sumner,  radiology  and  pediatrics;  Dr.  A.  Scott 
Wheeler,  anesthesia;  Dr.  Frank  B.  Wood,  neurology 
and  psychiatry  (neuropsychiatry);  and  Dr.  Wallace 
Chi-Li  Wu,  medicine  (gastroenterology). 

Those  receiving  promotions  to  assistant  professor 
were  Dr.  Michael  R.  Adams,  comparative  medicine; 
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NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 


Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $1 00  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month:  benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 


Dr.  Paul  J.  Beerman,  radiology  (oncology);  Dr. 
Martha  G.  Camp,  education  for  medicine;  Dr.  John  H. 
Gilliam,  medicine;  Dr.  Jimmy  C.  Kimball,  pediatrics; 
Virginia  S.  MacFarlane,  allied  health;  Dr.  Sam  T. 
Manoogian,  neurology  (neuropsychology);  and  Dr. 
Mary  R.  McMahan,  pathology. 

Also,  Dr.  Elizabeth  F.  Philp,  family  medicine;  Dr. 
George  W.  Plonk,  surgery;  Dr.  Timothy  E.  Poe,  fam- 
ily medicine  (clinical  pharmacy);  Dr.  William  J. 
Treadway  Jr.,  medicine  (rheumatology);  and  Rodney 
C.  Williams,  radiology  (physics). 

Members  of  Bowman  Gray’s  part-time  faculty  who 
were  promoted  to  clinical  associate  professors  of 
medicine  are  Dr.  E.  Reid  Bahnson,  Dr.  Charles  R. 
Welfare  and  Dr.  John  C.  Wiggins. 

Promoted  to  clinical  assistant  professors  were:  Dr. 
Perry  B.  Clark,  obstetrics  and  gynecology;  Dr. 
W.  Stuart  Collins,  psychiatry;  Dr.  Edward  L.  Davis, 
medicine;  Dr.  Bob  M.  Foster,  family  medicine;  Dr. 
A.  Ray  Hartness,  family  medicine;  Dr.  George  D. 
Kimberly,  family  medicine;  and  Dr.  C.  Hughes  Nap- 
per,  medicine. 

Also,  Dr.  Michael  J.  Poliak,  obstetrics  and  gynecol- 
ogy; Dr.  Couis  P.  Stein,  psychiatry;  Dr.  Lloyd  J. 
Story,  medicine;  Dr.  Hal  M.  Stuart,  family  medicine. 
Dr.  James  S.  Ward,  family  medicine;  and  Dr.  John  R. 
Wolfe,  medicine  (rheumatology). 


Edward  J.  Parrish  of  Yadkinville  and  Dr.  Peter  B. 
Smith,  assistant  professor  of  biochemistry,  received 
top  honors  during  Bowman  Gray’s  annual  awards 
program. 

Parrish  received  the  Faculty  Award,  the  highest 
award  that  can  be  bestowed  on  a medical  student  by 
the  Bowman  Gray  faculty.  The  award,  which  includes 
an  engraved  plaque,  is  presented  annually  to  a 
graduating  student  who  has  demonstrated  outstanding 
scholarship  and  character  during  four  years  of  medical 
school. 

Smith  received  the  Award  for  Teaching  Excellence, 
the  highest  teaching  award  given  to  a member  of  the 
faculty.  He  is  the  eighth  recipient  of  the  award,  which 
includes  an  engraved  plaque  and  a cash  prize  to  be 
used  toward  the  individual’s  further  academic  en- 
richment. 

Candidates  for  the  Award  for  Teaching  Excellence 
are  nominated  by  the  students  and  winners  are 
selected  by  a committee  composed  of  representatives 
of  the  medical  school  administration,  academic  fac- 
ulty and  student  body. 

Parrish  also  received  the  C.  B.  Deane  Memorial 
Award  and  the  Annie  J.  Covington  Memorial  Award. 

The  Deane  Award  is  given  for  outstanding  perfor- 
mance in  clinical  oncology  and  the  care  of  cancer 
patients.  The  Covington  Award  is  given  to  the 


HOLLY  HILL  HOSPITAL— A HOSPITAL  COMMUNITY 


— A private,  psychiatric  hospital  serving  adults 
and  adolescents 

— An  open  medical  staff  with  21  Psychiatrists 

— A consulting  medical  staff  representing  all 
specialties 

— Short,  intermediate,  and  long-term  treat- 
ment programs  tailored  to  each  patient’s 
needs 

— Psychiatric  consultation  and  hospitalization 
on  a 24-hour  basis 


Fully  accredited  by  Joint  Commission  on  Ac- 
creditation of  Hospitals  for  adults,  children, 
adolescents,  and  drug-alcohol  abuse 
Licensed  by  the  State  of  North  Carolina 
Participants  in  Medicaid/Medicare  Program 


For  further  information , please  contact: 

Mr.  Cliff  Christiansen,  Administrator 
Dr.  Robert  L.  Green,  Jr.,  Medical  Director 
3019  Falstaff  Road 
Raleigh,  North  Carolina  27610 
(919)  755-1840 
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graduating  student  who  has  demonstrated  outstanding 
interest,  performance  and  attainment  in  work  with 
cardiology  patients. 

Other  awards  and  winners  were:  the  Surgery  Merit 
Award  to  Harold  R.  Howe  Jr.  of  Belmont;  the  Pediat- 
ric Merit  Award  to  Robert  S.  Ellison  of  Knoxville, 
Tenn.;  the  Robert  J.  Vidinghoff  Award  in  Family 
Practice  to  Joseph  T.  Liverman  Jr.  of  Nashville;  the 
Obstetrics  and  Gynecology  Merit  Award  to  John  S. 
McComb  of  Chillicothe,  Ohio;  the  Welch-Kempton 
Myasthenia  Gravis  Research  Award  to  William  W. 
Wheeler  of  Clearwater,  Fla.;  the  Fisa  Dull  Memorial 
Bursary  to  John  C.  Sowers  of  Winston-Salem;  the 
Upjohn  Achievement  Award  to  Ted  H.  Clontz  of  Co- 
lumbia, S.C.:  the  Janet  M.  Glascow  Memorial  Award 
to  Angela  R.  Peterman  of  Cambridge,  Md.  (she  also 
shared  in  the  Annie  J.  Covington  Memorial  Award 
with  Edward  Parrish);  and  the  American  Medical 
Women’s  Association  Citation  for  Excellence  to 
Theresa  E.  Ryan  of  Basking  Ridge,  N.J. 

Basic  Science  Teaching  Awards  were  presented  to 
Dr.  David  M.  Biddulph,  associate  professor  of 
anatomy,  and  Dr.  Vardaman  M.  Buckalew  Jr.,  profes- 
sor of  medicine  and  physiology. 


Dr.  P.  Samuel  Pegram  Jr.,  assistant  professor  of 
medicine,  and  Dr.  Ronald  B.  Mack,  associate  profes- 
sor of  pediatrics,  received  the  citations  for  excellence 
in  clinical  teaching. 

House  Officer  Teaching  Awards  went  to  Dr.  Don  H. 
Bivens,  resident  in  neurology,  and  Dr.  Eugene  H. 
Paschold,  resident  in  medicine. 

* * * 

The  senior  class  at  Bowman  Gray  has  dedicated  its 
yearbook,  “The  Gray  Matter,”  to  Dr.  Charles  E.  Mc- 
Creight,  associate  professor  of  anatomy. 

In  their  dedication,  the  seniors  said  of  McCreight, 

. . (He  is)  a person  with  whom  every  student  has 
had  contact;  a person  who  has  taught  a subject  vital  to 
the  students’  medical  education;  a person  who  has 
contributed  to  the  community  life  of  Winston-Salem; 
and  a person  who  has  been  a friend  to  each  medical 
student.” 

McCreight  was  appointed  to  the  Bowman  Gray  fac- 
ulty in  1952.  In  addition  to  teaching  anatomy  to 
freshman  medical  students  and  to  graduate  students, 
he  is  active  in  research,  particularly  involving  dam- 
age, repair  and  recovery  of  kidneys. 


TREATMENT  AND  LEARNING  CENTER  FOR  ALCOHOL  RELATED  PROBLEMS 


Our  purpose  is  to  provide 
effective  therapy  in  a wholesome 
atmosphere  for  the  man  or 
woman  with  a drinking  problem. 


Individual  counseling  and  group 
therapy  are  provided  forthe 
family  as  well  as  the  guests. 


FELLOWSHIP  HALL 


A private  non-profit  JCAH  accredited  psychiatric  hospital 


A nature  trail  for  hiking  and  meditation 
winds  through  nearly  a mile  of  beautifully 
wooded  area. 


A medical  doctor  and  registered  nurses  provide  24- 
hour  medical  care  in  a fully  equipped  infirmary. 

FELLOWSHIP  HALL  ,»c 

P.  O Box  6929  • Greensboro,  N.  C.  27405  • 919-621-3381 

Located  off  U.S.  Hvyy.  No  29  at  Hicone  Road  Exit,  6V2  miles 
north  of  downtown  Greensboro.  N.C.  Convenient  to  1-85,  1-40 
U S.  421.  U S.  220,  and  the  Greensboro  Regional  Airport 


Attractive,  comfortable  accommodations 
are  provided  for  both  male  and  female 
guests. 


Fellowship  Hall  will  arrange  connections  with  commercial  transportation. 
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The  North  Carolina  Society  of  Radiologic  Technol- 
ogists chose  Dr.  Isadore  Meschan  of  Bowman  Gray 
for  its  highest  honor  during  the  society’s  annual 
meeting  in  May. 

Meschan,  professor  of  radiology,  was  asked  to  give 
the  society's  Reeves-Rousseau  Memorial  Lecture. 

The  memorial  lecture  honors  the  memory  of  Dr. 
James  P.  Rousseau  of  Winston-Salem,  and  Dr.  Robert 
J.  Reeves  of  Durham,  two  radiologists  who  were  in- 
trumental  in  the  development  and  progress  of  the 
state’s  Society  of  Radiologic  Technologists.  Both  men 
died  in  the  mid-1960s. 

Meschan  is  only  the  second  doctor  asked  to  give  the 
memorial  lecture  in  its  10-year  history.  He  was  chosen 
for  his  impact  on  the  education  of  radiologic 
technologists  through  his  many  textbooks  and  be- 
cause of  his  longstanding  interest  in  the  society. 

* * * 

Dr.  Eben  Alexander  Jr.,  professor  of  neurosurgery, 
has  been  appointed  to  a four-year  term  on  the  National 
Board  of  Medical  Examiners. 

* * * 

Dr.  Robert  M Hamilton,  associate  professor  of 
medicine  (nephrology)  has  been  appointed  a consul- 
tant to  the  DuPont  Corporation  to  aid  in  the  develop- 
ment of  research  in  chronic  renal  failure. 

* * * 

Dr.  Richard  B.  Marshall,  professor  of  pathology, 
was  elected  treasurer  of  the  Arthur  Purdy  Stout  Soci- 
ety of  Surgical  Pathologists  during  the  organization’s 
February  meeting. 

* * * 

Dr.  W.  Keith  O'Steen,  professor  and  chairman  of 
the  Department  of  Anatomy,  has  been  elected  to  the 
executive  committee  of  the  American  Association  of 
Anatomists  for  1980-84. 

* * * 

Dr.  C.  Glenn  Sawyer,  professor  of  medicine,  has 
been  appointed  to  the  Credentials  Committee  of  the 
Council  on  Clinical  Cardiology  for  the  1980-82  term. 

* * * 

Dr.  Jimmy  L.  Simon,  professor  and  chairman  of  the 
Department  of  Pediatrics,  has  been  selected  as  a rep- 
resentative of  the  Association  of  Medical  School 
Pediatric  Department  Chairmen  to  the  New  National 
Study  Group  on  Pediatric  Education. 

* * * 

Dr.  John  R.  Ureda,  instructor  in  community  medi- 
cine, has  been  elected  president  of  the  Forsyth  County 
Health  Education  Council. 
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Department  of  Family  Practice  is  using  an  $8,000 
grant  to  study  the  prescribing  behavior  of  physicians 
when  they  treat  patients  with  hypertension. 

Dr.  L.  E.  Masters,  professor  of  family  practice, 
says  the  project  represents  a trend  in  family  practice 
that  emphasizes  research  in  the  delivery  of  health 
care. 

Funded  by  Ayerst  Laboratories,  the  study  exam- 
ines the  way  physicians  prescribe  medication  and  rec- 
ommend life  style  changes  for  patients  with  high  blood 
pressure.  The  goal  of  the  project  is  to  see  how  physi- 
cians utilize  information  in  making  decisions  about  the 
treatment  they  prescribe  for  hypertensive  patients. 

* * * 

Members  of  the  ECU  Family  Practice  Club  had  the 

opportunity  to  meet  family  physicians  and  family 
practice  residents  from  across  the  state  at  an  April 
dinner  meeting  in  Greenville  of  the  N.C.  Family  Prac- 
tice Club.  The  N.C.  Academy  of  Family  Physicians 
sponsored  the  meeting. 

* * * 

A.  Dewane  Frutiger  has  been  named  associate  di- 

rector of  the  Developmental  Evaluation  Clinic,  De- 
partment of  Pediatrics.  He  formerly  was  director  of 
the  state's  Northeastern  Division  of  Human  De- 
velopment in  Elizabeth  City. 

Frutiger  is  past  president  of  the  N.C.  Developmen- 
tal Evaluation  Center  Director’s  Association.  He  has 
been  in  private  psychology  practice  in  Edenton  and 
has  served  as  a staff  psychologist  with  the  Albemarle 
Mental  Health  Center,  Elizabeth  City. 

Frutiger  received  undergraduate  degrees  from  the 
College  of  the  Albemarle  and  East  Carolina  Univer- 
sity and  advanced  degrees  in  clinical  psychology  and 
public  health  administration  from  ECU,  and  the  Uni- 
versity of  North  Carolina-Chapel  Hill. 

* * * 

More  than  163  mothers  and  babies  have  participated 
in  the  infant  feeding  study  conducted  by  the  Depart- 
ment of  Pediatrics. 

Funded  by  a grant  from  the  National  Institute  of 
Environmental  Health  Sciences,  the  project  measures 
— through  milk,  blood  and  tissue  samples  — the  level 
of  pollutants  to  which  bottle  and  breast-fed  babies  are 
exposed.  The  department  hopes  to  test  300  mothers 
and  babies. 

Pam  Hardy,  project  coordinator,  says  she  expected 
only  Greenville  residents  to  volunteer  for  the  study, 
which  requires  three  office  visits  during  a baby’s  first 
six  months.  But  Hardy  reports  that  participants  are 
from  Rocky  Mount,  New  Bern,  Tarboro  and  other 
area  cities. 
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Many  curbstone  superintendents  at  the  Brody 
Medical  Science  Building  missed  seeing  a huge  crane 
lift  columns  and  beams  when  the  last  piece  of  struc- 
tural steel  was  put  into  place  at  the  end  of  May. 

The  steel  for  the  nine-floor  classroom  section  was 
erected  in  four  phases,  and  the  construction  schedule 
called  for  the  final  phase  to  be  completed  in  May.  The 
building  is  expected  to  open  in  late  1981. 


AMERICAN  ROENTGEN  RAY  SOCIETY 

James  F.  Martin,  M.D.,  director  of  the  Center  for 
Medical  Ultrasound  at  Bowman  Gray  School  of  Medi- 
cine, was  chosen  president-elect  of  the  American 
Roentgen  Ray  Society  (ARRS)  during  its  80th  annual 
meeting  in  Las  Vegas.  Dr.  Martin  served  as  ARRS 
secretary  for  six  years. 

A graduate  of  Case  Western  Reserve  University 
School  of  Medicine,  he  is  program  director  of  Bow- 
man Gray’s  Postgraduate  Course  in  Medical  Sonics. 
He  is  past  president  of  the  North  Carolina  Chapter  of 
the  American  College  of  Radiology,  which  is  the  pro- 
fessional medical  association  representing  more  than 


13,000  physicians  in  the  U.S.  and  several  foreign 
countries. 

NORTH  CAROLINA  BOARD  OF 
MEDICAL  EXAMINERS 

Bryant  L.  Galusha,  M.D.,  of  Charlotte  was  named 
president-elect  of  the  Federation  of  State  Medical 
Boards  of  the  United  States  at  its  annual  meeting  in 
Chicago  in  April.  The  federation  is  composed  of 
boards  of  medical  examiners  of  the  50  states,  the  Dis- 
trict of  Columbia  and  Puerto  Rico. 

Dr.  Galusha  has  served  as  a member  of  the  Federa- 
tion Licensing  Examination  Board  and  the  FLEX  Test 
Committee  and  for  the  past  three  years  as  chairman  of 
the  federation’s  Long  Range  Planning  Committee.  He 
has  also  been  active  as  a member  of  an  ad  hoc  com- 
mittee to  study  a proposed  new  system  of  medical 
licensure  called  the  FLEX  1 — FLEX  II  concept  and 
has  lectured  extensively  on  this  subject. 

Dr.  Galusha  has  been  on  the  North  Carolina  Board 
of  Medical  Examiners  since  1968.  He  is  director  of 
medical  education  at  the  Charlotte  Memorial  Hospital 
and  Medical  Center  and  director  of  the  Charlotte  Area 
Health  Education  Center. 


An  apple  a day  won’t 
keep  alcoholism  away! 

The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute”  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
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National  Health  Insurance  sparks  keep  flickering. 
The  Senate  Finance  Committee  has  budgeted  six  days 
of  sessions  this  summer  on  the  issue. 

Committee  Chairman  Russell  Long  (D-La)  steered 
the  panel  close  to  a vote  recently  but  then  postponed 
consideration  after  resistance  surfaced  on  the 
budget-breaking  aspects  of  any  NHI  plan. 

The  bill  before  the  Committee  has  been  chopped 
back  in  an  effort  to  make  it  easier  to  win  approval.  The 
catastrophic  provision  was  changed  to  a voluntary 
plan  with  tax  incentives  to  encourage  businesses  to 
purchase  such  coverage  for  their  workers. 

Several  senators  have  remarked  privately  they  be- 
lieve the  NH I bill  is  dead,  but  when  the  powerful  Long 
is  running  the  show  and  wants  a bill,  legislation  can’t 
be  written  off. 

The  legislative  trip  through  committee,  Senate 
floor.  House  committees  and  House  floor,  appears  far 
too  lengthy  and  difficult  for  a NHI  bill  to  survive  this 
year,  particularly  in  the  light  of  the  growing  fight  for  a 
balanced  budget. 

The  House-Senate  Conference  Agreement  on  Con- 
gressional Spending  Limitations  has  directed  a $1.4 
billion  reduction  in  Medicare-Medicaid  spending  next 
fiscal  year.  House  and  Senate  health  committees  are 
trying  to  figure  out  how  to  accomplish  this  and 
squeeze  other  health  programs  under  the  low  ceilings. 

* * * 

The  American  Medical  Association  has  called  upon 
the  Federal  Trade  Commission  to  junk  its  investiga- 
tion of  physician  control  and  impact  on  Blue  Shield 
plans. 

Physicians’  formal  participation  on  the  boards  of 
open-panel  medical  prepayment  plans  has  been  de- 
clining since  1977,  when  the  two  FTC  reports  on  the 
issue  were  concluded,  the  AMA  noted  in  a statement 
to  the  Commission. 

“An  objective  review  of  the  current  state  of  these 
plans’  operations  would  support  immediate  termina- 
tion of  the  staff  investigation.  Many  public  dollars 
have  been  spent  to  generate  the  staff  reports  and  their 
somewhat  simplistic  analyses.  This  matter  should  be 
closed,  and  the  boards  of  such  plans  commended  for 
the  substantial  move  in  recent  years  to  open  to  public 
view  and  control  these  medical  plans.” 

By  1979  more  than  60%  of  Blue  Shield  plans,  repre- 
senting 83%  of  total  subscription  income  had  non- 
physician majorities  on  their  boards,  the  AMA  noted. 

Every  year  there  is  less  and  less  reason  to  consider 


any  rulemaking  by  FTC,  much  less  litigation  or  other 
punitive  action  against  these  plans.” 

The  AMA  said  there’s  no  justification  “for  spending 
more  public  dollars  to  pursue  FTC’s  speculation  that 
any  physician  participation  on  these  boards  increases 
physician  reimbursement  levels  and  health  care 
costs.” 

Physician  leaders  who  have  served  on  open-panel 
plans,  the  AMA  said,  have  been  able  to  bring  pertinent 
experience  to  bear  without  undermining  the  public 
and  subscribers'  interest.  “The  beneficial  impact  of 
medical  participation  in  these  endeavors  must  be  rec- 
ognized.” 


Meanwhile,  the  Congress  has  granted  the  Federal 
Trade  Commission  a new  lease  on  life,  providing  a 
formal  three-year  money  authorization.  The  bill  clips 
the  controversial  agency’s  wings  by  subjecting  its  de- 
cisions to  a veto  by  Congress.  Enactment  of  the  mea- 
sure followed  a lengthy  bitter  dispute  by  members  of 
Congress  with  the  FTC,  which  lawmakers  contended 
was  overstepping  authority  in  its  all-out  campaign  to 
crack  down  on  business  and  the  professions. 

* * * 

The  Justice  Department  has  told  Virginia  health 
planners  that  some  health  planning  agreements  may 
be  a violation  of  the  federal  antitrust  laws. 

The  case  involves  a proposal  to  encourage  Rich- 
mond, Va.,  hospitals  to  take  cooperative  steps  to  re- 
duce obstetric  services. 

The  Central  Virginia  Health  Systems  Agency  was 
told  by  the  Justice  Department  that  such  proposed 
joint  actions  might  come  under  the  shadow  of  the 
antitrust  laws  unless  specifically  approved  by  Con- 
gress or  state  legislatures. 

The  advisory  Justice  Department  letter  has  national 
implications  on  health  planning  activity  and  may  force 
Congress  to  take  another  look  at  the  wording  of  the 
law.  The  comment  was  termed  a “very  serious  de- 
velopment that  would  run  directly  contrary  to  what 
the  Congress  intended,”  by  the  American  Health 
Planning  Association. 

A Richmond  hospital  group  had  challenged  the 
obstetric  proposal,  claiming  it  could  inhibit  competi- 
tion and  new  services.  As  a result,  the  Justice  De- 
partment was  asked  to  express  its  views. 

The  problem  was  bound  to  arrive  sooner  or  later 
since  health  planning  decisions  often  run  contrary  to 
the  assumptions  of  a competitive  health  marketplace. 
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Facilities  planning  to  reduce  bed  capacity  or  ser- 
vices should  not  have  to  seek  certificate-of-need  ap- 
proval by  planning  authorities,  the  AMA  has  told  the 
Health  and  Human  Services  Department. 

Commenting  on  proposed  regulations  to  carry  out 
changes  in  the  planning  law,  the  AMA  said,  “such 
application  of  the  certificate-of-need  program  could 
force  an  institution  to  keep  beds  and  maintain  a ser- 
vice even  though  it  might  deem  it  inappropriate  and 
unfeasible  to  do  so.  This  would  seem  to  be  holding  the 
institution  in  bondage." 

Congress’  concern  in  the  planning  law  was  in- 
creases, not  decreases,  the  AMA  noted. 

Also  questioned  by  the  AMA  was  the  wording  of  the 
new  regulation  extending  certificate-of-need  to  pur- 
chase of  expensive  equipment  (more  than  $150,000) 
for  physicians’  offices  if  the  equipment  is  designed  in 
large  part  for  use  by  hospital  inpatients.  The  require- 
ment for  “irregular”  use  only  for  inpatients  is  too 
inflexible  since  it  would  apply  to  such  cases  as  an 
agreement  with  a hospital  to  use  the  office  equipment 
when  the  hospital  equipment  is  undergoing  regularly 
scheduled  maintenance,  the  AMA  said. 

The  AMA  said  it  was  “strongly  concerned"  with  a 
requirement  that  the  state  planning  agency  consider 
the  quality  of  care  in  an  institution  as  an  element  in 
certificate-of-need  determination.  The  actual  deter- 
mination of  quality  should  be  resolved  by  agencies 
such  as  the  Joint  Commission  on  Accreditation  of 
Hospitals,  state  licensing  authorities,  and  professional 
standards  review  organizations,  said  the  AMA. 

* * * 

President  Carter  is  reported  ready  to  order  a strin- 
gent clampdown  on  all  hospital  construction  and 
renovation  involving  federal  funds.  Almost  $1  billion 
of  building  and  renovation  planned  for  federal  hospi- 
tals might  be  cancelled. 

The  impact  on  non-government  hospital  construc- 
tion would  be  far  greater. 

The  presidential  action  would  be  the  most  dramatic 
step  taken  by  President  Carter  against  adding  hospital 
beds.  The  Administration  has  contended  there  are 
1 30,000  unneeded  beds  in  the  nation  and  that  adding  to 
the  supply  is  wasteful,  costing  the  country  $4  billion 
annually. 

One  of  the  prime  weapons  against  new  hospitals 
could  be  the  threat  of  withholding  Medicare  and 
Medicaid  payments  for  capital  costs,  a $2.3  billion 
budget  item  next  fiscal  year.  Other  federal  aid  that 
could  be  shut  off  includes  federal  grants,  loan  guaran- 
tees and  loans  administered  through  a variety  of  agen- 
cies. Consideration  is  being  given  to  action  against 
issuance  of  tax-exempt  bonds  for  hospitals  in  surplus 
areas. 

The  government  estimates  there  were  too  many 
beds  at  present  in  196  of  the  nation’s  213  health  service 
areas.  Thus,  this  Administration  policy  could  affect 
construction  and  renovation  in  most  areas  of  the 
country.  The  policy  would  not  hit  construction  in 
areas  found  to  need  beds. 


The  proposal  to  move  against  hospital  construction 
is  thought  to  have  been  in  the  works  for  several 
months  with  the  White  House,  the  Office  of  Manage- 
ment and  Budget,  and  the  Health  and  Human  Services 
Department  working  on  the  plan.  One  reason  for  the 
proposed  action  is  the  failure  of  Congress  so  far  to 
enact  the  Administration’s  Hospital  Cost  Contain- 
ment plan  which  included  a limit  on  capital  spending. 

* * * 

In  trouble  on  Capitol  Hill  is  the  federal  govern- 
ment’s long-standing  program  of  money  for  medical 
schools  based  on  the  number  of  students. 

A sharp  reduction  in  capitation  aid  was  contained  in 
the  Health  Manpower  bill  approved  recently  by  the 
House  Commerce  Committee.  There  are  strong 
pressures  in  the  Senate  to  whittle  the  aid  program. 

Not  only  are  medical  schools  under  the  gun  from  the 
authorizing  committees  — House  Commerce  and 
Senate  Human  Resources  — but  the  appropriations 
committees  are  eyeing  cutbacks. 

The  Carter  Administration  wants  to  kill  capitation 
aid,  arguing  that  the  number  of  physicians  is  becoming 
ample  and  that  it  is  time  for  the  government  to  start 
decreasing  financial  aid  used  for  more  than  a decade  to 
expand  the  physician  supply.  There  have  been  veto 
threats  raised  if  Congress  approves  legislation  pro- 
viding more  than  the  $425  million  the  Administration 
has  asked  for  the  entire  medical  manpower  package. 

The  Commerce  Committee  bill  goes  over  the 
budget,  authorizing  $469  million,  though  it  pares  the 
capitation  program,  authorizing  over  the  next  three 
fiscal  years  $61  million,  $40  million,  and  $20  million. 

Present  level  is  $81  million. 

Meantime,  acting  under  severe  budget  pressures, 
the  Senate  Appropriations  Committee  has  agreed  to 
cut  $40  million  of  currently-allocated  funds  for  capita- 
tion payments.  Acting  on  the  same  budget  rescission 
and  supplemental  appropriations  bill,  the  House 
Appropriations  Committee  rebuffed  the  Administra- 
tion’s request  to  eliminate  the  capitation  money. 

A House-Senate  conference  probably  will  be 
needed  to  determine  whether  current  capitation  ap- 
propriations can  survive  intact. 

* * * 

Leonard  Schaeffer  has  resigned  as  administrator  of 
the  Health  Care  Financing  Administration,  the  agency 
that  operates  the  Medicare  and  Medicaid  programs. 

The  announcement  came  as  a surprise.  Schaeffer, 
35,  was  reported  taking  a position  outside  of  govern- 
ment. His  resignation  was  not  believed  to  be  on  policy 
grounds  nor  due  to  any  dispute  with  Patricia  Harris, 
HHS  Secretary. 

The  news  came  as  HCFA  was  on  the  verge  of  as- 
suming added  authority  in  a major  HHS  department 
reorganization.  Health  planning  activities  are  ex- 
pected to  go  from  the  Public  Health  Service  to  HCFA. 

Schaeffer  two  years  ago  succeeded  Robert  Derzon 
as  head  of  HCFA,  an  agency  that  was  created  by 
former  Health,  Education  and  Welfare  Secretary 
Joseph  Califano  to  rival  the  PHS. 
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Ten  senators  have  challenged  a government  pro- 
posal to  change  Medicare  reimbursement  for  hos- 
pital-based physicians. 

The  regulation  at  issue  would  require  hospitals  to 
contract  with  hospital-based  physicians  for  certain 
services  rather  than  the  present  practice  of  reimburs- 
ing them  on  a reasonable  charge  basis  under  Medicare 
Part  B. 

Signing  the  letter  to  HHS  Secretary  Patricia  Harris 
were  Sens.  Howard  Baker  (R-Tenn.),  Lloyd  Bentsen 
(D-Texas),  David  Boren  (D-Okla.),  Dale  Bumpers 
(D-Ark.),  Ernest  Hollings  (D-S.C.),  Robert  Morgan 
(D-N.C.),  David  Pryor  (D-Ark.),  Jim  Sasser  (D- 
Tenn.),  Strom  Thurmond  (R-S.C.),  and  John  Tower 
(R-Texas). 

The  proposed  rules  would  require  all  hospital-based 
physicians  to  be  reimbursed  under  Medicare  Part  A 
unless  ( 1 ) the  services  are  personally  performed  by  the 
physician,  and  (2)  the  services  contribute  to  the  diag- 
nosis or  treatment  of  the  patients. 

The  new  regulations  probably  will  not  result  in  any 
cost  savings  for  the  Medicare  program,  the  senators 
said.  A cost  that  was  borne  by  the  Part  B portion  of 
Medicare  will  now  be  paid  through  Part  A — the 
hospital  portion.  “Shifting  the  costs  of  these  services 
to  the  hospitals  could  lead  to  higher  hospital  expenses 
at  a time  when  the  administration  is  actively  attempt- 
ing to  reduce  hospital  costs,”  they  said. 


Their  principal  concern,  “is  the  effect  on  delivery  of 
medical  care  in  medically  underserved  areas. 

“For  example,  one  clinic  in  the  southwestern  part 
of  Arkansas  provides  services  for  seven  rural  hospi- 
tals. These  physicians  are  often  the  only  specialists 
serving  these  communities  and  provide  regular  on-site 
consultations  with  the  patients  and  staff  in  these  facil- 
ities. These  services  will  be  severely  disrupted  by  this 
proposed  change.” 

The  change  proposed  was  to  be  implemented  by 
July  1,  1980.  This  does  not  give  hospitals  or  physi- 
cians adequate  time  to  comply  with  the  regulations, 
the  letter  said. 

A study  should  concentrate  on  the  effect  of  the 
change  on  medical  care  in  rural  areas.  Medicare  re- 
cipients, and  the  overall  effectiveness  of  the  Medicare 
program,  the  senators  wrote. 

* * * 

House-Senate  conferees  have  agreed  on  a proposal 
to  set  voluntary  federal  standards  for  “Medigap”  pri- 
vate health  insurance  aimed  at  meeting  the  gap  not 
filled  by  Medicare  coverage.  The  proposal  stemmed 
from  Congressional  hearings  earlier  this  year  on 
abuses  in  the  commercial  insurance  field.  The  stan- 
dards include  a minimum  loss  ratio,  the  amount  of 
premiums  paid  back.  In  states  that  do  not  meet  terms 
of  a proposed  model  law,  the  federal  minimum  stan- 
dards would  apply.  Companies  that  meet  the  stan- 
dards could  advertise  the  fact. 
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Each  HISTORAL  capsule  contains:  * Chlorpheniramine  Maleate  12  mg. 

Action:  Antihistaminic-Decongestant:  Chlorpheniramine  Maleate  is  a potent  antihistamine  with  an  excellent  therapeutic  index 
and  low  incident  of  side  effects,  particularly  the  sedation  associated  with  many  other  antihistamines. 

* Pseudoephedrine  HCI.  60  mg. 

Action:  Pseudoephnne  hydrochloride  provides  a rapid  and  sustained  decongestant  effect  on  swollen 
mucosa  of  the  respiratory  tract.  It  does  this  by  vasoconstriction  and  opens  obstructed  airways  through  direct 
action  on  the  smooth  muscle  of  the  bronchi  The  vasoconstrictor  action  of  pseudoephedrine  is  similar  to  that 
of  ephednne.  In  the  usual  oral  dosage,  it  has  minimal  vasopressor  effects. 

* Methscopolamine  Nitrate  2.5  mg. 

Action:  Methscopolamine  Nitrate  affords  atropme-like  action  without  the  deep  CNS  stimulation  associated 
with  scopolamine.  As  a pure  alkaloid,  it  exhibits  a uniformity  of  clinical  response  with  fewer  extremes  of  side 
effects  than  are  seen  with  the  racemic  mixture  of  alkaloids  atropine  represents.  The  parasympathetic  nervous 
system  is  believed  to  play  an  important  role  in  the  pathogenesis  of  bronchial  asthma  In  addition  to  the  vagally 
mediated  irritant  response,  parasympathetic  nervous  system  stimulation  has  been  shown  to 
facilitate  and  exacerbate  bronchoconstriction  induced  by  mediators  released  by  the  reaction  of  antigen 
with  cell-fixed  antibody.*  In  the  past,  the  use  of  anticholinergics  in  asthma  and  bronchitis  was  avoided  due  to 
the  theoretical  risk  of  drying  bronchial  secretions  and  blocking  airways  with  viscid  sputum.  In  actual  clinical 
practice  when  the  compounds  are  used,  these  problems  do  not  seem  to  occur.*  Recent  studies*  have  shown 
that  atropine  is  a potent  bronchodilator  when  used  in  patients  with  asthma  or  bronchitis.  In  the 
well-controlled  studies  that  have  been  published,  atropine  was  as  effective  as  isoproterenol  or  terbutaline  The 
usefulness  of  atropine  is  predominant  in  patients  with  bronchitis  since  it  affects  both  large  and  small  airways  in 
this  condition  whereas,  in  asthma,  only  the  large  airways  are  affected.  Atropine  may  also  be  useful  in  preventing 
exercise-induced  bronchospasm  in  asthmatic  children. 

For  technical  discussion,  clinical  studies  & 
samples  please  contact 


INGREDIENTS  Chlorpheniramine  Maleate.  12  mg.,  Pseudoephednne  HCI.,  60  mg.,  Methscopolamine 
Nitrate.  2.S  mg.  Manufactured  to  provide  a prolonged  therapeutic  effect. 

INDICATIONS:  For  relief  of  upper  respiratory  and  bronchial  congestion  associated  with  the  common 
cold,  hay  fever  and  allergies,  sinusitis,  influenza,  and  vasomotor  and  allergic  rhinitis. 
CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sympathomimetic  agents.  Should  not  be  given 
to  children  under  12  years  of  age  It  should  not  be  used  in  patients  with  severe  hypertension  or  coronary 
artery  disease 

ADVERSE  REACTIONS:  Most  patients  will  have  no  side  effects  at  the  usual  dosage,  however  certain  pa 
tients  may  exhibit  mild  stimulation  or  mild  sedation  Although  rare,  hypersensitivity  to  either  the  an- 
tihistamine or  decongestant  may  occur 

PRECAUTIONS:  Use  with  caution  in  the  presence  of  hypertension,  coronary  artery  disease,  narrow-angle 
glaucoma,  prostatic  hypertrophy,  hyperthyroidism  and  diabetes.  Patients  should  be  cautioned  about  possi- 
ble additive  effects  with  alcohol  and  other  central  nervous  system  depressants  (hypnotiG,  sedatives,  tran 
quilizers),  and  should  be  cautioned  against  hazardous  occupations  requmng  complete  mental  alertness  such 
as  operating  machinery  or  dnvmg  a motor  vehicle  If  a sensitivity  reaction  or  idiosyncrasy  should  occur, 
withdraw  the  drug. 

DOSAGE:  Adults  and  children  over  12,  one  capsule  every  12  hours.’ 

CAUTION:  Federal  law  prohibits  dispensing  without  prescnption.  * For  children  under  12  or  those  who 
cannot  tolerate  a time-released  capsule,  consider  HISTORAL  LIQUID— same  effective  ingredients,  dye- 
free,  and  pleasant  tasting. 

W.F.  Merchant 

Pharmaceutical  Company, Inc 

P.O.  Box  6 

Mt.  Rainier,  Md.  20822 

Call  Collect  202-635-7890 
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WHY  NOT  WYGESIC G 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


/YGESIC— Abbreviated  Summary 
JDICATION:  For  the  relief  of  mild-to-moderate  pain. 
ONTRAINDICATION:  Hypersensitivity  to  propox- 
ohene  or  to  acetaminophen 

/ ARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
OSAGE  Propoxyphene  in  combination  with  alcohol, 
anquilizers,  sedative-hypnotics,  or  other  CNS  de- 
ressants  has  an  additive  depressant  effect  Pa- 
ants  taking  this  drug  should  be  advised  of  the  additive 
ffect  and  warned  not  to  exceed  the  dosage  recom- 
lended.  Toxic  effects  and  fatalities  have  occurred 
allowing  overdoses  of  propoxyphene  alone  or  in 
ombination  with  other  CNS  depressants  Most  of 
iese  patients  had  histories  of  emotional  disturb- 
nces  or  suicidal  ideation  or  attempts,  as  well  as 
lisuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
rugs.  Caution  should  be  exercised  in  prescribing 
arge  amounts  of  propoxyphene  for  such  patients 
see  Management  of  Overdosage) 

•RUG  DEPENDENCE:  Propoxyphene  can  produce 
rug  dependence  characterized  by  psychic  depend- 
nce  and  less  frequently,  physical  dependence  and 
olerance.  It  will  only  partially  suppress  the  with- 
rawal  syndrome  in  individuals  physically  dependent 
n morphine  or  other  narcotics  The  abuse  liability  of 
ropoxyphene  is  qualitatively  similar  to  codeine's  al- 
iough  quantitatively  less,  and  propoxyphene  should 
e prescribed  with  the  same  degree  of  caution  ap- 
ropriate  to  the  use  of  codeine 
ISAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
hene  may  impair  the  mental  and/or  physical  abilities 
aquired  for  potentially  hazardous  tasks,  e g.  driving 
. car  or  operating  machinery  Patients  should  be 
autioned  accordingly. 

JSAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
tas  not  been  established  relative  to  possible  ad- 
erse  effects  on  fetal  development  INSTANCES  OF 
VITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
)URING  PREGNANCY  Therefore,  propoxyphene 
ihould  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadnne.  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients:  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness,  head- 
ache, weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances.  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions.  Cases  of  liver  dys- 
function have  been  reported. 

DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  additive 
depressant  effect.  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadnne. 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and. or  tidal  volume,  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse.  In  addition  to  these  char- 
acteristics, which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects. 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning.  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred. 

Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours.  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific.  Evidence  of  liver  damage  is  usually 
delayed.  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity.  A 13-gram  dose  has  re- 
portedly been  fatal. 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation.  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan,  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV,  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient's 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures. 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions. 


Oxygen,  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone.  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed.  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  tc  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load I!  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamine,  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237:2406-2407,  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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A non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

EQUAGESIC® 


(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


EQUAGESIC — Abbreviated  Summary 
• INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows 

"Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and/or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 
The  effectiveness  of  Equagesic  in  long-term  use,  i e 
more  than  four  months,  has  not  been  assessed  by 
systematic  clinical  studies  The  physician  should  pe- 
riodically reassess  usefulness  of  the  drug  for  the  indi- 
vidual patient. 

CONTRAINDICATIONS  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g , 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics,  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a ‘'crutch" 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  re- 
sultant slowing  of  reaction  time  and  impairment  of  judgement 
and  coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  in- 
creased risk  of  congenital  malformations  associated  with 
the  use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide,  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  In  several  studies.  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
Intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactatlng  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow,  CNS  stimulants,  e g , caffeine,  Metrazol,  or  am- 


phetamine, may  be  cautiously  administered  It  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenterally 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous. maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae,  ecchymoses,  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most, 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with  i 
aspirin  have  been  reported  These  were  accompanied  by; 
symptoms  of  CNS  depression,  including  drowsiness  and, 
light-headedness,  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that  i 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication  Observation 1 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombmemia  which,  if  i 
it  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION  Each  Equagesic  tablet  contains  150  mg  me- 
probamate. 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 


Copyright  ©1980,  Wyeth  Laboratories 
All  rights  reserved 

•This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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Committee  and  Commission  Appointments 

1980-1981 

NOTE:  The  Committees  listed  herein  have  been  authorized  by  President  Frank  Sohmer,  M.D.,  and/or  as  required  under  the 
Constitution  and  Bylaws.  Particular  note  should  be  taken  of  the  authorization  of  the  HOUSE  OF  DELEGATES  of  a 
Commission  form  of  organization  activity  and  that  all  Committees,  excepting  COMM  ITTEE  ON  NOMINATIONS, 
COUNCIL  ON  REVIEW  AND  DEVELOPMENT,  and  MEDIATION  COMMITTEE  are  segregated  under  the 
respective  Commission  in  which  the  function  of  the  Committee  logically  rests.  This  will  tend  to  eliminate  overlapping 
and  duplication  in  activity  programs  and  result  in  coordination  of  the  work  of  the  Society  in  a manner  to  lessen  the 
work  of  the  Delegates  in  the  Annual  Meeting  of  the  HOUSE  OF  DELEGATES. 

(Superior  figures  (e.g.  21)  indicate  the  component  County  Society  from  which  the  member  emanates,  as  in  the  Membership  list  of  the  ROSTER.) 


I.  ADMINISTRATION  COMMISSION 

Kenneth  E.  Cosgrove,  M.D.,  Commissioner  704-692-2231 
510  7th  Ave.,  W.,  Hendersonville  28739 

Committee 

Listing 

1.  Finance,  Com.  on  (1-1)  No.  17 

Ernest  B.  Spangler,  M.D.,  Chairman  919-299-6815 
Drawer  X-3,  Greensboro  27402 

2.  Personnel  & Headquarters  Operation,  Com.  on  (1-2)  No.  34 

Thomas  B.  Dameron,  Jr.,  M.D.,  Chairman  919-781-5600 
P.O.  Box  10707,  Raleigh  27605 

3.  Professional  Insurance,  Com.  on  (1-3)  No.  37 

Julius  A.  Green,  Jr.,  M.D.,  Chairman  919-787-8221 

P.O.  Box  19366,  Raleigh  27609 

4.  Retirement  Savings  Plan  Committee  (1-4)  No.  39 

W.  Lester  Brooks,  Jr..  M.D.,  Chairman  704-334-1649 
1851  E.  Third  St.,  Charlotte  28204 

5.  ad  hoc  Committee  to  Investigate  Various 

Insurance  Plans  (1-5)  No.  44 

Jesse  Caldwell,  Jr.,  M.D.,  Chairman  704-865-0968 
1307  Park  Lane,  Gastonia  28052 

II.  ADVISORY  AND  STUDY  COMMISSION 

F.  Maxton  Mauney,  Jr.,  M.D.,  Commissioner  704-258-1121 
257  McDowell  St.,  Asheville  28803 

Committee 

Listing 

1.  Allied  Health  Professionals,  Com.  on  (II-l)  No.  I 

Thad  B.  Wester,  M.D.,  Chairman  919-739-3318 
103  W.  27th  St..  Lumberton  28358 

2.  Auxiliary,  Com.  Advisory  to  (II-2)  No.  4 

Rose  Pully.  M.D.,  Chairman  919-523-2569 
318  College  St.,  Kinston  28501 

3.  Cancer,  Com.  on  (II-3)  No.  6 

Charles  L.  Spurr,  M.D.,  Chairman  919-727-4464 

Bowman  Gray,  Winston-Salem  27103 

4.  Constitution  & Bylaws,  Com.  on  (II-4)  No.  9 

P.  G.  Fox,  Jr.,  M.D.,  Chairman  919-876-4323 
P.O.  Box  17908,  Raleigh  27609 


5.  Medical  Cost  Containment,  Com.  on  (II-5)  No.  26 

Jack  B.  Hobson,  M.D.,  Chairman  704-374-16% 

1351  Durwood  Dr.,  Charlotte  28204 

6.  Medical  Students,  Com.  Advisory  to  (II-6)  No.  29 

James  A.  Bryan,  II,  M.D.,  Chairman  919-966-2268 
N.C.  Memorial  Hospital,  Chapel  Hill  27514 

7.  Operative  Deaths,  Com.  on  Study  of  (II-7)  No.  33 

Albert  A.  Bechtoldt,  Jr.,  M.D.,  Chairman  919-966-5136 
UNC,  Dept,  of  Anes.,  Chapel  Hill  27514 

8.  Traffic  Safety,  Com.  on  (II-8)  No.  41 

Joseph  D.  Russell,  M.D.,  Chairman  919-291-1300 
Carolina  Clinic,  Inc.,  Wilson  27893 

9.  ad  hoc  Committee  on  Nursing  (II-9)  No.  46 

C.  Glenn  Pickard,  Jr.,  M.D.,  Chairman  919-966-5650 
N.C.  Mem.  Hospital,  Chapel  Hill  27514 


III.  ANNUAL  CONVENTION  COMMISSION 

Eugene  S.  Mayer,  M.D.,  Commissioner  919-966-2461 
250  S.  Estes  Dr.,  Ste.  35,  Chapel  Hill  27514 

Committee 

Listing 

1.  Arrangements,  Com.  on  (III-l)  No.  2 

Jack  Hughes,  M.D.,  Chairman  919-286-1297 
923  Broad  St.,  Durham  27705 

2.  Audio-Visual  Programs,  Com.  on  (III-2)  No.  3 

W.  Otis  Duck,  M.D.,  Chairman  704-689-2581 
Drawer  F,  Mars  Hill  28754 

3.  Credentials,  Com.  on  (of  House  of  Delegates)  (III-3)  No.  11 

Louis  R.  Wilkerson,  M.D.,  Chairman  919-832-5529 
100  S.  Boylan  Ave.,  Raleigh  27603 

4.  Medical  Education,  Com.  on  (III-4)  No.  27 

John  D.  Bridgers,  Sr.,  M.D.,  Chairman  9 1 9-882-4 171 
624  Quaker  Lane,  High  Point  27262 

IV.  PROFESSIONAL  SERVICE  COMMISSION 

John  W.  Foust,  M.D..  Commissioner  704-365-0711 
3535  Randolph  Rd.,  Charlotte  28222 

Committee 

Listing 

1.  Blue  Shield,  Com.  on  (IV-1)  No.  5 

Walter  M.  Roufail,  M.D.,  Chairman  919-725-8326 
2240  Cloverdale  Ave.,  Ste.  88,  Winston-Salem  27103 
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2.  Crippled  Children's  Program,  Com.  Adv.  to  (IV-2)  No.  12 

David  R.  Williams,  M.D Chairman  919-475-2348 
Southgate  Shopping  Center,  Thomasville  27360 

3.  Health  Planning  & Development,  Com.  on  (IV-3)  No.  18 

William  E.  Laupus,  M.D.,  Chairman  919-757-6008 
218  Country  Club  Dr.,  Greenville  27834 

4.  Industrial  Commission,  Com.  to  Work  with  N.C.  (IV-4) 

No.  19 

Thomas  E.  Castelloe,  M.D.,  Chairman  919-781-5600 
P.O.  Box  10707,  Raleigh  27605 

5.  Rehabilitation  Medicine,  Com.  on  (IV-5)  No.  38 

Robert  E.  Miller,  M.D..  Chairman  704-373-0544 
1822  Brunswick  Ave.,  Charlotte  28207 

6.  Social  Services  Programs,  Com.  on  (Including 

Medicaid)  (IV-6)  No.  40 

Jack  C.  Evans,  M.D.,  Chairman  704-246-4333 
244  Fairview  Dr.,  Lexington  27292 


V.  PUBLIC  RELATIONS  COMMISSION 

Edwin  W.  Monroe,  M.D.,  Commissioner  919-757-6310 
ECU  Sch.  of  Medicine,  Greenville  27834 

Committee 

Listing 

1.  Communications,  Com.  on.  (V-l)  No.  8 

Elizabeth  P.  Kanof,  M.D. , Chairman  919-833-3672 
1300  St.  Mary's  St.,  Raleigh  27605 

2.  Disaster  & Emergency  Medical  Care,  Com.  on  (V-2)  No.  13 

Joseph  A.  Moylan,  M.D.,  Chairman  919-684-2237 
Duke  Med.  Ctr.,  Box  3043,  Durham  27710 

3.  Ethics  & Religion,  Com.  on  (V-3)  No.  15 

Gloria  F.  Graham,  M.D.,  Chairman  919-291-5600 
702  Broad  St.,  Wilson  27893 

4.  Eye  Care  & Eye  Bank,  Com.  on  (V-4)  No.  16 

Albin  W.  Johnson,  M.D.,  Chairman  919-832-7533 
1300  St.  Mary’s  St.,  Raleigh  27605 

5.  Legislation,  Com.  on  (V-5)  No.  20 

John  T.  Dees,  M.D.,  Chairman  919-259-2161 

P.O.  Box  815,  Burgaw  28425 

6.  Medical  Aspects  of  Sports,  Com.  on  (V-6)  No.  24 

Frank  W.  Clippinger,  Jr.,  M.D.,  Chairman  919-684-4229 
Duke  Med.  Ctr.,  Box  3935,  Durham  27710 

7.  Medical-Legal  Committee  (V-7)  No.  28 

Julius  Howell,  M.D.,  Chairman  919-727-4171 
Bowman  Gray,  Winston-Salem  27103 

8.  ad  hoc  Committee  to  Study  and  Keep  Abreast  of 
Proposed  Changes  in  the  Makeup  of 

the  Board  of  Medical  Examiners  of 

the  State  of  N.C.  (V-8)  No.  43 

Charles  W.  Styron,  M.D.,  Chairman  919-828-7773 
615  St.  Mary’s  St.,  Raleigh  27605 


VI.  PUBLIC  SERVICE  COMMISSION 

William  B.  Hunt,  Jr.,  M.D.,  Commissioner  919-633-2347 
57  Quarterdeck,  Apt.  S,  New  Bern  28560 

Committee 

Listing 

1.  Child  Health  & Infectious  Diseases,  Com.  on  (VI-1)  No.  7 
William  L.  London,  M.D. , Chairman  919-688-6349 

306  S.  Gregson  St.,  Durham  27701 

2.  Drug  Abuse  and  Pharmacy,  Com.  on  (VI-2)  No.  14 

John  A.  Ewing,  M.D.,  Chairman  919-966-4551 

N.C.  Memorial  Hospital,  Chapel  Hill  27514 

3.  Marriage  Counseling  & Family  Life  Education, 

Com.  on  (VI-3)  No.  21 

Mary  Jane  Gray,  M.D.,  Chairman  919-966-2281 
UNC  Student  Health  Service,  Infirmary  Bldg., 

Chapel  Hill  27514 

4.  Maternal  Health,  Com.  on  (VI-4)  No.  22 

Robert  G.  Brame,  M.D.,  Chairman  919-757-4620 
ECU,  Dept,  of  OB-GYN,  Greenville  27834 

5.  Mental  Health,  Com.  on  (VI-5)  No.  30 

Wilmer  C.  Betts,  M.D Chairman  919-782-0166 
3125  Glenwood  Prof.  Village,  Raleigh  27608 

6.  Occupational  & Environmental  Health,  Com.  on  (VI-6)  No.  32 

Austin  T.  Hyde,  Jr.,  M.D.,  Chairman  704-286-9036 
P.O.  Box  970,  Rutherfordton  28139 

7.  Physicians’  Health  & Effectiveness,  Com.  on  (VI-7)  No.  35 

Theodore  R.  Clark,  M.D.,  Chairman  919-295-1231 
P.O.  Box  1569,  Pinehurst  28374 

8.  Jail  Project  Adv.  Com.  (VI-8)  No.  45 

Philip  G.  Nelson,  M.D.,  Chairman  919-758-3145 

Medical  Pavilion,  Ste.  9,  Greenville  27834 


COMMITTEES  NOT  ASSIGNED  TO  A COMMISSION 

COUNCIL  ON  REVIEW  & DEVELOPMENT 

D.  E.  Ward,  Jr.,  M.D.,  Chairman  919-738-4276 
2604  N.  Elm  St.,  Lumberton  28358 

MEDIATION  COMMITTEE 

James  E.  Davis,  M.D.,  Chairman  919-471-8439 
2609  N.  Duke  St.,  Ste.  402,  Durham  27704 

J.  B.  Warren,  M.D.,  Secretary  919-637-6193 
P.  O.  Box  1465,  New  Bern  28560 

COMMITTEE  ON  NOMINATIONS 

John  A.  Henderson,  M.D.,  Chairman  704-254-2341 
115  Rathfarnham  Cir.,  Asheville  28803 

1.  Committee  on  Allied  Health  Professionals  II-l  (7)  (4  Consultants) 

Thad  B.  Wester,  M.D.78  (PD)  Chairman  919-739-3318 
103  W.  27th  St.,  Lumberton  28358 
Roy  A.  Agner,  Jr.,  M.D.80  (IM)  704-633-7220 
61 1 Mocksville  Ave.,  Salisbury  28144 
William  R.  Bullock,  M.D.80  (IM)  704-372-3350 
217  Travis  Ave.,  Charlotte  28204 
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Susan  S.  Gustke,  M.D.92  (1M)  919-733-5431 
4100  Stranaver  PI.,  Raleigh  27612 
Joyce  H.  Reynolds,  M.D.34  (EM)  919-768-2200 
9550  Freeman  Rd.,  Kernersville  27284 
Wayne  B.  Venters.  M.D.67  (ORS)  919-353-1413 
200  Doctors  Dr.,  Ste.  J,  Jacksonville  28540 
Michael  D.  Weaver,  M.D.74  (DR)  919-756-7923 
1711  W.  Sixth  St.,  Greenville  27834 

Consultants: 

Ms.  Allene  Cooley  (NP)  919-727-4356 
Physician’s  Asst.  Prog.,  Bowman  Gray, 

Winston-Salem  27103 
Ms.  Kae  Enright  (PA)  919-684-81 1 1 
Duke  Med.  Ctr..  Box  3056,  Durham  27710 
Mr.  James  Hill  (PA)  704-847-5447 
9801  Sardis  Oaks  Rd.,  Matthews  27834 
Mr.  Bryant  D.  Paris,  Executive  Secretary  919-833-5321 
Board  of  Medical  Examiners  of  the  State  of  N.C. 

222  N.  Person  St.,  Ste.  214,  Raleigh  27601 

2.  Committee  on  Arrangements  III-l  (II) 

Jack  Hughes,  M.D.32  (U)  Chairman  919-286-1297 
923  Broad  St.,  Durham  27705 
Henry  J.  Carr,  Jr.,  M.D.82  (IM)  919-592-61 14 
603  Beaman  St.,  Clinton  28328 
William  B.  Costenbader,  Jr.,  M.D.11  (OTO)  704-254-3517 
131  McDowell  St.,  Asheville  28801 
Mrs.  A.  J.  Crutchfield  (Auxiliary)  919-766-4585 
Rt.  3,  Box  848,  Clemmons  27012 
Eugene  D.  Furth,  M.D.74  (END)  919-757-4633 
ECU,  Dept,  of  Med.,  Greenville  27834 
Gloria  F.  Graham.  M.D.98  (D)  919-291-5600 
702  Broad  St.,  Wilson  27893 
James  D.  Hundley,  M.D.65  (ORS)  919-763-7344 
315  N.  17th  St.,  Wilmington  28401 
Robert  S.  Lackey,  M.D.60  (R)  704-373-2274 
2118  Pinewood  Circle,  Charlotte  28211 
Emery  C.  Miller,  Jr.,  M.D.34  (END)  919-727-4274 
Bowman  Gray,  Winston-Salem  27103 
J.  Flint  Rhodes,  M.D.92  (U)  919-834-4391 
1300  St.  Mary’s  St.,  Raleigh  27605 
William  B.  Wood,  M.D.32  (PUD)  919-966-4161 
Rt.  8,  Box  108,  Chapel  Hill  27514 

3.  Committee  on  Audio-Visual  Programs  III-2  (4) 

W.  Otis  Duck,  M.D.57  (FP)  Chairman  704-689-2581 
Drawer  F,  Mars  Hill  28754 
Bruce  B.  Blackmon,  MD.43  (FP)  919-893-3543 
P.O.  Box  8.  Buies  Creek  27506 
Charles  O.  Boyette,  M.D.7  (FP)  919-943-2651 
P.O.  Box  10,  Belhaven  27810 
John  S.  Hardaway,  M.D  49  (FP)  704-872-7429 
752  Hartness  Rd.,  Statesville  28677 

4.  Committee  Advisory  to  Auxiliary  II-2  (5)  (2  Consultants) 

Rose  Pully,  M.D.54  (FP ) Chairman  919-523-2569 
318  College  St.,  Kinston  28501 
M.  Robert  Cooper,  M.D.34  (HEM)  919-727-4300 
330  Staffordshire  Rd.,  Winston-Salem  27104 
James  S.  Forrester,  M.D.36  (GP)  704-263-4716 
P.O.  Box  459,  Stanley  28164 
Hampton  U.  Hubbard,  M.D.82  (U)  919-592-7129 
Woodside  Prof.  Bldg.,  Clinton  28328 
Hal  J.  Rollins,  Jr.,  M.D.41  (OPH)  919-274-4626 
348  N.  Elm  St.,  Greensboro  27401 


Consultants: 

Mrs.  Edwin  H.  Martinat  (Martha)  919-768-5929 
120  Sherwood  Forest,  Winston-Salem  27103 
Mrs.  Robert  L.  Means  (Mary  Jane)  919-924-991 1 
4001  Philpark  Dr.,  Winston-Salem  27106 

5.  Committee  on  Blue  Shield  IV-1  (30) 

Walter  M.  Roufail,  M.D.34  (GE)  Chairman  919-725-8326 
2240  Cloverdale  Ave.,  Ste.  88,  Winston-Salem  27103 
Jack  W.  Bonner,  III,  M.D.11  (P)  704-254-3201 

Highland  Hospital,  P.O.  Box  1101,  Asheville  28802 
William  S.  Bost,  Jr.,  M.D.74  (OTO)  919-752-5227 

#8  Doctor’s  Park,  Stantonsburg  Rd.,  Greenville  27834 
E.  B.  Coley,  M.D.78  (PD)  919-739-3318 
103  W.  27th  St.,  Lumberton  28358 
James  P.  Culley,  M.D.62  (GS)  919-576-551 1 
Drawer  D,  Troy  27371 

Arthur  E.  Davis,  Jr.,  M.D.92  (PTH)  919-833-9839 
1209  Cowper  Dr.,  Raleigh  27608 

R.  Dale  Ensor,  M.D.60  (U)  704-372-5180 
1333  Romany  Rd.,  Charlotte  28204 

John  E.  Flournoy,  M.D.54  (R)  919-527-7077 
400  Glenwood  Ave.,  Kinston  28501 
William  W.  Fore,  M.D.74  (IM)  919-752-6101 
1705  W.  Sixth  St.,  Greenville  27834 
James  C.  Gaither,  M.D.18  (IM)  704-322-1128 
Rt.  2,  Box  112,  Conover  28613 
Frederick  W.  Glass,  M.D.34  (EM)  919-727-4626 
Bowman  Gray,  Winston-Salem  27103 
Bennett  A.  Hayes,  Jr.,  M.D.26  (OBG)  919-323-2103 
1219  Walter  Reed  Rd.,  Fayetteville  28304 
Carl  J.  Hiller,  M.D.25  (ORS)  919-633-3256 
P.O.  Drawer  1694,  New  Bern  28560 
Gregory  G.  Holthusen,  M.D.34  (ORS)  919-768-1270 
1425  Plaza  Dr.,  Winston-Salem  27103 
Thomas  H.  Irving,  M.D.34  (AN)  919-727-4497 
Bowman  Gray,  Winston-Salem  27103 
Frederic  R.  Kahl,  M.D.34  (CD)  919-727-4261 
2626  Forest  Dr.,  Winston-Salem  27104 
William  B.  McCutcheon,  Jr.,  M.D.32  (TS)  919-383-5531 
1830  Hillandale  Rd.,  Durham  27705 
Leslie  M.  Morris,  M.D.36  (R)  704-864-4378 
P.O.  Box  1495.  Gastonia  28052 
H.  Maxwell  Morrison,  Jr.,  M.D.63  (OPH)  919-295-6809 
P.O.  Box  460,  Pinehurst  28374 
Joseph  A.  Moylan,  M.D.32  (GS)  919-684-2237 
Duke  Med.  Ctr.,  Box  3043,  Durham  27710 
Timothy  Pennell,  M.D.34  (GS)  919-727-4671 

Bowman  Gray,  Dept,  of  Surg.,  Winston-Salem  27103 
Robert  E.  Price,  Jr.,  M.D.32  (NS)  919-383-5531 
1830  Hillandale  Rd.,  Durham  27705 
Bobby  A.  Rimer,  M.D.60  (OBG)  704-373-3149 
Charlotte  Mem.  Hosp.,  P.O.  Box  32861,  Charlotte  28232 
Leon  W.  Robertson,  M.D.64  (FP)  919-443-8810 
107  Medical  Arts  Mall,  Rocky  Mount  27801 
Wilbur  T.  Shearin,  Jr.,  M.D.65  (U)  919-763-6251 
1905  Glen  Meade  Rd.,  Wilmington  28403 
Edward  V.  Staab,  M.D.32  (NM)  919-966-5233 
605  Churchill  Dr.,  Chapel  Hill  27514 
Joseph  W.  Stiefel,  M.D.41  (N)  919-273-251 1 

200  E.  North  wood  St.,  Ste.  508,  Greensboro  27401 
James  R.  Urbaniak,  M.D.32  (ORS)  919-684-2476 
Duke  Hospital,  Box  2912,  Durham  27710 
Andrew  W.  Walker,  M.D.60  (PS)  704-372-6846 
2215  Randolph  Rd.,  Charlotte  28207 

S.  Terry  Withers,  M.D.54  (D)  919-523-3289 
905  N.  Queen  St.,  Kinston  28501 
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6.  Committee  on  Cancer  II-3  (12)  (Legal-1  ea.  Congressional 
District)  (6  Consultants) 

Charles  L.  Spurr,  M.D.34  (ON)  Chairman  919-727-4464 
Bowman  Gray.  Winston-Salem  27103 
Ray  G.  Silverthorne,  M.D.7  (GYN)  (1st)  919-946-4101 
408  E.  12th  St.,  Washington  27889 
Robert  L.  Capizzi,  M.D.32  (ON)  (2nd)  919-966-4431 
UNC,  Dept,  of  Med.,  3019  Old  Clinical  Bldg.,  226-H, 
Chapel  Hill  27514 

John  E.  Prevette,  M.D.51  (OBG)  (3rd)  919-934-8261 
601-A  Eighth  St.,  Smithfield  27577 
Walter  E.  Davis,  M.D.32  (ON)  (4th)  919-383-5531 
1830  Hillandale  Rd.,  Durham  27705 
M.  Robert  Cooper,  M.D.34  (HEM)  (5th)  919-727-4300 
330  Staffordshire  Rd.,  Winston-Salem  27104 
Kenneth  S.  Karb,  M.D.41  (ON)  (6th)  919-272-2141 
Rt.  1,  Box  454,  Julian  27283 
William  H.  Newman,  M.D.26  (GS)  (7th)  919-484-4106 
3427  Melrose  Rd.,  Fayetteville  28304 
Richard  W.  Martin,  M.D.80  (GS)  (8th)  704-637-2750 
P.O.  Box  1665,  Salisbury  28144 
Samuel  L.  Orr,  M.D.60  (PTH)  (9th)  704-373-2251 
Charlotte  Mem.  Hosp.,  P.O.  Box  2554,  Charlotte  28234 
Avery  W.  McMurray,  M.D.23  (GS)  (10th)  704-482-6359 
207  Lee  St.,  Shelby  28150 

John  F.  Tannehill,  M.D.44  (OTO)  (11th)  704-452-1406 
120  Hospital  Dr.,  Clyde  28721 


Consultants: 

Timothy  E.  Cloninger,  M.D.60  (TR)  704-373-2272 
P.O.  Box  32861,  Charlotte  28232 
Daniel  L.  Crocker,  M.D.64  (HEM)  919-443-3151 
100  Nash  Medical  Arts  Mall,  Rocky  Mount  27801 
Gloria  F.  Graham,  M.D.98  (D)  919-291-5600 
702  Broad  St.,  Wilson  27893 
Howard  D.  Homesley,  M.D.34  (ON)  919-727-4292 

Bowman  Gray,  Dept,  of  OB-GYN,  Winston-Salem  27103 
Margaret  Ann  Nelsen,  M.D.32  (ON)  919-851-7420 
EDS  Federal  Corp.,  do  SURE,  P.O.  Box  30128, 

Raleigh  27612 

John  Sterchi,  M.D.34  (GS)  919-727-4276 
Bowman  Gray,  Winston-Salem  27103 


7.  Committee  on  Child  Health  & Infectious  Diseases  VI-1  (10) 
(3  Consultants) 

William  L.  London,  M.D.32  (PD)  Chairman  919-688-6349 
306  S.  Gregson  St.,  Durham  27701 
Marshall  E.  Agner,  M.D.36  (FP)  704-435-6058 
609  E.  Academy  St.,  Cherry ville  28021 
Harrie  R.  Chamberlin,  M.D.32  (PD)  919-966-4417 
UNC  Sch.  of  Med.,  Chapel  Hill  27514 
George  C.  Debnam,  M.D.92  (GP)  919-832-1667 
524  S.  Blount  St.,  Raleigh  27601 
E.  Stephen  Edwards,  M.D.92  (PD)  919-832-3793 
1300  St.  Mary’s  St.,  Raleigh  27605 
Thomas  E.  Frothingham,  M.D.32  (PD)  919-684-5797 
Duke  Med.  Ctr.,  Box  3937,  Durham  27710 
Rufus  M.  Herring,  Jr.,  M.D.82  (PD)  919-592-6011 
403  Fairview  St.,  Clinton  28328 
Henry  W.  Johnson,  M.D.34  (PD)  919-768-7030 
3175  Maplewood  Ave.,  Winston-Salem  27103 
Charles  K.  Scott,  M.D.1  (PD)  919-228-8316 
530  W.  Webb  Ave.,  Burlington  27215 
Jimmy  Simon,  M.D.34  (PD)  919-727-4431 

Bowman  Gray,  Dept,  of  Ped.,  Winston-Salem  27103 


Consultants: 

Lewis  L.  Bock,  M.D.92  (PD)  919-733-3816 
P.O.  Box  2091,  Raleigh  27602 
J.  Newton  MacCormack,  M.D.92  (PH)  919-733-3419 
P.O.  Box  2091,  Raleigh  27602 
Jimmie  L.  Rhyne,  M.D.92  (PH)  919-733-7791 

Div.  of  Health  Services,  P.O.  Box  2091,  Raleigh  27602 

8.  Committee  on  Communications  V-l  (9)  (6  Consultants) 

Elizabeth  P.  Kanof,  M.D.92  (D ) Chairman  919-833-3672 
1300  St.  Mary’s  St.,  Raleigh  27605 
Don  C.  Chaplin,  M.D.1  (1M)  919-277-3621 
Kemodle  Clinic,  Burlington  27215 
William  J.  DeMaria,  M.D.32  (PD)  919-489-4339 
1126  Woodburn  Rd.,  Durham  27705 
Robert  F.  Ehinger,  M.D.74  (PH)  919-752-4141 
498  Eleanor  St.,  Greenville  27834 
Daniel  Gottovi,  M.D.65  (PUD)  919-763-8251 
1202  Medical  Center  Dr.,  Wilmington  28401 
Assad  Meymandi,  M.D.26  (P)  919-485-6166 
1212  Walter  Reed  Rd.,  Fayetteville  28304 
A.  Sherman  Morris,  Jr.,  M.D.11  (OBG)  704-255-8900 
62  Orange  St.,  Asheville  28801 
Nelson  B.  Watts,  M.D.11  (END)  704-254-0771 
93  Victoria  Rd.,  Asheville  28801 
Jack  W.  Wilkerson,  M.D.74  (FP)  919-752-7133 
P.O.  Box  1966,  Greenville  27834 

Consultants: 

Mrs.  Hampton  Hubbard  (Anne)  919-592-7885 
(Auxiliary  President-Elect) 

102  Country  Club  Circle,  Clinton  28328 
Mrs.  Edwin  H.  Martinat  (Martha)  (Auxiliary)  919-768-0339 
120  Sherwood  Forest  Rd.,  Winston-Salem  27104 
Ms.  June  Milby  (Dept,  of  Human  Resources)  919-733-4471 
325  N.  Salisbury  St.,  Raleigh  2761 1 
Mrs.  A.  Ray  Newsome  (Mary)  (Auxiliary)  919-722-52% 

835  Glen  Echo  Trail,  Winston-Salem  27106 
Mr.  David  L.  Reynolds  919-541-9090 
(Burroughs  Wellcome  Co.) 

3030  Cornwallis  Rd.,  Research  Triangle  Park  27709 
Mrs.  Hal  J.  Rollins,  Jr.  (Ann)  919-272-3939 
(Auxiliary  President) 

2011  Pembroke  Rd.,  Greensboro  27408 

9.  Committee  on  Constitution  and  Bylaws  II-4  (5) 

P.  G.  Fox,  Jr.,  M.D.92  (U)  Chairman  919-876-4323 
P.O.  Box  17908,  Raleigh  27619 
Henry  J.  Carr,  Jr.,  M.D.82  (1M)  919-592-61 14 
603  Beaman  St.,  Clinton  28328 
Hector  H.  Henry,  II,  M.D.13  (U)  704-786-5133 
102  Lake  Concord  Rd.,  NE,  Concord  28025 
Louis  deS.  Shaffner,  M.D.34  (PDS)  919-727-4502 
Bowman  Gray,  Winston-Salem  27103 
Howard  E.  Strawcutter,  M.D.78  (U)  919-738-7166 
101  W.  27th  St.,  Lumberton  28358 

10.  Council  on  Review  & Development  (10)  (4  Ex  Officio  with  Vote) 
(1  non-voting) 

D.  E.  Ward,  Jr.,  M.D.78  (GS)  Chairman  919-738-4276 
2604  N.  Elm  St.,  Lumberton  28358 

E.  Harvey  Estes,  Jr.,  M.D.32  (CD)  Vice-Chairman 
919-684-5314,  Duke  Med.  Ctr.,  Box  2914,  Durham  27710 

Jesse  Caldwell,  Jr.,  M.D.36  (GYN)  704-865-0968 
1307  Park  Lane,  Gastonia  28052 
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James  E.  Davis.  M.D.32  (GS)  919-471-8439 
2609  N.  Duke  St.,  Ste.  402,  Durham  27704 
Frank  R.  Reynolds,  M.D.65  (PD)  919-763-4272 
1613  Dock  St.,  Wilmington  28401 
George  G.  Gilbert.  M.D."  (U)  704-253-5314 
1 Doctor’s  Park,  Asheville  28801 
John  Glasson,  M.D.32  (ORS)  919-471-8431 
2609  N.  Duke  St.,  Ste.  301,  Durham  27704 
Charles  W.  Styron,  M.D."2  (IM)  919-828-7773 
615  St.  Mary’s  St.,  Raleigh  27605 
Louis  deS.  Shaffner,  M.D.34  (GS)  919-727-4502 
Bowman  Gray,  Winston-Salem  27103 
David  G.  Welton,  M.D.'*"  (D)  704-364-6110 
3535  Randolph  Rd..  101-W,  Charlotte  28211 

Ex  Officio  With  Vote: 

J.  B.  Warren,  M.D.25  (FP)  (Past-President)  919-637-6193 
P.O.  Box  1465,  New  Bern  28560 
Frank  Sohmer.  M.D.34  (GE)  (President)  919-725-8326 
2240  Cloverdale  Ave.,  Ste.  88.  Winston-Salem  27103 
Josephine  E.  Newell,  M.D."8  (FP)  (President-Elect) 
919-851-8888,  Raleigh  Townes,  Apt.  47, 

525  Wade  Ave.,  Raleigh  27605 
Jack  Hughes,  M.D.32  (U)  (Secretary)  919-286-1297 
923  Broad  St.,  Durham  27705 

Ex  Officio  Non-Voting: 

William  N.  Hilliard  (Executive  Director)  919-833-3836 
P.O.  Box  27167.  Raleigh  27611 


11.  Committee  on  Credentials  (of  House  of  Delegates)  III-3  (3) 

Louis  R.  Wilkerson,  M.D."2  (OBG)  Chairman  919-832-5529 
100  S.  Boy  Ian  Ave.,  Raleigh  27603 
Charles  H.  Duckett,  M.D.34  (FP)  919-727-5962 
Bowman  Gray,  Winston-Salem  27103 
Carey  J.  Walton.  Jr.,  M.D.14  (IM)  704-758-5544 
3 15- A Mulberry  St.,  S.W..  Lenoir  28645 


12.  Committee  Advisory  to  Crippled  Children’s  Program  IV-2  (12) 

David  R.  Williams,  M.D.2"  (PD)  Chairman  919-475-2348 
Southgate  Shopping  Ctr.,  Thomasville  27360 
Page  Anderson,  M.D.32  (PDC)  919-684-2538 
Duke  Med.  Ctr.,  Durham  27710 
Ralph  W.  Coonrad,  M.D.32  (ORS)  919-286-1249 
1828  Hillandale  Rd.,  Durham  27705 
Vartan  A.  Davidian,  Jr.,  M.D."2  (PS)  919-872-2616 
1112  Dresser  Crt.,  Raleigh  27609 
Gregory  G.  Holthusen,  M.D.34  (ORS)  919-768-1270 
1425  Plaza  Dr.,  Winston-Salem  27103 
William  W.  Morgan,  Jr.,  M.D."  (PDS)  704-274-4105 
P.O.  Box  15083,  Asheville  28813 
Jerry  M.  Petty,  M.D.""  (NS)  704-376-1606 
1012  Kings  Dr.,  Ste.  101,  Charlotte  28283 
M.  Brent  Seagle,  M.D.25  (OTO)  919-638-2616 
2507  Neuse  Blvd.,  New  Bern  28560 
John  B.  Smith.  Ill,  M.D.34  (N)  919-768-6440 
201  Executive  Park  Blvd.,  Winston-Salem  27103 
William  C.  Trier,  M.D.32  (PS)  919-966-4446 
UNC,  Div.  of  Plastic  Surg.,  Chapel  Hill  27514 
Richard  L.  Weaver.  M.D.34  (NPM)  919-727-4431 
Bowman  Gray,  Winston-Salem  27103 
Robert  L.  Young,  Jr.,  M.D.78  (PD)  919-739-3318 
103  W.  27th  St..  Lumberton  28358 


13.  Committee  on  Disaster  & Emergency  Medical  Care  V-2  (16) 

(2  Consultants) 

Joseph  A.  Moylan,  M.D.32  (GS ) Chairman  919-684-2237 
Duke  Med.  Ctr.,  Box  3043,  Durham  27710 
William  F.  Bobzien,  HI,  M.D.32  (IM)  919-966-3252 
N.C.  Mem.  Hospital,  Chapel  Hill  27514 
William  R.  Brown.  Jr.,  M.D.34  (NS)  919-765-3750 
447  Plymouth  Ave.,  Winston-Salem  27103 
John  N.  Ellis,  M.D.63  (ORS)  919-295-6831 
Pinehurst  Surgical  Clinic,  Pinehurst  28374 
Frederick  W.  Glass,  M.D.34  (EM)  919-727-4676 
Bowman  Gray,  Winston-Salem  27103 
Douglas  I.  Hammer,  M.D."2  (EM)  919-782-5488 
P.O.  Box  30788,  Raleigh  27622 
George  Johnson.  Jr.,  M.D.32  (GS)  919-966-3391 
N.C.  Mem.  Hospital,  Chapel  Hill  27514 
David  L.  Kelly,  Jr.,  M.D.34  (NS)  919-727-4049 
Bowman  Gray,  Winston-Salem  27103 
R.  Tempest  Lowry,  M.D."2  (EM)  919-467-0202 
104  Perth  Crt.,  Cary  2751 1 
Robert  E.  Miller,  M.D.60  (ORS)  704-373-0544 
1822  Brunswick  Ave.,  Charlotte  28207 
Richard  E.  Morgan,  M.D.25  (GS)  919-633-2081 
403  Melody  Lane,  New  Bern  28560 
George  Podgorny,  M.D.34  (EM)  919-727-1 161 
2115  Georgia  Ave.,  Winston-Salem  27104 
Charles  G.  Rob,  M.D.74  (GS)  919-756-8131 
230  Country  Club  Dr.,  Greenville  27834 
Llewellyn  W.  Stringer,  M.D.34  (PUD)  919-765-7517 
1728  Hawthorne  Rd..  Winston-Salem  27103 
Andrew  W.  Walker,  M.D.60  (PS)  704-372-6846 
2215  Randolph  Rd.,  Charlotte  28207 
Richard  L.  Weaver,  M.D.34  (NPM)  919-727-4431 
Bowman  Gray,  Winston-Salem  27103 

Consultants: 

Mr.  Thomas  M.  Harmelink,  Chief,  919-733-2285 
Office  of  Emergency  Med.  Serv., 

P.O.  Box  1220,  Raleigh  27605 
George  A.  Watson,  M.D.32  (PD)  919-489-6001 
4023  Bristol  Rd.,  Durham  27707 

14.  Committee  on  Drug  Abuse  and  Pharmacy  VI-2  (9) 

(7  Consultants) 

John  A.  Ewing,  M.D.32  (P ) Chairman  919-966-4551 
N.C.  Mem.  Hosp.,  Chapel  Hill  27514 
Malcolm  Fleishman,  M.D.26  (IM)  919-484-0144 
P.O.  Box  35126,  Fayetteville  28302 
Myron  Liptzen,  M.D.32  (P)  919-966-2281 
UNC  Student  Health  Service,  Chapel  Hill  27514 
W.  J.  K.  Rockwell,  M.D.32  (P)  919-684-3073 
Duke  Med.  Ctr.,  Dept,  of  Psy.,  Durham  27710 
Llewellyn  W.  Stringer,  M.D.34  (PUD)  919-765-7517 
1728  S.  Hawthorne  Rd.,  Winston-Salem  27103 
Horatio  P.  Van  Cleve,  M.D.34  (FP)  919-727-5964 
604  Archer  Rd.,  Winston-Salem  27103 
Robert  W.  Whitener.  M.D.41  (P)  919-274-1250 
1024  Professional  Village,  Greensboro  27401 
Robert  E.  Williford,  M.D.76  (FP)  919-625-4000 
208  Foust  St.,  Asheboro  27203 
W.  Samuel  Yancey,  M.D.32  (PD)  919-688-6349 
306  S.  Gregson  St.,  Durham  27701 

Consultants: 

Roy  J.  Blackley,  M.D."2  (P)  919-733-7011 
325  N.  Salisbury  St.,  Raleigh  2761 1 
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Mr.  F.  E.  (Roy)  Epps  919-733-4555 
Div.  of  Mental  Health  & Retardation, 

3800  Barrett  Dr.,  Raleigh  27609 
Mrs.  Lady  Faircloth  919-733-4670 
Div.  of  Mental  Health  & Retardation, 

325  N.  Salisbury  St.,  Raleigh  27611 
Lt.  Col.  Jack  F.  Caldwell,  919-733-7952 
N.C.  Highway  Patrol,  P.O.  Box  27687,  Raleigh  27611 
Mr.  A.  H.  Mebane,  III,  Executive  Director  919-967-2237 
N.C.  Pharmaceutical  Assoc.,  Drawer  151,  Chapel  Hill  27514 
Mr.  Haywood  R.  Starling,  Director  919-733-431 1 
SBI,  P.O.  Box  29500,  3320  Old  Garner  Rd.,  Raleigh  27626 
Mr.  David  R.  Work,  Secretary-Treasurer  919-942-4454 
N.C.  Board  of  Pharmacy,  P.O.  Box  471,  Chapel  Hill  27514 

15.  Committee  on  Ethics  & Religion  V-3  (10)  (1  Consultant) 

Gloria  F.  Graham,  M.D.98  (D)  Chairman  919-291-5600 
702  Broad  St.,  Wilson  27893 
Elms  L.  Allen,  M.D.34  (HEM)  919-765-4131 
1405  Plaza  Dr.,  Winston-Salem  27103 
M.  Robert  Cooper,  M.D.34  (HEM)  919-727-4300 
330  Staffordshire  Rd.,  Winston-Salem  27104 
Austin  T.  Hyde,  Jr.,  M.D.81  (A)  704-286-9036 
P.O.  Box  970,  Rutherfordton  28139 
Marjorie  E.  F.  Matthews,  M.D.86  (FP)  919-368-4198 
P.O.  Box  667,  Pilot  Mountain  27041 
John  S.  Rhodes,  M.D.92  (U)  919-834-4391 
1300  St.  Mary’s  St.,  Raleigh  27605 
Louis  deS.  Shaffner,  M.D.34  (GS)  919-727-4502 
Bowman  Gray,  Winston-Salem  27103 
Lewis  S.  Thorp,  M.D.64  (FP)  919-443-3151 
100  Medical  Arts  Mall,  Rocky  Mount  27801 
Charles  B.  Wilkerson,  Jr.,  M.D.92  (1M)  919-834-1051 
102  S.  Boylan  Ave.,  Raleigh  27603 
Lucien  S.  Wilkins,  M.D.65  (GE)  919-763-8251 
1202  Medical  Center  Dr.,  Wilmington  28401 

Consultant: 

Harmon  Smith,  Ph.D.  (Chaplain)  919-489-0022 
The  Divinity  School,  Duke  University,  Durham  27706 

16.  Committee  on  Eye  Care  & Eye  Bank  V-4  (14) 

Albin  W.  Johnson,  M.D.92  (OPH)  Chairman  919-832-7533 
1300  St.  Mary’s  St.,  Raleigh  27605 
Charles  L.  Baltimore,  Jr.,  M.D.7  (OPH)  919-946-2171 
P.O.  Box  879,  Washington  27889 
Frederick  C.  Butler,  Jr.,  M.D.65  (OPH)  919-763-3601 
1915  Glen  Meade  Rd.,  Wilmington  28401 
Lee  A.  Clark,  Jr.,  M.D.98  (OPH)  919-291-7001 
Wilson  Clinic,  Wilson  27893 
Andrew  Davidson,  M.D.25  (OPH)  919-633-4183 
P.O.  Box  250,  New  Bern  28560 
Baird  S.  Grimson,  M.D.32  (OPH)  919-966-5296 
UNC,  617  Clinical  Science  Bldg.,  229-H,  Chapel  Hill  27514 
Edward  K.  Isbey,  M.D.11  (OPH)  704-258-1586 
495  Biltmore  Ave.,  Asheville  28801 
Thomas  C.  Kerns,  Jr.,  M.D.34  (OPH)  919-682-9341 
1110W.  Main  St.,  Durham  27701 
Charles  G.  Kirby,  M.D.49  (OPH)  704-872-0961 
925  Thomas  St.,  Statesville  28677 
John  W.  Reed,  M.D.34  (OPH)  919-727-4091 
Bowman  Gray,  Dept,  of  Oph.,  Winston-Salem  27103 
M.  Bruce  Shields,  M.D.32  (OPH)  919-684-3343 
Duke  University  Eye  Center,  Durham  27710 
J.  David  Stratton,  M.D.60  (OPH)  704-364-8576 
3535  Randolph  Rd.,  R-202,  Charlotte  28211 


Shahane  R.  Taylor,  Jr.,  M.D.41  (OPH)  919-274-4626 
348  N.  Elm  St.,  Greensboro  27401 
David  W.  White,  M.D.74  (OPH)  919-758-3548 
P.O.  Box  7005,  Greenville  27834 

17.  Committee  on  Finance  1-1  (5)  (7  Consultants) 

Ernest  B.  Spangler,  M.D.41  (R)  Chairman  919-855-8972 
Drawer  X-3,  Greensboro  27402 
Thomas  B.  Dameron,  Jr.,  M.D.92  (ORS)  919-781-5600 
P.O.  Box  10707,  Raleigh  27605 
E.  Thomas  Marshburn,  Jr.,  M.D.65  (1M)  919-762-9621 
3208  Oleander  Dr.,  Wilmington  28401 
Charles  T.  McCullough,  Jr.,  M.D.11  (ORS)  704-254-9504 
Bone  & Joint  Clinic,  Doctor’s  Dr.,  Asheville  28801 
Thomas  F.  O’Brien,  Jr.,  M.D.74  (GE)  919-757-4652 
ECU  Sch.  of  Med.,  Greenville  27834 

Consultants: 

I—  Kenneth  E.  Cosgrove,  M.D.45  (IM)  704-692-2231 
510  7th  Ave.,  W.,  Hendersonville  28739 

II—  F.  Maxton  Mauney,  Jr.,  M.D.11  (CDS)  704-258-1121 
257  McDowell  St.,  Asheville  28803 

III—  Eugene  S.  Mayer,  M.D.32  (GPM)  919-966-2461 
250  S.  Estes  Dr.,  Ste.,  35,  Chapel  Hill  27514 

IV—  John  W.  Foust,  M.D.60  (OT)  704-365-0711 
3535  Randolph  Rd.,  Charlotte  28222 

V—  Edwin  W.  Monroe,  M.D.74  (IM)  919-757-4606 
ECU  Sch.  of  Med.,  Greenville  27834 

VI—  William  B.  Hunt,  Jr.,  M.D.25  (PUD)  919-633-2347 
57  Quarterdeck,  Apt.  S,  New  Bern  28560 

T.  Tilghman  Herring,  M.D.98  (OM)  (Past  Chairman, 

Finance  Cmte.)  919-291-7001 
Wilson  Clinic,  Wilson  27893 

18.  Committee  on  Health  Planning  & Development  I V-3  (16) 

William  E.  Laupus,  M.D.74  (PD ) Chairman  919-757-6427 
218  Country  Club  Dr.,  Greenville  27834  (HSA  Region  VI) 
Lloyd  W.  Bailey,  M.D.64  (OPH)  919-443-5164 
109  Foy  Dr.,  Rocky  Mount  27801 
C.  Christopher  Bremer,  M.D.54  (FP)  919-527-4146 
905  N.  Queen  St.,  Kinston  28501 
John  D.  Bridgers,  Sr.,  M.D.41  (PD)  919-882-4171 
624  Quaker  Lane,  High  Point  27262 
W.  Lester  Brooks,  Jr.,  M.D.60  (IM)  704-333-4175 
1851  E.  Third  St.,  Charlotte  28204  (HSA  Region  III) 
Thornton  R.  Cleek,  M.D.76  (FP)  919-629-2387 
379  S.  Cox  St.,  Asheboro  27203 
James  E.  Davis,  M.D.32  (GS)  919-471-8439 
2609  N.  Duke  St.,  Ste.  402,  Durham  27704 
Paul  Green,  Jr.,  M.D.80  (OBG)  704-636-9270 
315  Mocksville  Ave.,  Salisbury  28144 
T.  Reginald  Harris,  M.D.23  (PUD)  704-482-1482 
808  Schenck  St.,  Shelby  28150  (HSA  Region  I) 

Charles  A.  Hoffman,  Jr.,  M.D.26  (U)  919-485-8801 
513  Owen  Dr.,  Fayetteville  28304 
J.  Jerome  Pence,  Jr.,  M.D.65  (FP)  919-763-3481 
2305  Parham  Rd.,  Wilmington  28401 
George  Podgorny,  M.D.34  (EM)  919-727-1 161 
2115  Georgia  Ave.,  Winston-Salem  27104 
Walter  M.  Roufail,  M.D.34  (GE)  919-725-8326 
2240  Cloverdale  Ave.,  Ste.  88,  Winston-Salem  27103 
(HSA  Region  II) 

Howard  E.  Strawcutter,  M.D.78  (U)  919-738-7166 
101  W.  27th  St.,  Lumberton  28358  (HSA  Region  V) 

John  W.  Watson,  M.D.39  (FP)  919-693-8126 

104  New  College  St.,  Oxford  27565  (HSA  Region  IV) 
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Jerry  C.  Woodard,  M.D.38  (GE)  919-291-1300 
Carolina  Clinic,  Inc.,  Wilson  27893 

19.  Committee  to  Work  with  N.C.  Industrial  Commission  1V-4  (18) 

Thomas  E.  Castelloe,  M.D.32  (ORS)  Chairman  919-781-5600 
P.O.  Box  10707.  Raleigh  27605 
Leroy  Allen.  M.D.32  (NS)  919-832-4448 
P.O.  Box  14027,  Raleigh  27620 
Gerald  W.  Fernald,  M.D.32  (PD)  919-966-4303 
N.C.  Mem.  Hospital,  Chapel  Hill  27514 
Thomas  R.  Giblin,  M.D.00  (PS)  704-377-3091 
2027  Randolph  Rd.,  Charlotte  28207 
Benjamin  W.  Goodman,  M.D.18  (FP)  704-328-2231 
24  Second  Ave.,  N.E.,  Hickory  28601 
Ralph  L.  Greene.  Jr.,  M.D.00  (IM)  704-365-0760 
3535  Randolph  Rd.,  Charlotte  2821 1 
Elzie  F.  Hart,  Jr.,  M.D.'2  (OTO)  704-433-6410 
350  E.  Parker  Rd.,  Morganton  28655 
T.  Tilghman  Herring.  M.D.38  (OM)  919-291-7001 
Wilson  Clinic,  Wilson  27893 
Carl  J.  Hiller,  M.D.25  (ORS)  919-633-3256 
P.O.  Drawer  1694,  New  Bern  28560 
Julius  Howell,  M.D.34  (PS)  919-727-4171 
Bowman  Gray,  Winston-Salem  27103 
Thomas  C.  Kerns,  Jr.,  M.D.32  (OPH)  919-682-9341 
1 1 10  W.  Main  St.,  Durham  27701 
Thomas  J.  Koontz,  M.D.34  (GS)  919-765-5221 
4250  Allistair  Rd.,  Winston-Salem  27104 
Paul  D.  Long,  M.D."  (ORS)  919-275-0927 
1505  Pembroke  Rd.,  Greensboro  27408 
Robert  L.  Means,  M.D.34  (GS)  919-725- 1602 
P.O.  Box  5082,  Ardmore  Station,  Winston-Salem  27103 
Robert  E.  Miller,  M.D.80  (ORS)  704-373-0544 
1822  Brunswick  Ave.,  Charlotte  28207 
Charles  L.  Nance,  Jr.,  M.D.05  (ORS)  919-763-7344 
315  N.  17th  St.,  Wilmington  28401 
Richard  C.  Proctor,  M.D.34  (P)  919-727-4552 
Bowman  Gray,  Winston-Salem  27103 
M.  Brent  Seagle,  M.D.25  (OTO)  919-638-2616 
2507  Neuse  Blvd.,  New  Bern  28560 

20.  Committee  on  Legislation  V-5  (27)  (*  Executive  Committee) 

*John  T.  Dees,  M.D.05  (FP)  Chairman  919-259-2161 
P.O.  Box  815,  Burgaw  28425 
John  R Baggett,  M.D.25  (IM)  919-637-6121 
709  Professional  Dr.,  New  Bern  28560 
Neil  C.  Bender,  M.D.25  (IM)  919-224-4591 
P.O.  Box  68,  Pollocksville  28573 
W.  Grimes  Byerly,  Jr.,  M.D.18  (IM)  704-328-2231 
24  Second  Ave.,  N.E.,  Hickory  28601 
Don  C.  Chaplin,  M.D.1  (IM)  919-227-3621 
Kernodle  Clinic,  Burlington  27215 
William  M.  Clarke,  M.D.03  (PD)  919-692-2444 
Town  Center,  Southern  Pines  28387 
Kenneth  E.  Cosgrove,  M.D.45  (IM)  704-692-2231 
510  7th  Ave.,  W.,  Hendersonville  28739 
Thomas  B.  Dameron,  Jr.,  M.D.32  (ORS)  919-781-5600 
P.O.  Box  10707,  Raleigh  27605 
J.  Dewey  Dorsett,  Jr.,  M.D.00  (IM)  704-333-4175 
1851  E.  Third  St.,  Charlotte  28204 
W.  Otis  Duck,  M.D.57  (FP)  704-689-2581 
Drawer  F,  Mars  Hill  28754 
John  A.  Fagg,  M.D.34  (PS)  919-765-8620 

2901  Maplewood  Ave.,  Winston-Salem  27103 
Susan  S.  Gustke,  M.D.32  (IM)  919-733-5431 
4100  Stranaver  PI.,  Raleigh  27612 


*T.  Reginald  Harris,  M.D.23  (PUD)  704-482-1482 
808  Schenck  St.,  Shelby  28150 
Jack  Hughes,  M.D.32  (U)  (Secretary)  919-286-1297 
923  Broad  St.,  Durham  27705 
Julian  F.  Keith,  Jr.,  M.D.34  (FP)  919-727-5961 

Bowman  Gray,  Dept,  of  Fam.  Med.,  Winston-Salem  27103 
James  D.  Medders,  M.D. 15  (GP)  919-496-4250 

113  Jolly  St.,  Louisburg  27549 

Assad  Meymandi,  M.D.20  (P)  919-485-6166 
1212  Walter  Reed  Rd..  Fayetteville  28304 
David  S.  Nelson,  M.D.34  (EM)  919-765-3950 
248  Flintshire  Rd.,  Winston-Salem  27104 
Josephine  E.  Newell,  M.D.38  (FP)  (President-Elect) 
919-851-8888,  Raleigh  Townes,  Apt.  47, 

525  Wade  Ave..  Raleigh  27605 
Charles  A.  Speas  Phillips,  M.D.03  (GS)  919-295-2232 

Pinehurst  Surgical  Clinic,  P.O.  Box  2000,  Pinehurst  28374 
Robert  H.  Shackelford,  M.D.30  (FP)  919-658-4954 
238  Smith  Chapel  Rd.,  Mount  Olive  28365 
Jimmy  L.  Simon,  M.D.34  (PD)  919-727-4431 
Bowman  Gray,  Winston-Salem  27103 
*Frank  Sohmer,  M.D.34  (GE)  (President)  919-725-8326 
2240  Cloverdale  Ave.,  Ste.  88,  Winston-Salem  27103 
Albert  Stewart,  Jr.,  M.D.20  (IM)  919-484-3365 

1 14  Broadfoot  Ave.,  Fayetteville  28305 

J.  David  Stratton.  M.D.00  (OPH)  704-364-8576 
3535  Randolph  Rd..  R-202,  Charlotte  28211 
♦Shahane  R.  Taylor,  Jr.,  M.D.41  (OPH)  919-274-4626 
348  N.  Elm  St.,  Greensboro  27401 
*J.  B.  Warren.  M.D.25  (FP)  (Past-President)  919-637-6193 
P.O.  Box  1465,  New  Bern  28560 

21.  Committee  on  Marriage  Counseling  & Family  Life  Education 

VI-3  (8) 

Mary  Jane  Gray,  M.D.32  (GYN)  Chairman  919-966-2281 
UNC,  Student  Health  Service,  Infirmary  Bldg., 

Chapel  Hill  27514 

James  S.  Forrester,  M.D.30  (GP)  704-263-4716 
P.O.  Box  259,  Stanley  28164 
Mary  Susan  Fulghum.  M.D.32  (OBG)  919-832-5529 
100  S.  Boylan  Ave.,  Raleigh  27603 
James  D.  Mattox,  Jr.,  M.D.34  (P)  919-727-4204 
1546  Overbrook  Ave.,  Winston-Salem  27104 
John  W.  Nance,  M.D.82  (FP)  919-592-6011 
403  Fairview  St.,  Clinton  28328 
John  F.  Steege,  M.D.32  (OBG)  919-684-5322 
Duke  Med.  Ctr.,  Box  3263,  Durham  27710 
Richard  C.  Taft,  M.D.74  (OBG)  919-758-4181 
1705  W.  6th  St.,  Greenville  27834 
Charles  R.  Vernon,  M.D.05  (P)  919-256-4106 
7230  Wrightsville  Ave.,  Wilmington  28403 

22.  Committee  on  Maternal  Health  VI-4  (16)  (6-yr.  term) 

Robert  G.  Brame,  M.D.74  (OBG)(ECU)(1985)  Chairman 
919-757-4610,  ECU,  Dept,  of  OB-GYN,  Greenville  27834 
William  A.  Peters,  Jr.,  M.D.70  (OBG)(  1 sfc)(  1 983)  919-335-2355 
P.O.  Box  392,  Elizabeth  City  27909 
H.  Fleming  Fuller,  M.D.54  (OBG)(2nd)(  1981)  919-522-4333 
Kinston  Clinic,  N.,  Ste.  E.,  Kinston  28501 
John  W.  Nance,  M.D.82  (FP)(3rd)(  1984)  919-592-6011 
403  Fairview  St.,  Clinton  28328 
John  A.  Kirkland.  M.D.38  (OBG)(4th)(  1982)  919-291-9010 
Wilson  Clinic.  Wilson  27893 

John  C.  Rozier,  Jr..  M.D.78  (OBG)(5th)(  1983)  919-738-9601 
4300  Fayetteville  Rd.,  Lumberton  28358 
Clifford  C.  Byrum,  M.D.32  (OBG)(6th)(  1985)  919-782-0124 
3803  Computer  Dr..  Raleigh  27609 
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Joe  Don  Hughes,  M.D.81  (OBG)(7th)(  1985)  704-287-7383 
P.O.  Box  1208,  Rutherfordton  28139 
Karl  L.  Barkley,  M.D.41  <OBG)(8th)(  1983)  919-273-2835 
1305  W.  Wendover  Ave.,  Greensboro  27408 
Robert  L.  Rogers,  Jr.,  M.D.14  <OBG)(9thM  1982)  704-758-2309 
328  S.  Mulberry  St.,  S.W.,  Lenoir  28645 
A.  Sherman  Morris,  Jr.,  M.D.11  (OBG)(  1 0th )( 1981 ) 
704-255-8900,  62  Orange  St.,  Asheville  28801 
Lewis  L.  Bock,  M.D. 1,2  (PD)(1985)  919-733-3816 
Div.  of  Health  Services,  P.O.  Box  2091,  Raleigh  27602 
Edward  H.  Bishop,  M.D.32  (OBG)(UNC)(  1985)  919-966-5283 
UNC,  Dept,  of  OB-GYN,  Chapel  Hill  27514 
Robert  P.  Dillard,  M.D.74  (PDK1985)  919-757-4624 
ECU,  Dept,  of  Ped.,  Greenville  27834 
W.  Joseph  May,  M.D.14  (OBG)(BG)(1982)  919-727-4623 
300  S.  Hawthorne  Rd.,  Winston-Salem  27103 
Joseph  B.  Parker,  Jr.,  M.D.32  (P)(Duke)(  1985)  919-684-5995 
Duke  Med.  Ctr.,  Box  3837,  Durham  27710 


23.  Mediation  Committee  (5)  (Five  Immediate  Past-Presidents) 

James  E.  Davis,  M.D.32  (GS ) Chairman  919-471-8439 
2609  N.  Duke  St.,  Ste.  402,  Durham  27704 
J.  B.  Warren,  M.D.25  (FP)  Secretary  919-637-6193 
P.O.  Box  1465,  New  Bern  28560 
Jesse  Caldwell,  Jr.,  M.D.36  (GYN)  704-865-0968 
1307  Park  Lane,  Gastonia  28052 
E.  Harvey  Estes,  Jr.,  M.D.32  (CD)  919-684-5314 
Duke  Med.  Ctr.,  Box  2914,  Durham  27710 
D.  E.  Ward,  Jr.,  M.D.78  (GS)  919-738-4276 
2604  N.  Elm  St.,  Lumberton  28358 


24.  Committee  on  Medical  Aspects  of  Sports  V-6  ( 16)  (2  Consultants) 

Frank  W.  Clippinger,  Jr.,  M.D.32  (ORS ) Chairman 
919-684-4229,  Duke  Med.  Ctr.,  Box  3935,  Durham  27710 
Frank  H.  Bassett,  111,  M.D.32  (ORS)  919-684-4378 
Duke  Med.  Ctr.,  Durham  27710 
Basil  M.  Boyd,  Jr.,  M.D.60  (ORS)  704-373-0544 
1822  Brunswick  Ave.,  Charlotte  28207 
Paul  L.  Burroughs,  Jr.,  M.D.112  (ORS)  919-872-52% 

P.O.  Box  18136,  Raleigh  27609 
Harvey  E.  Christensen,  M.D.18  (GS)  704-322-9105 
Box  11 1C,  Fairgrove  Church  Rd.,  Conover  28613 
Joseph  L.  DeWalt,  M.D.32  (IM) 

Iris  Lane,  Chapel  Hill  27514 
James  D.  Hundley,  M.D.65  (ORS)  919-763-7344 
315  N.  17th  St.,  Wilmington  28401 
A.  Tyson  Jennette,  M.D.98  (ORS)  919-291-1300 
Carolina  Clinic,  Inc.,  Wilson  27893 
Joe  M.  McWhorter,  M.D.34  (NS)  919-727-4081 
2853  Fairmont  Rd.,  Winston-Salem  27106 
Henry  S.  Miller,  Jr.,  M.D.34  (CD)  919-727-4467 
Bowman  Gray,  Winston-Salem  27103 
Thomas  L.  Presson,  M.D.41  (ORS)  919-275-0724 
315  W.  Wendover  Ave.,  Greensboro  27408 
Donald  B.  Reibel,  M.D.92  (ORS)  919-781-5600 
P.O  Box  10707,  Raleigh  27605 
George  D.  Rovere,  M.D.34  (ORS)  919-727-4013 
300  S.  Hawthorne  Rd.,  Winston-Salem  27103 
Timothy  N.  Taft,  M.D.32  (ORS)  919-966-2030 
UNC,  Div.  of  Orth.  Surg.,  Chapel  Hill  27514 
Wayne  B.  Venters,  M.D.67  (ORS)  919-353-1413 
200  Doctors  Dr.,  Ste.  J,  Jacksonville  28540 
John  L.  Wooten,  M.D.74  (ORS)  919-752-4613 
6 Medical  Pavilion,  Greenville  27834 


Consultants: 

Al  Proctor,  Ph.D.,  919-733-3822 
Sports  Medicine  Div.,  N.C.  Dept,  of  Public  Instruction, 
Education  Bldg.,  Raleigh  27611 
Mr.  Raymond  K.  Rhodes,  919-733-3821 
Director  of  Athletics,  N.C.  Dept,  of  Public  Instruction, 
Education  Bldg.,  Raleigh  27611 

25.  Advisors  to  North  Carolina  Association  of  Medical  Assistants  (5) 

Ernest  H.  Stines,  M.D.44  (FP)  Chairman  704-627-2211 
Midway  Medical  Center,  Canton  28716 
Robert. E.  Lane,  M.D.21  (FP)  919-482-2116 

304  S.  Granville  St.,  Edenton  27932 

J.  Larry  Simpson,  M.D.76  (FP)  919-625-1360 
132-A  W.  Miller  St.,  Asheboro  27203 
Charles  T.  Streeter,  M.D.67  (FP)  919-353-0565 
200  Doctor’s  Dr.,  Jacksonville  28540 
Wayne  B.  Venters,  M.D.67  (ORS)  919-353-1413 
200  Doctor’s  Dr.,  Ste.  J,  Jacksonville  28540 

26.  Committee  on  Medical  Cost  Containment  II-5  (9) 

(1  Consultant) 

Jack  B.  Hobson,  M.D.60  (IM)  Chairman  704-374-1696 
1351  Durwood  Dr.,  Charlotte  28204 
Julian  T.  Brantley,  M.D.41  (OBG)  919-273-4325 
1409  Pembroke  Rd.,  Ste.  402,  Greensboro  27408 
Charles  A.  Burkhart,  Jr.,  M.D.34  919-761-1541 
345  Westview  Dr.,  SW,  Winston-Salem  27104 
Jesse  H.  Meredith,  M.D.34  (GS)  919-727-4278 

Bowman  Gray,  Dept,  of  Surg.,  Winston-Salem  27103 
David  S.  Nelson,  M.D.34  (EM)  919-765-3950 
248  Flintshire  Rd.,  Winston-Salem  27104 
Charles  A.  Speas  Phillips,  M.D.63  (GS) 

919-295-2232,  Pinehurst  Surg.  Clinic, 

P.O.  Box  2000,  Pinehurst  28374 
Joseph  D.  Russell,  M.D.98  (IM)  919-291-1300 
Carolina  Clinic,  Inc.,  Wilson  27893 
Stuart  M.  Sessoms,  M.D.32  (IM)  919-489-6779 
P.O.  Box  2291,  Durham  27702 
Brian  T.  Sherrington,  M.D.63  (PD)  919-692-2444 
Town  Center  Bldg.,  Southern  Pines  28387 

Consultant: 

Wyatt  E.  (Pete)  Roye,  Coordinator,  919-832-9550 
Voluntary  Effort  Prog.,  N.C.  Hospital  Association, 

P.O.  Box  10937,  Raleigh  27605 

27.  Committee  on  Medical  Education  III-4  (12) 

John  D.  Bridgers,  Sr.,  M.D.41  (PD)  Chairman  919-882-4171 
624  Quaker  Lane,  High  Point  27262 
Arthur  C.  Christakos,  M.D.32  (GYN)  (Duke)  919-684-2498 
Duke  Hospital,  Box  3005,  Durham  27710 
Oscar  S.  Cunanan,  M.D.92  (IM)  919-467-2253 

305  S.  Academy  St.,  Cary  27511 

Eugene  D.  Furth,  M.D.74  (END)  (ECU)  919-757-4633 
ECU,  Dept,  of  Med.,  Greenville  27834 
Susan  S.  Gustke,  M.D.92  (IM)  919-733-5431 
4100  Stranaver  PI.,  Raleigh  27612 
Charles  M.  Howell,  M.D.34  (D)  919-727-4151 
Bowman  Gray,  Winston-Salem  27103 
Emery  C.  Miller,  Jr.,  M.D.34  (END)  (BG)  919-727-4274 
Bowman  Gray,  Winston-Salem  27103 
John  W.  Nance,  M.D.82  (FP)  (NCAFP)  919-592-6011 
403  Fairview  St.,  Clinton  28328 
F.  M.  Simmons  Patterson,  M.D.74  (GS)  (ECU)  919-757-4600 
P.O.  Box  7224,  Greenville  27834 
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Thomas  A.  Will,  M.D.36  (GP)  704-922-3106 
P.O.  Box  515,  Dallas  28034 
William  B.  Wood,  M.D.32  (PUD)  (UNC)  919-966-4161 
Rt.  8,  Box  108,  Chapel  Hill  27514 
Jerry  C.  Woodard,  M.D.98  (GE)  919-291-1300 
Carolina  Clinic,  Inc.,  Wilson  27893 


28.  Medical-Legal  Committee  V-7  (8) 

Julius  Howell,  M.D.34  (PS)  Chairman  919-727-4171 
Bowman  Gray,  Winston-Salem  27103 
George  R.  Clutts,  M.D.41  (GS)  919-275-9554 
344  N.  Elm  St.,  Greensboro  27401 
Arned  L.  Hinshaw,  M.D.32  (OBG)  919-477-0441 
5020  Old  Farm  Rd.,  Durham  27704 
R.  Page  Hudson,  Jr.,  M.D.32  (FOP)  919-966-2253 
Chief  Med.  Examiner’s  Office,  Box  2488,  Chapel  Hill  27514 
C.  Clement  Lucas,  M.D.21  (FP)  919-482-8461 
P.O.  Box  589,  Edenton  27932 
Robert  L.  Rollins,  Jr.,  M.D.92  (P)  919-733-2180 
2500  Wake  Dr.,  Raleigh  27608 
Henry  D.  Severn,  M.D.11  (ORS)  704-252-7331 
1 1 1 Victoria  at  Oakland  Rd.,  Asheville  28801 
Andrew  W.  Walker,  M.D.60  (PS)  704-372-6846 
2215  Randolph  Rd.,  Charlotte  28207 


29.  Committee  Advisory  to  Medical  Students  II-6  (9) 

James  A.  Bryan.  II,  M.D.32  (IM)  Chairman  919-966-2268 
N.C.  Mem.  Hospital,  Chapel  Hill  27514 
Mr.  George  Scot  Bowen34  (ST)  (BG)  919-765-7570 
2615  Wyman  Rd.,  Winston-Salem  27106 
Mr.  Sigsbee  W.  Duck74  (ST)  (ECU)  919-758-6132 
307  Spring  Hill  Rd.,  Greenville  27834 
E.  Harvey  Estes,  Jr.,  M.D.32  (IM)  919-684-5314 
Duke  Med.  Ctr.,  Box  2914,  Durham  27710 
James  G.  Jones,  Jr.,  M.D.74  (FP)  919-757-4614 
P.O.  Box  136,  Greenville  27834 
Mr.  James  F.  O’Neill,  Jr.32  (ST)  (DUKE)  919-383-5049 
2106  Front  St.,  #E-1,  Durham  27705 
Ms.  Nancy  Reierson32  (ST)  (UNC)  919-929-1304 
215  Vance  St.,  Chapel  Hill  27514 
Dale  R.  Shaw,  M.D.92  (DR)  919-787-8199 
P.O.  Box  19366,  Raleigh  27619 
John  D.  Tolmie,  M.D.34  (AN)  919-727-4271 
1543  Abbey  Crt.,  Winston-Salem  27103 

30.  Committee  on  Mental  Health  VI-5  (18)  (3  Consultants) 

WilmerC.  Betts,  M.D.92  (P)  Chairman  919-782-0166 
3125  Glenwood  Prof.  Village,  Raleigh  27608 
Theodore  R.  Clark,  M.D.63  (P)  919-295-1231 
P.O.  Box  1569,  Pinehurst  28374 
A.  Ray  Evans,  M.D.74  (P)  919-758-4810 
1705  W.  6th  St.,  Bldg.  H..  Greenville  27834 
Rolf  H.  Fisscher,  M.D.65  (P)  919-343-0151 
Southeastern  Mental  Health  Ctr.,  2023  S.  17th  St., 
Wilmington  28401 

Robert  W.  Gibson,  M.D.34  (P)  919-768-7710 
3637  Old  Vineyard  Rd.,  Winston-Salem  27104 
Charles  E.  Llewellyn,  Jr.,  M.D.32  (P)  919-684-3332 
Duke  Med.  Ctr.,  Box  3173,  Durham  27710 
Hans  Lowenbach,  M.D.32  (P)  919-544-2450 
Rt.  3,  Box  273,  Durham  27713 
J.  Gray  McAllister,  III.  M.D.18  (P)  919-968-4651 
\51Vi  E.  Franklin  St.,  Chapel  Hill  27514 
Harry  H.  McLean,  III,  M.D.74  (FP)  919-757-6841 
ECU,  Student  Health  Ctr.,  Greenville  27834 


Mary  Margaret  McLeod,  M.D.53  (PD)  919-775-3232 
Drawer  1047,  Sanford  27330 
Philip  G.  Nelson,  M.D.74  (P)  919-758-3145 
Medical  Pavilion,  Ste.  9,  Greenville  27834 
James  W.  Osberg,  M.D.92  (P)  919-733-4660 
8804  Katharina  Crt.,  Raleigh  27612 
Barry  S.  Ostrow,  M.D.92  (P)  919-733-5241 
Dorothea  Dix  Hospital,  Raleigh  27611 
Robert  L.  Rollins,  Jr.,  M.D.92  (P)  919-733-2180 
2500  Wake  Dr.,  Raleigh  27608 
Ray  G.  Silverthorne,  M.D.7  (GYN)  919-946-4101 
408  E.  12th  St.,  Washington  27889 
Nicholas  E.  Stratas,  M.D.92  (P)  919-787-7125 
3900  Browning  PI.,  Ste.  201,  Raleigh  27609 
Charles  R.  Vernon,  M.D.65  (P)  919-256-4106 
7230  Wrightsville  Ave.,  Wilmington  28403 
N.  P.  Zarzar,  M.D.92  (P)  919-782-0166 
3125  Glenwood  Village,  Bldg.  H,  Raleigh  27608 

Consultants: 

Paul  T.  Kayye,  M.D.  919-832-0581 

Dept,  of  Corrections,  Polk  Youth  Center, 

1831  Blue  Ridge  Rd.,  Raleigh  27607 
Mrs.  Wymene  Valand  919-833-6076 
706  Woodburn  Rd..  Raleigh  27605 
Richard  H.  Williams,  Ph.D.  919-756-5346 
111  Cardinal  Dr.,  Greenville  27834 


31.  Committee  on  Nominations  (10)  (3-yr  term) 

John  A.  Henderson,  M.D.11  (GS)(10th)(  1981)  Chairman 
704-254-2341,  115  Rathfarnham  Cir.,  Asheville  28803 
William  H.  Romm,  M.D.70  ( FP)(  1 st )( 1 982)  919-435-6621 
P.O.  Box  10,  Moyock  27958 
Carl  J.  Hiller,  M.D.25  (ORS)(2nd)(198l)  919-633-3256 
P.O.  Drawer  1694,  New  Bern  28560 
James  D.  Hundley,  M.D.65  (ORS)(3rd)(  1983)  919-763-7344 
315  N.  17th  St.,  Wilmington  28401 
Gloria  F.  Graham,  M.D.98  <D)(4th)<  1982)  919-291-5600 
702  Broad  St.,  Wilson  27893 

Robert  G.  Townsend,  Jr.,  M.D.47  (FP)(5th)(  1983)  919-875-5101 
P.O.  Box  666,  Raeford  28376 

George  M.  Cooper,  Jr.,  M.D.92  (OTO)(6th)(  1981 ) 919-782-2118 
411  Marlowe  Rd.,  Raleigh  27609 
Robert  E.  Miller,  M.D.60  (ORS)(7th)(  1983)  704-373-0544 
1822  Brunswick  Ave.,  Charlotte  28207 
J.  Larry  Simpson,  M.D.76  (FP)(8th)(  1982)  919-625-1360 
132-A  W.  Miller  St.,  Asheboro  27203 
James  M.  Ross,  M.D.18  (FP)(9th)(  1983)  704-692-2258 
P.O.  Box  490,  Claremont  28610 


32.  Committee  on  Occupational  & Environmental  Health  VI-6  (14) 
(3  Consultants) 

Austin  T.  Hyde,  Jr.,  M.D.81  (A)  Chairman  704-286-9036 
P.O.  Box  970,  Rutherfordton  28139 
Julian  S.  Albergotti,  Jr.,  M.D.60  (OM)  704-378-7320 
P.O.  Box  30188,  Charlotte  28230 
M.  C.  Battigelli.  M.D.32  (PUD)  919-966-2534 
UNC,  Dept,  of  Med.,  Old  Clin.  Sci.  Bldg.,  229-H, 

Chapel  Hill  27514 

John  L.  Brockmann,  M.D.41  (GS)  919-885-9031 
606  N.  Elm  St.,  High  Point  27262 
Jerry  Cassuto,  M.D.41  (OM)  919-697-6220 
P.O.  Box  25000.  Greensboro  27420 
Charles  P.  Ford.  Jr.,  M.D.54  (OM)  919-522-6309 
P.O.  Box  800,  Kinston  28501 
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Austin  P.  Fortney,  M.D.41  ( I M ) 919-454-2122 
P.O.  Box  579,  Jamestown  27282 
Daniel  Gottovi,  M.D.65  (PUD)  919-763-8251 
1202  Medical  Center  Dr.,  Wilmington  28401 
Charles  G.  Gunn.  Jr.,  M.D.34  (OM)  919-744-3708 
Planes  Corp.,  P.O.  Box  5416,  Winston-Salem  27103 
T.  Tilghman  Herring,  M.D.38  (OM)  919-291-7001 
Wilson  Clinic,  Wilson  27893 
Gregory  G.  Holthusen,  M.D.34  (ORS)  919-768-1270 
1425  Plaza  Dr.,  Winston-Salem  27103 
Harold  R.  lmhus,  M.D.41  (OM)  919-379-2443 

Burlington  Ind.,  P.O.  Box  21207,  Greensboro  27420 
Robert  E.  Lane,  M.D.21  (FP)  919-482-2116 
304  S.  Granville  St.  Edenton  27932 
Charles  F.  Martin,  M.D.41  (OM)  919-379-6965 
1201  Maple  St.,  Greensboro  27405 

Consultants: 

Mr.  Dan  Baucom  919-733-3680 

Div.  of  Health  Services,  P.O.  Box  2091,  Raleigh  27602 
David  A.  Fraser,  Sc.D.  919-966-4152 

UNC  School  of  Public  Health,  Chapel  Hill  27514 
Bernard  Greenberg,  Ph.D.  919-966-4152 
UNC  School  of  Public  Health,  Roseman  Hall,  201-H, 
Chapel  Hill  27514 

33.  Committee  on  Study  of  Operative  Deaths  II-7  (11) 

Albert  A.  Bechtoldt,  Jr.,  M.D.32  (AN)  Chairman  919-966-5136 
UNC,  Dept,  of  Anes.,  Chapel  Hill  27514 
John  D.  Butts,  Jr.,  M.D.32  (FOP)  919-966-2253 
Office  of  Chief  Med.  Examiner,  P.O.  Box  2488, 

Chapel  Hill  27514 

Benjamin  F.  Fortune,  M.D.41  (AN)  919-272-7755 
906  W.  Cornwallis  Dr.,  Greensboro  27408 
Lewis  J.  Gaskin,  M.D.92  (AN)  919-833-1671 
Rex  Hospital,  Dept,  of  Anes.,  Raleigh  27603 
Charles  T.  Harris,  Jr.,  M.D.60  (AN)  704-371-4049 
401  Fesbrook  Crt.,  Charlotte  28211 
Glen  E.  Hawkins,  M.D.53  (AN)  919-776-0241 
106  Hillcrest  St.,  Sanford  27330 
John  R.  Hoskins,  III,  M.D.11  (AN)  704-254-1969 
202  Doctor’s  Bldg.,  Asheville  28801 
Stephen  H.  Mazur,  M.D.96  (AN)  919-731-6068 
504  Walnut  Creek  Dr.,  Goldsboro  27530 
Ross  S.  McElwee,  Jr.,  M.D.60  (GS)  704-364-8100 
3535  Randolph  Rd.,  Charlotte  28211 
Richard  T.  Myers,  M.D.34  (GS)  919-727-4541 
Bowman  Gray,  Winston-Salem  27103 
H.  Ryland  Vest,  Jr.,  M.D.12  (AN)  704-437-5692 
507  Riverside  Dr.,  Morganton  28655 

34.  Committee  on  Personnel  & Headquarters  Operation  1-2 

(7)  (1  Consultant)  (3  Ex  Officio) 

Thomas  B.  Dameron,  Jr.,  M.D.92  (ORS)  Chairman 
919-781-5600,  P.O.  Box  10707,  Raleigh  27605 
Thornton  R.  Cleek,  M.D.76  (FP)  919-629-2387 
379  S.  Cox  St.,  Asheboro  27203 
John  T.  Dees,  M.D.65  (FP)  919-259-2161 
P.O.  Box  815,  Burgaw  28425 
E.  Harvey  Estes,  Jr.,  M.D.32  (IM)  919-684-5314 
Duke  Med.  Ctr.,  Box  2914,  Durham  27710 
Elizabeth  P.  Kanof,  M.D.92  (D)  919-833-3672 
1300  St.  Mary’s  St.,  Raleigh  27605 
Robert  H.  Shackelford,  M.D.96  (FP)  919-658-4954 
238  Smith  Chapel  Rd.,  Mount  Olive  28365 
Shahane  R.  Taylor,  Jr.,  M.D.41  (OPH)  919-274-4626 
348  N.  Elm  St.,  Greensboro  27401 


Consultant: 

A.  Hewitt  Rose,  Jr.,  M.D.92  (GS)  (Past  Chairman,  Cmte.  on 
Personnel  & Headquarters  Operation)  919-787-8393 
3801  Computer  Dr.,  Raleigh  27609 

Ex  Officio: 

J.  B.  Warren,  M.D,25  (FP)  (Past-President)  919-737-6193 
P.O.  Box  1465,  New  Bern  28560 
Frank  Sohmer,  M.D.34  (GE)  (President)  919-725-8326 
2240  Cloverdale  Ave.,  Ste.  88,  Winston-Salem  27103 
Jack  Hughes,  M.D.32  (U)  (Secretary)  919-286-1297 
923  Broad  St.,  Durham  27705 


35.  Committee  on  Physicians’  Health  & Effectiveness  VI-7  (22) 

Theodore  R.  Clark,  M.D.63  (P)  Chairman  919-295-1231 
P.O.  Box  1569,  Pinehurst  28374 
Frederick  A.  Blount,  M.D.34  (PD)  919-727-4356 
Physician’s  Assistant  Prog.,  1990  Beach  St., 
Winston-Salem  27103 

Martin  L.  Brooks,  M.D.78  (GP)  919-521-4221 
P.O.  Box  37,  Pembroke  28372 
Stanley  S.  Burns,  Jr.,  M.D.60  (OTO)  704-372-3300 
1600  E.  Third  Ave.,  Charlotte  28204 
A.  Eugene  Douglas,  Jr.,  M.D.78  (P)  919-738-8230 
P.O.  Box  552,  Lumberton  28358 
Robert  F.  Eaton,  M.D.45  (ORS)  704-692-5781 
501  6th  Ave.,  Hendersonville  28739 
John  A.  Ewing,  M.D.32  (P)  919-966-4551 
N.C.  Mem.  Hospital,  Chapel  Hill  27514 
Robert  W.  Gibson,  Jr.,  M.D.34  (P)  919-768-7710 
3637  Old  Vineyard  Rd.,  Winston-Salem  27104 
Harold  R.  Gollberg,  M.D.11  (PN)  704-258-3500 
73  W.  Kensington  Rd.,  Asheville  28804 
Riley  M.  Jordan,  M.D.47  (FP)  919-875-5151 
1 16  Campus  Ave.,  Raeford  28376 
George  W.  Joyner,  M.D.76  (GS)  919-625-6465 
375  Lexington  Rd.,  Asheboro  27203 
Donald  E.  Macdonald,  M.D.60  (P)  704-376-2431 
100  Billingsley  Rd.,  Charlotte  2821 1 
Charles  T.  Medlin,  M.D.92  (FP)  919-772-3266 
P.O.  Box  128,  Garner  27529 
Jack  E.  Mohr,  M.D.32  (OBG)  919-967-1441 
The  Oaks  Apt.,  #1801,  Chapel  Hill  27514 
Philip  G.  Nelson,  M.D.74  (P)  919-758-3145 
Medical  Pavilion,  Ste.  9,  Greenville  27834 
James  W.  Osberg,  M.D.92  (P)  919-733-4660 
8804  Katharina  Crt.,  Raleigh  27612 
William  J.  Reid,  M.D.41  (FP)  919-378-0981 
1302  Summit  Ave.,  Greensboro  27405 
Christian  F.  Siewers,  M.D.26  (ORS)  919-323-6770 
Southeastern  Reg.  Rehab.  Ctr.,  Box  2000,  Fayetteville 28302 
J.  David  Stratton,  M.D.60  (OPH)  704-364-8576 
3535  Randolph  Rd.,  R-202,  Charlotte  28211 
Rex  R.  Taggart,  M.D.60  (FP)  704-554-8373 
4900  Torrey  Pines  Crt.,  Charlotte  28211 
Charles  R.  Vernon,  M.D.65  (P)  919-256-4106 
7230  Wrightsville  Ave.,  Wilmington  28403 
Robert  E.  Williford,  M.D.76  (FP)  919-625-4000 
208  Foust  Ave.,  Asheboro  27203 


36.  Medical  Society  Consultant  on  Podiatry  (1) 

Robert  B.  Nelson,  M.D.92  (ORS)  919-781-5600 
P.O.  Box  10707,  Raleigh  27605 


July  1980,  NCMJ 


489 


37.  Committee  on  Professional  Insurance  1-3  (20) 

Julius  A.  Green,  Jr.,  M.D.92  (R)  Chairman  919-787-8221 
P.O.  Box  19366.  Raleigh  27609 
Richard  H.  Ames,  M.D.41  (NS)  919-373-0762 
1018  Professional  Bldg.,  Greensboro  27401 
H.  Robert  Brashear,  Jr.,  M.D.32  (ORS)  919-966-2030 
N.C.  Mem.  Hospital,  Chapel  Hill  27514 
Thomas  B.  Dameron,  Jr.,  M.D.92  (ORS)  919-781-5600 
P.O.  Box  10707,  Raleigh  27605 
Courtland  H.  Davis,  Jr.,  M.D.34  (NS)  919-727-4083 
Bowman  Gray,  Winston-Salem  27103 
William  W.  Farley,  M.D.92  (PD)  919-782-8326 
3821  Merton  Dr.,  Raleigh  27609 
Orion  T.  Finklea,  M.D.60  (U)  704-372-5180 
133.3  Romany  Rd..  Charlotte  28204 
Charles  L.  Garrett.  Jr.,  M.D.67  (PTH)  919-353-7803 
P.O.  Box  1358,  Jacksonville  28540 
W.  Blake  Garside,  M.D.92  (PS)  919-872-2616 
1 1 12  Dresser  Crt.,  Raleigh  27609 
Lewis  J.  Gaskin,  M.D.92  (AN)  919-833-1671 
Rex  Hospital,  Dept,  of  Anes.,  Raleigh  27603 
Charles  M.  Hassell,  Jr.,  M.D.41  (PTH)  919-379-4074 
1200  N.  Elm  St.,  Greensboro  27420 
David  H.  Jones.  M.D.92  (OPH)  919-787-2758 
3900  Browning  PI.,  Raleigh  27609 
T.  Russell  Kitchens,  M.D.41  (PS)  919-373-0566 
411-H  Parkway  St.,  Greensboro  27401 
William  B.  McCutcheon,  Jr.,  M.D.32  (TS)  919-383-5531 
1830  Hillandale  Rd.,  Durham  27705 
Willis  E.  Mease,  M.D.67  (FP)  919-324-3105 
P.O.  Box  97,  Richlands  28574 
Kenneth  A.  Podger,  M.D.32  (GYN)  919-383-5531 
1830  Hillandale  Rd.,  Durham  27705 
Frank  Sabiston,  Jr.,  M.D.54  (GS)  919-527-8031 
P.O.  Box  1316,  Kinston  28501 
William  J.  Senter,  M.D.92  (IM)  919-832-5125 
704  W.  Jones  St.,  Raleigh  27603 
Robert  T.  Stone,  M.D.98  (OTO)  919-291-7001 
1704  S.  Tarboro  St.,  Wilson  27893 
Robert  J.  Sullivan,  Jr.,  M.D.32  (IM)  919-684-5314 
306  Highview  Dr.,  Chapel  Hill  27514 

38.  Committee  on  Rehabilitation  Medicine  IV-5  (14) 

Robert  E.  Miller,  M.D.60  (ORS)  Chairman  704-373-0544 
1822  Brunswick  Ave.,  Charlotte  28207 
Ronald  C.  Demas,  M.D.60  (N)  704-333-6634 
1 100  Blythe  Blvd.,  Charlotte  28203 
Frank  W.  Clippinger,  Jr.,  M.D.32  (ORS)  919-684-4229 
Duke  Med.  Ctr.,  Box  3935,  Durham  27710 
Carl  J.  Hiller,  M.D.25  (ORS)  919-633-3256 
P.O.  Drawer  1694,  New  Bern  28560 
Charles  E.  Llewellyn.  Jr.,  M.D.32  (P)  919-684-3332 
Duke  Med.  Ctr.,  Box  3173,  Durham  27710 
Edwin  H.  Martinat,  M.D.34  (ORS)  919-768-2200 
3333  Silas  Creek  Parkway.  Winston-Salem  27103 
Charles  T.  McCullough,  Jr.,  M.D."  (ORS)  704-254-9504 
Bone  & Joint  Clinic,  Doctor's  Dr.,  Asheville  28801 
Henry  S.  Miller,  Jr.,  M.D.34  (CD)  919-727-4467 
Bowman  Gray,  Winston-Salem  27103 
William  P.  Parker,  Jr.,  M.D.65  (NS)  919-762-1804 
1303  Cypress  Grove  Dr..  Wilmington  28401 
Suzanne  V.  H.  Sauter.  M.D.32  (RHU)  919-966-5164 
109  Mimosa  Dr.,  Rt.  2,  Chapel  Hill  27514 
Christian  F.  Siewers,  M.D.26  (ORS)  919-323-6770 

Southeastern  Reg.  Rehab.  Ctr. , Box  2000,  Fayetteville  28302 
Robert  L.  Timmons,  M.D.74  (NS)  919-752-5156 
125  Moye  Blvd.,  Greenville  27834 


William  C.  Trier,  M.D.32  (PS)  919-966-4446 
UNC,  Div.  of  Plastic  Surg.,  Chapel  Hill  27514 
Donald  D.  Weir,  M.D.74  (IM)  919-757-4345 
Regional  Rehab.  Ctr.,  P.O.  Box  8028,  Greenville  27834 

39.  Retirement  Savings  Plan  Committee  1-4  (7)  (3-yr  term) 

W.  Lester  Brooks,  Jr.,  M.D.6"  (IM)  (1983)  Chairman 
704-333-4175,  1851  E.  Third  St.,  Charlotte  28204 
Thomas  M.  Daniel,  M.D.51  (PD)  (1982)  919-934-7123 
P.O.  Box  568,  Smithfield  27577 
William  F.  Hollister,  M.D.63  (GS)  ( 1981 ) 919-295-1 141 
P.O.  Box  2000,  Pinehurst  28374 
George  W.  James,  M.D.34  (DM1983)  919-722-6155 
205  S.  Hawthorne  Rd.,  Winston-Salem  27103 
Henry  D.  Jordan,  M.D.65  (PTH)  (1981)  919-343-7074 
2131  S.  17th  St.,  Wilmington  28403 
Carl  S.  Phipps,  M.D.34  (END)  (1982)  919-765-1640 
2933  Maplewood  Ave.,  Winston-Salem  27103 
Joseph  B.  Stevens,  M.D.41  (IM)  (1981)  919-274-1234 
1017  Professional  Village,  Greensboro  27401 

40.  Committee  on  Social  Services  Programs  (Including  Medicaid) 

IV-6  (9)  (3  Consultants) 

Jack  C.  Evans,  M.D.29  (PD)  Chairman  704-246-4333 
244  Fairview  Dr.,  Lexington  27292 
Suzanne  Fletcher,  M.D.32  (IM)  919-966-2276 

Head,  Div.  of  General  Med.,  N.C.  Mem.  Hosp.,  Box  105, 
Chapel  Hill  27514 

Richard  W.  Furman,  M.D.95  (TS)  704-264-2340 
State  Farm  Road,  Boone  28607 
Charles  R.  Martin,  M.D.67  (PD)  919-353-0581 
120  Memorial  Dr.,  Jacksonville  28540 
Campbell  W.  McMillan,  M.D.32  (PHO)  919-966-4131 
N.C.  Mem.  Hospital,  Chapel  Hill  27514 
James  S.  Mitchener,  Jr.,  M.D.83  (GS)  919-276-3541 
P.O.  Box  1808.  Laurinburg  28352 
Emery  L.  Rann,  M.D.60  (FP)  704-333-0721 
1001  Beatties  Ford  Rd.,  Charlotte  28216 
Samuel  E.  Scott,  M.D.1  (FP)  919-421-3221 
Rt.  2,  Burlington  27215 
Nelson  B.  Watts,  M.D."  (END)  704-254-0771 
93  Victoria  Rd.,  Asheville  28801 

Consultants: 

Ronald  H.  Levine,  M.D.92  (PH)  919-733-2393 

Div.  of  Health  Services,  P.O.  Box  2091,  Raleigh  27602 
Barbara  Matula,  Director  919-733-2060 
Div.  of  Medical  Assistance,  336  Fayetteville  St.  Mall, 
Raleigh  27602 

Emmett  Sellers,  Deputy  Director  919-733-3055 
Div.  of  Social  Services,  325  N.  Salisbury  St.,  Raleigh  2761 1 

41.  Committee  on  Traffic  Safety  II-8  (8)  (4  Consultants) 

Joseph  D.  Russell,  M.D.98  ( IM)  Chairman  919-291-1300 
Carolina  Clinic,  Inc.,  Wilson  27893 
Gerald  L.  Ellison,  M.D.26  (DR)  919-323-6186 
495  Rayconda,  Fayetteville  28304 
George  Johnson,  Jr.,  M.D.32  (GS)  919-966-3391 
N.C.  Mem.  Hospital,  Chapel  Hill  27514 
Joe  M.  McWhorter.  M.D.34  (NS)  919-727-4081 
2853  Fairmont  Rd.,  Winston-Salem  27106 
David  S.  Nelson,  M.D.34  (EM)  919-765-3950 
248  Flintshire  Rd.,  Winston-Salem  27104 
Fred  G.  Patterson,  M.D.32  (FP)  919-942-4568 
1001  S.  Hamilton  Rd.,  Chapel  Hill  27514 
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John  O.  Reynolds,  Jr.,  M.D.80  (OPH)  704-637-0158 
310  N.  Main  St.,  Salisbury  28144 
Kelley  Wallace,  Jr.,  M.D.74  (PS)  919-752-1406 
1705  W.  Sixth  St.,  Greenville  27834 

Consultants: 

Judge  Hamilton  H.  Hobgood  919-496-3891 
205  John  St.,  Louisburg  27549 
Mr.  Grover  McKay,  919-733-3493 
Medical  Evaluation  Coordinator 

Div.  of  Motor  Vehicles,  1 100  New  Bern  Ave.,  Raleigh  2761 1 
Myron  Wolbarsht,  Ph.D.  919-684-2032 
Duke  Eye  Clinic,  Durham  27710 
Mr.  Douglas  Wooten,  Head  919-832-7251 
Highway  Safety  Branch,  Epidemiology  Section, 

Div.  of  Health  Services,  P.O.  Box  2091,  Raleigh  27602 

42.  Representative  on  Governor’s  Coordinating  Council  on  Aging  ( 1 ) 

Joseph  J.  Combs,  M.D.92  (IM)  ( 1981 ) 919-787-9032 
2125  White  Oak  Rd.,  Raleigh  27608 

43.  ad  hoc  Committee  to  Study  and  Keep  Abreast  of  Proposed 

Changes  in  the  Makeup  of  the  Board  of  Medical  Examiners 
of  the  State  of  North  Carolina  V-8  (3) 

Charles  W.  Styron,  M.D.92  (IM)  Chairman  919-828-7773 
615  St.  Mary's  St.,  Raleigh  27605 
Louis  T.  Kermon,  M.D.92  (IM)  919-782-2333 
Glenwood  Prof.  Village,  Bldg.  A,  Raleigh  27608 
A.  Hewitt  Rose,  Jr.,  M.D.92  (GS)  919-787-8393 
3801  Computer  Dr.,  Raleigh  27609 

44.  ad  hoc  Committee  to  Investigate  Various  Insurance  Plans  1-5  (3) 

Jesse  Caldwell,  Jr.,  M.D.36  (GYN)  Chairman  704-865-0968 
1307  Park  Lane,  Gastonia  28052 


Timothy  E.  Cloninger,  M.D.60  (TR)  704-373-2272 
P.O.  Box  2554,  Charlotte  28234 
T.  Reginald  Harris,  M.D.23  (PUD)  704-482-1482 
808  Schenck  St.,  Shelby  28150 

45.  Jail  Project  Advisory  Committee  VI-8  (4) 

Philip  G.  Nelson,  M.D.74  (P)  Chairman  919-758-3145 
Medical  Pavilion,  Ste.  9,  Greenville  27834 
George  C.  Debnam,  M.D.92  (GP)  919-832-1667 
524  S.  Blount  St.,  Raleigh  27601 
R.  Page  Hudson,  Jr.,  M.D.32  (FOP)  919-966-2253 
Chief  Med.  Examiner’s  Office,  P.O.  Box  2488, 
Chapel  Hill  27514 

Rose  Pully,  M.D.54  (FP)  919-523-2569 
318  College  St.,  Kinston  28501 

46.  ad  hoc  Committee  on  Nursing  II-9  (9) 

C.  Glenn  Pickard,  Jr.,  M.D.32  (IM)  Chairman 
919-966-5650,  N.C.  Mem.  Hosp.,  Chapel  Hill  27514 
Don  C.  Chaplin,  M.D.1  (IM)  919-227-3621 
Kemodle  Clinic,  Burlington  27215 
E.  Harvey  Estes,  Jr.,  M.D.32  (CD)  919-684-5314 
Duke  Med.  Ctr.,  Box  2914,  Durham  27710 
Daniel  Gottovi,  M.D.65  (PUD)  919-763-8251 
1202  Medical  Ctr.  Dr.,  Wilmington  28401 
Louis  T.  Kermon,  M.D.92  (IM)  919-782-2333 
Glenwood  Prof.  Vil. , Bldg.  A,  Raleigh  27608 
Eugene  S.  Mayer,  M.D.32  (GPM)  919-966-2461 
250  S.  Estes  Dr.,  Ste.  35,  Chapel  Hill  27514 
Joyce  H.  Reynolds,  M.D.34  (EM)  919-768-2200 
9550  Freeman  Rd.,  Kernersville  27284 
Eldora  H.  Terrell,  M.D.41  (IM)  919-889-1496 
624  Quaker  Lane,  High  Point  27262 
Thad  B.  Wester,  M.D.78  (PD)  919-739-3318 
103  W.  27th  St.,  Lumberton  28358 


JOINT  PRACTICE  COMMITTEE 
OF  THE 

NORTH  CAROLINA  MEDICAL  SOCIETY 
AND  THE 

NORTH  CAROLINA  NURSES’  ASSOCIATION 
(3-yr  term) 


C.  Glenn  Pickard,  Jr.,  M.D.  (IM)  (1982)  Chairman 
N.C.  Mem.  Hospital,  Chapel  Hill  27514 
(919-966-5650) 

Allene  Cooley,  RN  (1981)  Vice-Chairman 
2501  Greenbrier  Rd.,  Winston-Salem  27104 
(919-725-3748) 

Don  C.  Chaplin,  M.D.  (IM)  (1981) 

Kemodle  Clinic,  Burlington  27215 
(919-227-3621) 

E.  Harvey  Estes,  Jr.,  M.D.  (CD)  (1981) 

Duke  Med.  Ctr.,  Box  2914,  Durham  27710 
(919-684-5314) 

Daniel  Gottovi,  M.D.  (PUD)  (1981) 

1202  Medical  Ctr.  Dr.,  Wilmington  28401 
(919-763-8251) 

Louis  T.  Kermon,  M.D.  (IM)  (1982) 

Glenwood  Prof.  Vil.,  Bldg.  A,  Raleigh  27608 
(919-782-2333) 

Eugene  S.  Mayer,  M.D.  (GPM)  (1983) 

250  S.  Estes  Dr.,  Ste.  35,  Chapel  Hill  27514 
(919-966-2461) 


Joyce  H.  Reynolds,  M.D.  (EM)  (1982) 

9550  Freeman  Rd.,  Kernersville  27284 
(919-768-2200) 

Eldora  H.  Terrell,  M.D.  (IM)  (1983) 

624  Quaker  Lane,  High  Point  27262 
(919-889-1496) 

Thad  B.  Wester,  M.D.  (PD)  (1983) 

103  W.  27th  St.,  Lumberton  28358 
(919-739-3318) 

Wanda  Boyette,  RN  (1981) 

Asst.  Adm. /Nursing,  Sampson  Co.  Mem.  Hosp 

Clinton  28328 

(919-592-8511) 

Janet  Campbell,  RN,  Ph.D.  (1981) 

Rt.  8,  Box  206,  Raleigh  27612 
(919-787-9300) 

Eloise  Lewis,  RN,  Ed.D.  (1982) 

Dean,  School  of  Nursing, 

UNC-Greensboro,  Greensboro  27412 
(919-379-5177) 
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Lois  B.  MacDonald,  RN  (1980) 

2904  Claremont  Rd.,  Raleigh  27608 
(919-828-4366) 

Jeanne  M.  McNally,  RN,  Ph.D.  (1982) 

Associate  Vice-President,  Academic  Affairs, 

UNC,  General  Adm..  P.O.  Box  2688,  Chapel  Hill  27514 
(919-933-6981) 

Margaret  Miller,  RN  (1980) 

Rt.  1,  Box  339,  Aberdeen  28315 
(919-944-7075) 

Hettie  Nagel,  RN  (1981) 

MAHEC,  501  Biltmore  Ave.,  Asheville  28801 
(704-258-0881) 

Linda  Strother,  RN  (1980) 

3401  Kilburn  Rd..  Raleigh  27604 
(919-755-6107) 


EX  OFFICIO: 

Frank  Sohmer,  M.D.,  President 
North  Carolina  Medical  Society 
2240  Cloverdale  Ave.,  Ste.  88.  Winston-Salem  27103 
(919-725-8326) 

Ernestine  Small,  RN,  President 
North  Carolina  Nurses’  Association 
P.O.  Box  20106,  Greensboro  27420 
(919-379-5010) 

STAFF: 

Ken  L.  Stanford,  Executive  Asst.,  Health  Planning 
North  Carolina  Medical  Society 
P.O.  Box  27167,  Raleigh  27611 
(919-833-3836) 

Joan  M.  Reid,  RN,  Assoc.  Exec.  Director 
North  Carolina  Nurses’  Association 
P.O.  Box  12025,  Raleigh  2 
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Classified  Ads 


INTERNIST/CARDIOLOGIST,  ABIM,  Would  like  to  relocate.  Can 
do  all  non-work  and  temporary  pacemaker  insertion  and  swan  ganz 
catherization.  Can  organize  noninvasive  lab  and  CCU.  Willing  to 
do  some  Internal  Medicine  too,  if  needed.  Available  immediately. 
Contact:  H.  Keshava  Aithal,  M.D.,  718  Circle  Drive,  Sidney,  N.Y. 
13838. 

PHYSICIAN  — Pulmonary  Disease  and  TB  Hospital.  Some  ex- 
perience in  pulmonary  medicine  preferred  but  not  necessary.  Good 
salary,  pleasant  working  conditions,  40-hour  work  week.  Near 
resort  area.  Contact  Dr.  H.  D.  Ireland,  Medical  Director,  McCain 
Hospital,  McCain,  NC  28361,  or  call  collect  (919)  944-2351. 

EMERGENCY  PHYSICIANS  — Locum  Tenens  positions  available 
immediately  and  throughout  the  year  in  coastal,  Triangle,  and 
mountain  locations  of  North  Carolina.  Wide  range  of  patient  vol- 
ume. Malpractice  provided.  Contact:  Coastal  Emergency  Physi- 
cians, P.O.  Box  8703,  Durham,  N.C.  27707,  (919)  489-6521,  in 
North  Carolina  (800)  672-1665. 

EMERGENCY  PHYSICIANS  — Full  Time  — Directorships  avail- 
able. Immediate  openings  in  coastal,  Triangle,  and  mountain  loca- 
tions in  North  Carolina.  Malpractice  provided,  excellent  benefits. 
All  inquiries  confidential.  Grow  with  an  expanding  group.  Contact: 
Coastal  Emergency  Physicians,  P.O.  Box  8703,  Durham,  N.C. 
27707,  (919)  489-6521,  in  North  Carolina  (800)  672-1665. 


THE  NORTH  CAROLINA  ACADEMY  of  Physician’s  Assistants  has 
established  an  Employment  Committee.  The  purpose  of  this  com- 
mittee is  to  assist  physicians  who  are  interested  in  hiring  physician's 
assistants,  as  well  as  to  assist  the  P.  A.  in  their  search  for  satisfac- 
tory employment.  Any  physician  or  group  of  physicians  may  utilize 
the  services  of  this  committee  by  contacting  Ed  Manning,  P.A., 
Chairman,  Employment  Committee,  P.O.  Box  86,  Broughton 
Hospital,  Morganton,  N.C.  28655.  Home  telephone:  (704)433-4914 
(after  5:00  p.m.);  work  telephone  (704)  433-2514  (8:00  a. m. -5:00 
p.m.) 

NORTH  CAROLINA  — Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
beaches.  Starting  from  $55,000  to  $60,000  guaranteed.  Unlimited 
growth  — excellent  benefit  package.  Call  or  write  about  this  ex- 
cellent opportunity:  Community  Physicians,  Inc.  113  Landmark 
Square,  Virginia  Beach,  Virginia  23452  (804)  486-0844. 

VIRGINIA  — Unique  opportunity.  Emergency  Medicine.  Modern 
service.  Immediate  or  delayed  openings  for  career-oriented  physi- 
cians, unlimited  potential.  Guaranteed  income  of  $55,000  to 
$60,000  plus  excellent  benefits.  For  additional  information  contact: 
Community  Physicians,  Inc.,  113  Landmark  Square,  Virginia 
Beach,  Virginia  23452  (804)  486-0844. 
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Winchester  Surgical  Supply  Company 

200  South  Torrence- St.  Charlotte,  N.C.  28204 
Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROUNA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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IN  THIS  ISSUE: 

NINTH  ANNUAL  SPORTS  MEDICINE  SYMPOSIUM:  Playing  Surfaces,  George  D.  Rovere,  M.D.;  History  and  Physical  Examination, 
George  D.  Rovere,  M.D.;  Evaluation  of  Head  and  Neck  Trauma,  J.  M.  McWhorter,  M.D.;  Evaluation  of  the  Upper  Extremity,  Basil  M. 
Boyd,  Jr.,  M.D.;  Early  Evaluation  of  Lower  Extremity  Trauma,  Frank  H.  Bassett,  III,  M.D.;  Chest  and  Abdominal  Trauma,  J.  Michael 
Sterchi,  M.D.;  The  Medical  Responsibilities  of  the  Athletic  Trainer,  Al  Proctor,  Ph  D ; Orthopaedic  Considerations  Before  an  Injured 
Athlete  Can  Return  to  Competition,  Frank  W.  Clippinger,  Jr.,  M.D.;  Round  Table  Discussion,  George  D.  Rovere,  M.D.,  Michael  R. 
Lawless,  M.D.,  Joseph  L.  DeWalt,  M.D.,  J.  M.  McWhoter,  M.D.,  Basil  M.  Boyd,  Jr.,  M.D.,  Frank  H.  Bassett,  III,  M.D.,  J.  Michael  Sterchi, 
M.D.,  Al  Proctor,  Ph  D.,  and  Frank  W.  Clippinger,  Jr.,  M.D. 
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1980  Committee  Conclave 
Sept.  24-28 — Southern  Pines 


1981  Annual  Sessions 
May  7-10 


Aspects  of  management 


Monitoring  patient 

reSpOnSe  to\^jllUITl  (diazepam/Roche) 


Assessing  initial  response  to  therapy 


During  the  first  follow-up  visit  after  initiating 
therapy,  both  physician  and  patient  should  de- 
termine if  Valium  (diazepam/Roche)  is  having 
the  desired  effect.  Most  patients  will  prompt- 
ly report  a feeling  of  relaxation  and  relief  of 
-linked  symptoms  such  as  insom- 
, headaches,  palpitations  and 
hyperventilation. You  will  probably 
observe  that  the  patient  is  calmer 
and  more  relaxed.  If,  however, 
patient  response  does  not  meas- 
ure up  to  expectations,  a reeval  - 
nation  of  the  patient’s  profile 
with  modification  of  the  dosage 
regimen  should  be  considered. 

Making  dosage  adjustments 

With  any  psychoactive  medication  it  is 
good  medical  practice  to  initiate  therapy  at 
base  dosage  levels  and  titrate  to  the  patient’s 
needs.  With  Valium,  experience  has  shown 
that  5 mg  t.i.d.  is  usually  sufficient  although 
some  patients  with  severe  or  persistent  anxiety 
may  require  higher  dosages  initially.  In  geriat- 
ric or  debilitated  patients,  the  recommended 
dosage  is  2 to  2'/2  mg  once  or  twice  daily. 

When  anxiety  fluctuates,  as  is  common  with  most  patients,  the  dosage  may 
be  adjusted  as  needed  during  the  course  of  therapy;  three  strengths  in  scored 
tablets  give  you  unmatched  flexibility  and  simplicity  in  individualizing  dosage. 


START 


ADJUST 


2 mgj  to  ^10  mg 

2x  to  4x 
daily 


anxietj 


Evaluating  progress 
toward  therapeutic  goals 

At  the  beginning  of 
therapy  it  is  now 
common  practice  for 
both  physician  and 
patient  to  establish 
treatment  goals  and  to 
estimate  the  amount  of 
time  needed  to  achieve 
them.  Then  the  patient 
knows  what  to  expect 
and  when  to  expect  it. 
Some  physicians  find  that  compiling  a checklist  of  present- 
ing symptoms  and  complaints  is  useful  for  assessing  the 
patient’s  response  from  visit  to  visit.  In  this  way,  progress 
toward  attainment  of  the  therapeutic  goal  is  reviewed  at  reg- 
ular intervals.  As  patients  feel  their  symptoms  abate  and 
begin  to  develop  insight  into  the  sources  of  their  anxiety  and 
psychic  tension,  the  checklist  can  be  expected  to  dwindle. 
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Discontinuing  pharmacologic 

intervention  When  you  decide  to  discontinue 

therapy,  tapering  dosage 
is  good  medical  practice 
Although  rarely  nec- 
essary after  short-term 
treatment  with  Valium, 
gradual  dosage  reductiol 
is  advisable  for  patients 
who  have  been  on  ex- 
tended therapy.  This  grac 
ual  discontinuance 
should  preclude  either 
recurrence  of  pretreatment  symptoms  or  development  of  un- 
toward side  effects.  Symptoms  of  withdrawal  have  almost  al- 
ways been  associated  with  abrupt  discontinuance  of  therapy  a: 
higher  dosages  taken  continuously  over  long  periods  of  time. 


'W'  • 2-mg,  5-mg,  10-mg  scored  tablets 

Valium® 


See  the  following  page  for  a summary 
of  product  information. 


diazepam/Roche 

An  Important  Adjunct  to  Your  Treatment 
Program  for  Excessive  Anxiety 


VallUm  (diazepam/Roche)  @ 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  associated 
with  anxiety  disorders,  transient  situational  dis- 
turbances and  functional  or  organic  disorders: 
psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive 
symptoms  or  agitation:  symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology;  spasticity 
caused  by  upper  motor  neuron  disorders;  athe- 
tosis; stiff-man  syndrome;  convulsive  disorders 
(not  for  sole  therapy). 

the  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies.  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient. 

Contraindicated:  Known  hypersensitivity  to 
the  drug.  Children  under  6 months  of  age. 

Acute  narrow  angle  glaucoma;  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness.  When  used 
adjunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  similar  to  those  with  barbi- 
turates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  re- 
ported following  abrupt  discontinuation  of 
benzodiazepines  after  continuous  use.  generally 
at  higher  therapeutic  levels,  for  at  least  several 
months  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence 
Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines.  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Para- 
doxical reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these 
occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts 
and  liver  function  tests  advisable  during  long- 
term therapy 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults:  Tension,  anxiety  and  psycho- 
neurotic states,  2 to  10  mg  bid  to  q.i.d.; 
alcoholism,  10  mg  t.i.d.  or  q i d in  first  24  hours, 
then  5 mg  t.i.d  or  q.i.d  as  needed;  adjunctively 
in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d.  or 
q.i.d  ; adjunctively  in  convulsive  disorders,  2 to 
10  mg  bid  to  q.i.d.  Geriatric  or  debilitated 
patients  2 to  2 VS  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children : 1 to  2 VS  mg  t.i  d or  q.i.d 
initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6 months). 

Supplied:  Valium®  Tablets,  2 mg,  5 mg  and 
10  mg — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available 
in  trays  of  10. 
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Division  of  Hoffmann-La  Roche  Inc. 
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Pinehurst  Hotel 
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Continuing  Medical 
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September  24-28,  1980' 

Mid  Pines  Club 
Southern  Pines,  NX. 


LEADERSHIP  CONFERENCE 
February  6-7,  1981 

Raleigh,  NX. 


PRACTICE  MANAGEMENT  PRIMER 
HOW  TO  GET  YOUR  DAY  IN  COURT 

DO  accept  patients  that  are  critical  of  your  peers  and  have  “doctor  shopped”  all  over  town. 

DON’T  participate  in  CME  as  this  may  reduce  future  allegations  of  misdiagnosis,  inappro- 
priate drug  regime,  outdated  information  and  surgical  procedures. 

DO  be  critical  of  another  doctor  or  his  management.  That  you  were  not  “there”  and  have 
incomplete  information  is  unimportant. 

DON’T  involve  the  patient.  Remain  aloof  and  adopt  the  master  and  servant  atmosphere. 
Then  when  a possible  complication  or  bad  result  occurs,  it’s  all  your  fault. 

DO  obliterate  or  cunningly  change  record  errors  rather  than  circle  the  erroneous  entry  and 
correct  it  in  the  margin,  dated  and  initialed. 

DON’T  keep  detailed,  neat  and  orderly  records  as  this  will  indicate  your  carelessness  and 
disorganization.  Also,  don’t  record  broken  appointments  or  the  patient’s  failure  to  follow 
your  instructions. 

DO  all  you  can  to  avoid  patient  and  family  when  there  is  an  untoward  event.  An  attitude  of 
genuine  concern  with  appropriate  explanations  will  only  renew  their  confidence  and  lead 
them  to  believe  you  are  aggressively  managing  the  situation. 

DON’T  seek  a consultation  when  appropriate.  This  could  benefit  the  patient  or  support 
your  position. 

DO  persist  with  high  pressure  billing  practices  that  could  inflame  a patient,  for  without  first 
reviewing  the  chart  or  making  a sincere  effort  to  determine  the  reason  forthe  delinquency, 
there  may  be  a genuine  issue. 

DON’T  be  cognizant  of  your  office  staff.  Their  unconcerned  curtness,  inappropriate  ap- 
pointment scheduling  and  lack  of  empathy  can  cause  a patient  to  seek  redress  — against 
you. 

Adhering  to  the  above  may  enable  you  to: 

Be  served  with  a Summons  and  Complaint. 

Have  your  name  brought  to  the  attention  of  the  news  media. 

Take  time  off  from  your  practice. 

Spend  some  sleepless  nights. 

Meet  new  friends  (lawyers,  court  reporters,  peer  experts,  etc.). 

Pay  higher  insurance  rates. 
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For  the  high-dosage 
aspirin  needs 
of  arthritis 
patients... 

introducing 

Neolin 


Each  tablet  contains  5 gr.  (324  mg.)  aspirin 

with  225  mg.  magnesium  carbonate  and  200  mg.  calcium  carbonate 


® 


bristol-myersWprofessional  products 

Bristol-Myers  Products,  a Division  of  Bristol-Myers  Company, New  York,  N.Y.  10154 


ffective  anti-arthritic  activity 
/ith  fewer  G.l.  side-effects 
nan  with  plain  aspirin 

70.8%  to  87.5%  less  gastric  intolerance 
than  with  plain  aspirin1 

73%  less  G.L  blood  loss  than  with  plain  aspirin2 

More  rapid  absorption  than  plain  aspirin 
resulting  in  less  aspirin  contact  time 
with  gastric  mucosa3  4 

Significantly  greater  acid-neutralizing 
apacity  in  vitro  than  other 
offered  aspirin  products5 

48.2%  greater  than  Ascriptin®  A/D 
3 times  greater  than  Ascriptin® 

1.  Four  Gastric  Tolerance  Studies:  crossover  design;  34,  50,  50,  50  subjects;  dosage-2  five-grain  tablets  q.i.d.  over  14  days  for  each  drug.  Some  subjects  participated  in  more  than  one  trial. 

I 2.  G.l.  Blood  Loss  Study:  crossover  design;  15  subjects;  dosage-2  five-grain  tablets  q.i.d.  over  7 days  for  each  drug.  Leonards,  J.R.  and  Levy,  G.:  Effect  of  pharmaceutical  formulation  on  gastrointestinal 
bleeding  from  aspirin  tablets.  Arch.  Intern.  Med  129:  457,  1972.  (Neolin  is  designated  as  Product  A in  this  study). 

3.  Leonards,  J.R.  and  Levy,  G Biopharmaceutical  aspects  of  aspirin  induced  gastrointestinal  blood  loss  in  man.  J.  Pharm.  Sci  58:1277,  1969 

4.  Salicylate  Blood  Level  Study:  crossover  design;  9 subjects.  Leonards,  J R.  and  Levy,  G.:  Effect  of  pharmaceutical  formulation  on  gastrointestinal  bleeding  from  aspirin  tablets, 

Arch.  Intern  Med.  129:457,  1972. 

5.  Bristol-Myers  test  method  designed  to  evaluate  the  acid-neutralizing  capacity  of  buffered  aspirin  preparations:  2 five-grain  Neolin  tablets;  2 Ascriptin  tablets;  2 Ascriptin  A/0  tablets. 

Each  product  stirred  for  15  minutes  in  50  cc.  of  0.1  N HCI,  at  25  °C.  and  back  titrated  with  NaOH  to  pH  2.8 
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HE  RECOGNIZED  STANDARD  FOR  ARTHRITIS  THERAPY 
NEW  STANDARD  FOR  G.l.  TOLERANCE 
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/e,  at  CRUMPTON  COMPANY,  specialize  in  the  professional  Disability  field  and  pay  all  claims  personally  (Last 
^ar  alone,  over  one  million  dollars  to  disabled  physicians  in  North  Carolina).  The  record  is  well  known.  Let  us  know 
dw  we  may  assist  you  by  calling  or  writing  to  us  for  information. 


J.  L.  &?  J.  SLADE  CRUMPTON 

INCORPORATED 

PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 


Academy  Center  • 3001  Academy  Road  • P.O.  Box  8500  • Durham,  N.C.  27707  • (919)  493-2441 
APPROVED  INSURERS  TO:  N.C.  Medical  • N.C.  Dental  • N.C.  Bar  Groups  • N.C.  Engineers  • N.C.  AIA  • N.C.  CPA's 


Where's  the  Money? 


Your  billings  say  you've  made  it, 
but  your  checkbook  doesn't  show  it. 

Where's  the  money? 

Because  doctors  are  often  among  the  last 
to  be  paid,  you're  tax  rich  but  cash  poor. 
That's  where  MFS  can  help  you.  Our 
Instant  Reimbursement  Plan  provides  you 
with  instant  payment  for  all  services* 
rendered  without  any  departure  from  your 
current  office  procedures. 


In  today's  economy,  what's  the 

cost  to  you  of  not  having  your  money 

immediately? 

We  know  that  doctors  need  cash  for 
practice  expansion,  investments  and  many 
other  important  purposes.  Call  us  for  more 
information.  We  can  help  you  with  your 
specific  needs. 

‘excluding  Medicaid  and  assigned  Medicare. 


Medical  Funding  Services,  Inc. 

Exclusively  serving  the  financial  needs  of  physicians,  dentists,  allied  professionals. 


MEDICAL 

FINANCING 


404-952-4591 

SUITE  B-106,  3260  POWERS  FERRY  RD. 
MARIETTA,  GA.  30067 


CH  Accounts  Receivable  Financing  (will  take  all  receivables,  open  and  insured 
□ Signature  loans:  $5,000  to  $50,000  (72  months). 

[ ] Equipment  Leasing  with  graduated  payments  IB 

J Sale  Leaseback  (includes  equipment  and  real  estate) 


PRESIDENT'S  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


NO.  3 


AUGUST  1980 


Greetings : 

Coverage  of  the  AMA  House  of  Delegates  meeting  just  concluded  in  late  July  in 
Chicago  will  be  reported  in  the  AMA  News  August  1st  and  8th  issues.  The  revised 
Principles  of  Medical  Ethics  will  be  included  in  the  AMA  News . A copy  is  also 
being  enclosed  with  this  Newsletter  for  your  information.  Two  Hundred  and  forty 
nine  items  of  business  were  considered  in  the  very  busy  five  day  session.  It  is 
a pleasure  to  report  on  two  of  our  own  and  extend  congratulations:  Dr.  John 

Glasson  of  Durham  was  elected  Chairman  of  the  Council  on  Medical  Service;  Dr.  Eben 
Alexander  was  re-elected  to  the  Council  on  Medical  Education. 

The  Council  on  Medical  Service  provided  a most  excellent  180  page  of  evaluation 
of  HMO's  and  IPA's.  A 10  page  summary  with  six  recommendations  was  adopted  by  the 
House.  If  any  of  you  desire  a copy  of  either  the  180  page  report  or  the  10  page 
summary,  Mr.  Hilliard  will  make  arrangements  for  you  to  obtain  this.  The  AMA 
will  continue  its  policy  of  neutrality  and  fair  market  competition  among  all  sys- 
tems of  health  care  delivery.  This  allows  patients  and  physicians  freedom  of 
choice.  This  is  the  position  of  the  North  Carolina  Medical  Society.  Opposition 
to  the  preferential  subsidies  to  any  one  form  of  health  care  delivery  was  reaffirmed. 
The  federal  government  was  urged  to  stop  HMO  subsidies.  In  addition,  objection 
to  tax  monies  utilized  for  HMO  advertising  was  raised. 

A "register  and  get  out  the  vote  campaign"  for  the  November  4th  elections  was 
launched.  This  is  titled  "I'LL  BE  THERE".  As  noted  to  you  last  month,  NOW  is  the 
time  to  register,  meet  the  candidates,  give  of  your  time  and  money  locally,  in 
the  state  and  nationally.  You  can  only  be  effective  if  you  participate!  PLEASE  DO!! 

The  ad  hoc  Committee  for  Overview  and  Liaison  with  the  Department  of  Human  Resources 
under  the  chairmanship  of  Dr.  Julian  Keith  has  begun  to  meet.  In  this  vein,  I 
would  urge  all  of  you  to  make  contact  with  your  local  health  department.  Find  out 
about  their  activities  and  what  they  are  doing.  Call  your  friend  on  the  local 
board  and  offer  your  assistance.  Attend  the  Board  of  Health's  meetings.  Certainly 
the  Medical  Society  should  have  representatives  there  other  than  their  chosen  or 
elected  representatives.  These  are  public  meetings  and  are  open  meetings.  I 
would  hope  that  every  county  medical  society  would  officially  invite  their  local 
health  director  to  their  medical  society  meetings.  This  would  improve  communica- 
tions and  allow  you  the  opportunity  to  find  out  what  is  happening  and  to  have  input. 

The  Medical  Society  endorses  comprehensive  health  education  in  public  schools  in 
North  Carolina.  I have  met  with  Dr.  Craig  Phillips  of  the  Department  of  Public 
Instruction  to  express  our  concerns  and  our  support  for  this  program.  We  must  con- 
tinue to  promote  improved  programs  of  health  education.  These  were  more  formally 
begun  in  1978  with  the  passage  of  H.B.  540  for  which  our  fine  Auxiliary  deserves 
again  recognition  and  credit.  This  is  a 10  year  plan  for  health  education  coordi- 
nators. There  are  144  school  systems  in  the  state.  There  are  in  place  only  16 
health  education  coordinators.  Additional  funding  for  16  new  coordinators  will 
be  sought  in  the  1981  session  of  the  Legislature.  Please  during  your  contacts 
with  your  legislators  give  your  opinion  to  them  regarding  this  program.  An  impor- 
tant cornerstone  of  the  program  is  the  local  school  health  education  advisory 
committee.  Those  of  you  who  are  interested  and  the  wives  in  the  Auxiliary  should 


contact  the  local  board  of  education.  You  can  help.  I would  encourage  the 
auxiliaries  and  local  county  medical  societies  to  consider  aid  to  their  local 
school  systems  to  instruct  teachers  and  students  now.  The  need  is  now.  Ten 
years  is  too  long  to  wait.  Good  health  habits  are  learned  early.  The  concept  is 
good,  and  we  should  procede  with  this. 

The  uniform  claim  form  has  been  approved  by  HCFA  for  Medicare  beginning  the  first 
of  the  year.  This  will  be  utilizled  by  the  North  Carolina  Medicaid  Program  also. 
This, of  course,  will  also  be  accepted  by  CHAMP US . Mr.  Rose  of  Blue  Cross  and 
Blue  Shield  informs  me  that  they  will  accept  this  claim  form.  I would  hope  that 
other  private  carriers  will  agree  to  this  claim  form  so  that  only  one  form  will  be 
necessary  in  North  Carolina  for  physician  claims.  For  those  of  us  with  in-house 
computers,  this  presents  an  additional  expense.  It  would  be  well  worth  it  if  we 
could  rid  ourselves  of  the  multiple  forms  now  in  use. 

The  1980  North  Carolina  Medical  Society  Committee  Conclave  will  meet  in  Mid  Pines 
September  24-28.  This  is  a most  important  activity  for  medicine  in  North  Carolina 
and  particularly  for  the  Medical  Society.  I hope  that  all  of  the  committee  members 
have  made  plans  to  attend.  I invite  any  other  Society  member  interested  in  a 
particular  committee  or  area  to  please  attend.  Schedules  of  dates  and  times  of  the 
committee  meetings  have  mailed  to  the  committee  members  and  copies  are  available 
through  the  headquarters  office  to  other  interested  Society  members. 

As  we  are  approaching  the  Fall,  I would  hope  that  the  leadership  in  the  county  medi- 
cal societies  and  the  members  of  the  county  medical  societies  will  begin  to  think 
about  how  they  can  become  more  involved  in  their  community.  I think  one  place  that 
we  can  easily  begin  is  in  membership.  I find  in  talking  to  people  who  have  just 
come  into  practice  that  often  they  have  not  been  invited  to  join  either  the  county, 
state,  or  AMA.  I would  encourage  all  of  you  to  become  involved  in  this  activity. 

The  strength  of  organized  medicine  lies  in  this  area.  While  we  may  not  always  agree 
with  every  action  that  a particular  organization  takes,  one  of  the  ways  we  can 
influence  the  direction  of  medicine  is  through  active  membership  and  participation 
in  these  organizations.  I think  that  each  county  medical  society  should  consider 
sponsoring  membership  for  medical  students.  As  you  recognize  now,  we  have  over  1,0C 
in  our  four  medical  schools.  It  would  be  unfair  to  ask  Durham-Orange,  Pitt,  and 
Forsyth  County  Medical  Societies  to  sponsor  membership  for  these  medical  students  wh 
are  in  their  counties.  I do  think  that  the  future  of  the  organizations  and  of  medi- 
cine is  very  dependent  on  active  involvement  of  these  young  people.  Obviously,  we 
should  extend  this  activity  to  the  residents,  and  those  of  you  who  are  working  close 
with  residents  in  training  should  mention  to  them  memberships  and  benefits  in  our 
medical  organizations.  I will  be  writing  to  the  medical  students  and  residents 
shortly  regarding  this. 

Activity  continues  on  the  HMO/IPA  front.  The  Prepaid  Commission  will  be  receiving 
reports  from  the  staff  during  the  early  part  of  September  and  a formal  report  will  \ 
submitted  to  the  Legislature  by  this  Commission  at  the  end  of  September.  PruCare  is 
in  the  process  of  its  feasibility  study  in  Charlotte.  Needless  to  say,  with  this 
activity  there  is  activity  among  the  physician  community.  Blue  Cross  continues  to 
investigate  IPA's.  The  next  meeting  of  the  18  physician  member  advisory  committee 
will  be  September  3rd.  The  time  table  for  Blue  Cross  is  for  the  management  to  make 
a presentation  to  the  Blue  Cross  Board  in  November  with  an  expected  response  from 
the  Board  in  December. 

Hope  you  are  all  having  a fine  summer.  Please  communicate  to  me  concerns  and  direct 
With  kindest  personal  regards,  I am 


Sincerely , 


Frank  SqKm&r,  M.D. 


What  would 
Thomas  Edison’s 
physician  have 
prescribed  for  a 
headache? 

(and  would  insurance 
have  covered  it?) 


In  1879,  Thomas  Edison  had  worked  for 
over  a year  and  conducted  hundreds  of 
experiments  to  find  the  right  substance  to 
use  as  the  heart  for  his  new  idea:  the 
incandescent  electric  light. 

Finally,  Edison  discovered  that  a carbon 
filament  in  a vacuum  produced  a good  deal  of 
light  when  an  electric  current  passed  through 
it.  He  introduced  the  electric  light  bulb  to  the 
world  a short  time  later. 

Inventing  the  light  bulb  was  no  easy  task. 

If  Edison  suffered  headaches  working  on  his 
bright  idea,  he  would  have  had  to  wait 
another  14  years  before  he  could  have  taken 
acetylsalicylic  acid  for  relief. 


With  Mutual  of  Omaha’s  Disability  Income 
Protection,  a disabling  sickness  or  accident 
no  longer  (as  in  Edison’s  day)  means  total 
financial  dependence  on  family  and  friends. 

If  you’re  under  the  age  of  55  and  are  active 
full  time  in  your  practice,  simply  fill  out  the 
coupon  below  and  return  it  today.  A Mutual 
of  Omaha  service  representative  will  provide 
personal,  courteous  service  in  furnishing  full 
details  of  coverage.  Of  course,  there’s 
no  obligation. 

Underwritten  by 

Mutual  |T\ 
e'tJmaha.xL/ 

People  i/mi  con  count  on... 


You  see,  it  wasn’t  until  1893  that 
Hermann  Dreser  introduced  aspirin  to 
medical  science. 

Back  then,  the  expense  for  medication, 
prescribed  or  otherwise,  came  out  of  the 
sufferer’s  pocket.  And  the  only  insurance 
available  — accident  coverage  — did  not 
cover  illness. 

Today,  as  a member  of  the  North  Carolina 
Medical  Society,  you  can  get  protection 
like  Disability  Income  for  younger 
doctors.  It  provides  you  a regular  monthly 
benefit  when  sickness  or  injury  keeps  you 
from  your  practice.  And  you  can  use  your 
benefits  any  way  you  wish  — to  buy 
groceries,  make  house  payments  or  provide 
for  your  children’s  education. 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE;  OMAHA,  NEBRASKA 

________  _________ n 

Mutual  of  Omaha  Insurance  Company 
Dodge  at  33rd  Street 

Omaha,  Nebraska  68131  I 

I 

Please  provide  me  complete  information  j 

on  the  Disability  Income  Protection  Plan 
available  to  members  of  the  North  Carolina  ; 

Medical  Society  who  are  under  age  55. 


1 Name I 

I Address i 

I City  

State  Zip 

_________  J 


Imagine... 

...if  there  weren't  an 
American  Medical  Association 


Who  Would... 

represent  your  interests  and  your  patients  before  Congress, 
the  courts,  regulatory  agencies,  the  media  and  other 
important  public  forums? 

NO  ONE! 

Join  the  AMA  and  make  sure  that  there  is  an  organization  to 
represent  all  physicians. 


For  more  information  or  an  application,  call  or  write  the  AMA  Office  of 
Membership  Development  at  312-751-6410,  535  N.  Dearborn  St.,  Chicago,  IL  60610. 


NOW  MY  BUSINESS 
IS  AS  GOOD  AS  MY  PRACTICE: 


I’m  a physician.  But  I'm  also 
business  man.  That’s  why 
nr  clinic  has  a business 
ianager. 

It  takes  a lot  of  work  to  man- 
ge all  the  business  details  of 
growing  practice  like  ours, 
"hat’s  why  we  have  BASMED. 
cuts  work  and  handles  the 
etails. 

That  makes  everything  a lot 
asier.  Like  insurance  process- 
lg.  With  BASMED  we  do  little 
bore  than  enter  the  name,  date, 
nd  procedure  for  each  patient. 
ASMED  fills  in  the  rest  from 
s vast  electronic  files.  It  prints 
re  forms  for  the  right  insurance 
ompanies,  ready  for  mailing. 
BASMED  makes  short  work 
f administrative  tasks  too  — 

'ike  balancing  daily  receipts 


and  charges.  And  it  generates 
periodic  reports  at  the  touch  of 
a button.  For  example,  if  we 
want  information  on  account 
aging,  total  dollars  and  units 
by  procedure,  charges  by  doc- 
tor, or  insurance  claims  aging, 
BASMED  puts  it  right  in  our 
hands. 

The  result  is  a more  efficient 
office  and  improved  cashflow. 
In  fact,  BASMED  does  its  job 
so  well  that  I hardly  know  it’s 
there. 

But  my  business  manager 
does.  And  my  office  staff  does. 
They're  very  happy  with 
BASMED. 

That  makes  me  happy. 

And  that  means  we  all  do  a 
better  job. 

For  more  information  on 


how  to  give  your  practice  the 
business,  call  TOLL  FREE: 

1-800-334-7010 

In  NC  call  collect: 

919-851-8512 

Medical  Systems  Division 
Business  Application  Systems 

IWSM1.I) 

Tile  Medical 
Business  System 


9 ^ * s»  ^ , 

fTTmnWntmTTmlTT^ml 
business  application  systems,  inc 

7334  chapel  hill  road 
raleigh,n.c.  27607 


REFERRING  YOUR  PATIENTS  TO  DURHAM 
FOR  SPECIAL  TREATMENT? 


We  are  convenient  to  Duke  Medical  Center,  V.A.  Hospital  and  McPherson's  Hospital.  We 
offer  free  transportation  to  the  hospitals  every  hour  between  the  hours  of  8:00  a.m.  and 
6:00  p.m.  Transportation  after  6:00  p.m.  by  special  request  only . Via  our  free  van  service, 
we  are  only  7 to  8 minutes  away  and  your  parking  problems  are  solved. 


We  offer  friendly,  courteous  service  to  all  our  guests.  So  often  the  special  needs  of  patients 
and  their  families  might  be  overlooked.  We  pride  ourselves  on  our  reputation  for  caring 
about  the  individuals  who  make  the  Ramada  Inn  Downtown  their  temporary  home  during 
their  stay  in  Durham. 


159  tastefully  decorated  rooms 

Indoor  heated  pool 

Sauna 

Exercise  room 
Whirlpool 

New  Zenith  Color  T.V.  with  cablevision 

A.M.-F.M.  stereo  radio 

All  rooms  entered  from  inside  corridor 


Lounge 

Full  service  restaurant 
Handicap  rooms 
10%  discount  after  30  days 
Nightly  security 
Washer  and  dryer 
Refrigerators  available 
Efficiencies  available 


We  hope  that  when  making  appointments  for  your  patients  needing  local  accommoda- 
tions, that  you  will  remember  us  at  the  Ramada  Inn  Downtown. 


For  Reservations  Call 

919-683-1531 

RAMADA  INN  DOWNTOWN 

1-40  & Duke  Street 
P.  O.  Box  98 
Durham,  N.C.  27702 


Ninth  Annual  Sports  Medicine  Symposium 

Guidelines  for  Physicians  for  Sports  Participation 

Sponsored  by  the  North  Carolina  Wrightsville  Beach,  N.C. 

Medical  Society  June  29-Juiy  1,  1979 


INTRODUCTION 

The  North  Carolina  Medical 
Journal  is  privileged  to  present  in 
this  issue  selected  topics  from  the 
Ninth  Annual  Sports  Medicine 
Symposium,  sponsored  by  the  state 
society  and  held  at  Wrightsville 
Beach,  June  29-July  1,  1979.  Al- 
though the  ninth  symposium  was 
held  more  than  a year  ago  and  the 
10th  is  now  history,  there  is  no  rea- 
son to  apologize  for  delay  in  publi- 
cation because  the  subjects  consid- 
ered do  not  age  and  in  fact  require 
increasing  emphasis  if  we  are  to  be- 
come a nation  of  participants  rather 
than  mere  spectators.1  The  ninth 
symposium  was  concerned  primar- 
ily with  high  school  athletes  and 
athletics  with  football  perhaps  re- 
ceiving major  emphasis  but  there 
are  lessons  here  for  athletes  of  all 
ages,  pursuing  all  sports. 

If  it  is  true,  as  the  Duke  of  Wel- 
lington asserted,  that  “the  Battle  of 
Waterloo  was  won  on  the  playing 
fields  of  Eton,”  Rovere’s  reminder 
that  those  fields  must  be  properly 
tended  if  young  warriors  are  to  be 
successful  beyond  them  is  well 
taken.  The  assurance  that  both  a 
sound  mind  and  a sound  body  are 
necessary  for  participation  is 
further  emphasized  in  his  review  of 


the  right  way  to  assess  the  health  of 
the  gladiator. 

The  prevention  of  injury,  its  rec- 
ognition and  treatment  and  re- 
habilitation are  then  systematically 
considered.  McWhorter’s  careful 
exposition  of  the  vagaries  of  injury 
to  the  head  and  neck  is  worthy  of 
note,  not  only  because  the  injury 
and  subsequent  quadriplegia  of 
Boston  Patriot  wide  receiver  Dar- 
rell Stingley,  is  fresh  in  our  minds 
but  also  because  gymnastics  and 
wrestling  are  gaining  in  popularity 
and  trampolines  are  no  respecters 
of  persons.  Boyd’s  approach  to  the 
upper  extremity  is  sound  and  prac- 
tical, securely  based  on  broad  ex- 
perience and  offering  solid  sugges- 
tion. Then  follow  a workmanlike 
discussion  of  lower  extremity 
trauma  by  Bassett  and  a succinct 
analysis  by  Sterchi  of  chest  and  ab- 
dominal injury.  Proctor  next  puts  in 
proper  perspective  “The  Medical 
Responsibilities  of  the  Athletic 
Trainer”  who  too  frequently  has 
had  too  much  expected  of  him  and 
has  even  expected  too  much  of  him- 
self. 

If  these  papers  are  devoted  pri- 
marily to  problems  of  conditioning, 
training,  diagnosis  and  short-term 
therapy,  Clippinger  has  attacked 
perhaps  the  most  difficult  problem 


— that  of  rehabilitation  of  the  in- 
jured athlete  who  at  times  may  be 
unwilling  to  admit  that  he  requires 
rehabilitation.  In  a larger  sense, 
Clippinger’s  law,  ’’the  best  way  to 
keep  from  being  a turkey  is  to  be  a 
chicken,”  applies  to  all  athletes  and 
is  strongly  recommended  to  the 
middle-aged  sportsman  whose  mind 
ignores  the  wisdom  of  his  body. 

But  these  papers  really  only  in- 
troduce us  to  sports  medicine. 
There  is  much  more  to  it  — exercise 
physiology  now  being  exploited  so 
vigorously  and  effectively  to  help 
those  in  need  of  cardiac  recondi- 
tioning, the  handling  of  fluid  and 
electrolytes  such  as  potassium  and 
the  response  to  heat  and  cold.  Then 
too  there  is  the  problem  of  what  to 
do  about  the  unexpected  blood 
pressure  elevation  in  the  adolescent 
athlete.  We  do  at  least  know  that  red 
meat  is  no  longer  the  symbol  of  the 
metabolic  necessity  of  a top  athlete 
and  we  should  realize  that  exercise 
is  more,  much  more,  than  a prelude 
for  a few  beers.  We  should  ap- 
preciate the  Duke  of  Wellington’s 
point:  play  is  a cultural  activity  with 
impact  far  beyond  the  playing  field. 

J.H.F. 
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George  D.  Rovere,  M.D. 

Playing  Surfaces 

Associate  Professor  of  Surgery,  Section  on  Or- 
thopedic Surgery,  Department  of  Surgery,  Bowman 
Gray  School  of  Medicine  of  Wake  Forest  University, 
Winston-Salem,  N.C.  27103 

Playing  surfaces  and  the  areas 
around  them  are  often  direct  causes 
of  injury.  Many  of  the  “flaws”  in 
the  playing  area  seem  obvious  but, 
unfortunately,  all  have  been  ignored 


and  have  caused  injuries,  some  very 
serious. 

OUTDOORS 

The  broad,  grassy  fields  used  for 


football,  baseball,  soccer  and  la- 
crosse are  often  public  and  non- 
fenced  and  thus  can  become  targets 
for  empty  beer  cans  and  whiskey 
bottles.  Fields  should  be  cleared  of 
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debris  daily  before  practice  or  play. 
Maintenance  persons  should  also 
look  for  irregularities  in  the  surface 
of  the  field.  A player  who  steps  on  a 
can  or  into  a hole  when  running  may 
sprain  an  ankle;  one  who  falls  on  a 
piec°  of  broken  glass  will  get  cut  — 
avoidable  injuries,  both  of  them. 

In  football,  equipment  along  the 
sidelines  is  a potential  source  of  in- 
jury. Trainers’  boxes,  extra  foot- 
balls, pads,  blocking  machines  and 
benches  should  be  well  away  from 
the  playing  field  so  that  no  one  runs 
into  them.  The  uprights  of  the  goal 
posts  should  be  padded,  even 
though  they  are  10  yards  behind  the 
goal  line.  The  yardline  markers 
should  be  rubber  and  collapsible. 
When  the  measuring  chains  are  not 
in  use,  the  uprights  should  be  laid 
flat,  so  that  a falling  player  will  not 
be  impaled.  For  every  baseball 
game  and  practice,  the  bases  must 
be  securely  anchored,  and  home 
plate  must  be  placed  level  with  the 
ground  around  it. 

For  track  and  field  events,  an 
outdoor  track,  especially  one  with  a 
cinder  surface,  should  be  inspected 
for  holes,  and  the  jumping  pits 
should  be  checked  for  debris.  The 
areas  for  the  shot  put  and  the  javelin 


and  discus  throw  should  be  sepa- 
rated from  the  track  and  from  areas 
where  the  participants  congregate. 

The  most  dangerous  tennis  court 
is  one  with  a loose  ball  on  it.  A 
player  commonly  serves  the  first 
ball;  if  the  serve  is  a fault,  he  serves 
the  second  ball  while  the  first  is  still 
rolling.  Later,  the  player  may  step 
on  the  first  ball,  trip  and  fall.  Fie 
may  sustain  a severely  sprained 
ankle,  if  not  a fracture  or  fracture- 
dislocation.  See  to  it  that  no  balls 
are  left  on  the  court  before  service. 

INDOORS 

A gymnasium  floor  should  be  in- 
spected before  practice  or  a game. 
A wet  spot  left  after  a sweaty  player 
falls  down  should  be  dried:  the  next 
player  who  steps  on  that  spot  can 
slip  and  fall.  All  equipment,  par- 
ticularly in  small  gyms,  should  be 
well  back  from  the  sidelines,  so  that 
a player  tumbling  out  of  bounds 
does  not  fall  on  a hard,  sharp  object 
such  as  the  corner  of  a metal  box. 
The  supports  for  the  basketball 
backboards  should  be  padded,  or, 
where  the  baskets  are  attached  to 
the  wall,  a mat  hung  behind  the  bas- 
ket so  that  a player  thrown  against 
the  wall  is  protected. 


Gymnasium  floors  made  of  vinyl 
tile  laid  directly  on  a cement  surface 
have  absolutely  no  give  and  predis- 
pose players  to  shin  splints  or  stress 
fractures,  especially  early  in  the 
season.  Students  who  play  both 
football  and  basketball  are  particu- 
larly at  risk,  since,  at  the  end  of  the 
football  season,  they  immediately 
start  practicing  basketball  on  a hard 
floor  where  the  mechanics  of  run- 
ning are  entirely  different. 

In  gymnastics  and  wrestling, 
mats  should  be  thick  enough  to 
cushion  falls.  Students  have  been 
hurt  while  competing  on  thin  mats, 
and,  because  neck  injury  is  com- 
mon. quadriplegia  may  result. 
Mats,  especially  those  used  for 
wrestling,  should  be  cleaned  regu- 
larly to  prevent  rashes  and  the 
spread  of  contagious  skin  infec- 
tions. 

SUMMARY 

Injuries  due  to  improperly  main- 
tained playing  surfaces  occur  all  too 
frequently  and  are  almost  always 
avoidable.  It  is  your  duty  as  a team 
physician  to  prevent  those  injuries. 
The  practice  of  preventive  medicine 
is  probably  the  most  significant 
contribution  you  can  make  to  your 
team’s  play. 


History  and  Physical 
Examination 


George  D.  Rovere,  M.D. 

Associate  Professor  of  Surgery,  Section  of  Or- 
thopedic Surgery,  Department  of  Surgery,  Bowman 
Gray  School  of  Medicine  of  Wake  Forest  University, 
Winston-Salem,  N.C.  27103. 


HISTORY 


For  the  preparticipation  evalua- 
tion of  a potential  high  school 
athlete,  the  Committee  on  the 
Medical  Aspects  of  Sports  (CMAS) 
has  prepared  a form  (Figures  1 and 
2)  to  be  tilled  out  by  parents  and 
physicians  and  to  be  entered  into 
the  permanent  record.  You  must,  as 
the  examining  physician,  ensure 
that  the  information  on  the  form  is 
complete  and  accurate.  That  means 
that  you  must  verify  the  accuracy  of 
the  parents’  information.  Whenever 
you  question  their  veracity  or  their 
complete  knowledge  of  the  stu- 
dent’s past  or  present  illness,  you 


History 

1.  Fracture  or  disabling  injury 


2 Allergies 

3.  Chronic  ligamentous 

instability  of  knee,  ankle, 
shoulder,  etc 


4 Mental  illness 


Table  I 

Your  Questions 

1 How  was  it  treated? 

What  rehabilitative  steps  were  taken? 
What  deformity  or  weakness  remains? 
Was  an  internal  fixation  device  Lsed? 
Has  it  been  removed? 

2.  Drug  allergies?  Inhalants?  Foods? 
What  symptoms  do  they  cause? 

How  severe  are  the  symptoms? 

3 Does  the  student  wear  a supportive 

or  stabilizing  device? 

Does  he  have  one  to  wear  during 
competition? 

How  easily  does  the  joint  dislocate 
or  sprain? 

4 Is  the  physician  who  treated  the 

condition  available  for 
consultation? 

Is  the  student  under  treatment  now? 
Taking  medication  for  that  illness? 
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ATHLETIC  PART  I C PAT  I ON  FORM 


This  form  is  to  be  filled  out  completely  and  filed  in  the  office  of  the  principal  before 
the  student  can  participate  in  the  school  athletic  programs. 


STUDENT 

SCHOOL 

GRADE 

DATE 

ADDRESS  OF  STUDENT 

CITY 

STATE 

ZIP 

PARENT'S  NAME 

TELEPHONE 

NO. 

FAMILY  PHYSICIAN 

ADDRESS 

I hereby  apply  for  permission  to  participate  in  the  following  Interscholastic  sports: 


I certify  that  the  information  in  this  application  is  correct,  and  I agree  to  abide  by  the 
eligibility  rules  and  regulations  governing  athletics  as  set  forth  by  the  North  Carolina 
State  Board  of  Education  and  the  Association  to  which  my  school  is  a member. 

SIGNATURE  OF  STUDENT  

MEDICAL  HISTORY 
(To  be  completed  by  parents) 

STUDENT  AGE  DATE  

Is  there  a known  history  of:. 


A. 

Birth  deformities  (one  eye,  one  kidney,  etc.) 

B. 

Known  past  illness  of  more  than  one  week's  duration? 

Yes 

No 

C. 

Medical  conditions  currently  under  treatoent? 

Yes 

No 

D. 

Fractures  or  other  disabling  injuries? 

Yes 

No 

E. 

Any  permanent  deformity  or  disability? 

Yes 

No 

F. 

Allergy  (drugs,  food,  clothing,  etc.)? 

Yes 

No 

G.  Mental  disorder  or  convulsions? 

Explain  any  above  questions  answered  "yes" 

Yes 

No 

PARENTAL  PERMISSION 

As  parent  or  legal  guardian  of  , I hereby  give  my  consent  for 

(his, her)  practice  and  play  in  the  athletic  events  listed  above. 

I also  grant  permission  for  treatment  deemed  necessary  for  a condition  arising  during 
participation  in  these  activities,  including  medical  or  surgical  treatment  recommended  by  a 
medical  doctor.  I understand  that  every  effort  will  be  made  to  contact  me  prior  to  treatment 

I agree  to  the  need  for  a screening  medical  examination  and  certify  that  the  medical 
history  below  is  accurate  to  the  best  of  my  knowledge. 

SIGNATURE  OF  PARENT  __ 

OR 

LEGAl  GUARDIAN  


should  request  clarifying  informa- 
tion from  the  family  physician. 
Table  I shows  some  findings  that 
demand  further  questioning.  Al- 
though many  of  the  answers  you 
obtain  will  not  preclude  the  stu- 
dent’s athletic  participation,  they 
should  still  be  part  of  the  permanent 
record. 

The  child  with  an  internal  fixation 
device  should  be  forbidden  to  take 
part  in  any  sports  activities  until  the 
device  has  been  removed  and  you 
have  radiographic  evidence  of  ade- 
quate union. 

Failure  to  obtain  a history  of  drug 
allergies  is  particularly  serious, 
since  reaction  to  a drug  given  for 
pain  from  an  injury  may  complicate 
an  already  serious  problem. 

PHYSICAL  EXAMINATION 

Most  of  the  physical  examination 
section  of  the  CMAS  form  (Figure 
2)  is  self-explanatory.  When  decid- 
ing whether  a child  is  obese,  you 
must  consider  his  height  and  his 
bone  structure.  Extreme  obesity  (an 
excess  of  30  pounds  or  more)  may 
prevent  the  child  from  participating 
in  strenuous  activities,  since  it 
markedly  increases  the  risk  of 
heat-related  syndromes,  as  well  as 
adding  stress  to  the  cardiorespira- 
tory systems. 

Of  the  approximately  3,500  pre- 
participation physical  examinations 
that  we  have  done  through  the  aus- 
pices of  the  Army  Reserve  Unit  in 
Forsyth  County  during  the  past  five 
years,  we  have  found  hypertension 
in  from  5%  to  7%  of  students,  with 
the  incidence  much  higher  in  blacks 
than  in  whites.  However,  a single 
recording  of  an  elevated  blood 
pressure  during  the  screening  ex- 
amination is  not  adequate  grounds 
for  barring  the  child  from  participa- 
tion. He  should  be  referred  to  his 
family  physician  for  evaluation. 

The  absence  of  a paired  organ  is 
not  an  absolute  contraindication  to 
athletic  participation,  but  you  must 
warn  the  student,  the  parents  and 
the  coaches  of  the  risks  involved 
and  try  to  steer  the  student  away 
from  contact  sports  and  toward  less 
violent  sports  such  as  track,  swim- 
ming and  tennis.  You  might  also 
suggest  that  the  student  wear  a 


(OVER) 

Figure  1.  The  parent’s  portion  of  the  athletic 
participation  form  prepared  by  the  Committee 
on  the  Medical  Aspects  of  Sports. 

protective  device  during  practice 
and  competition. 

A significant  degree  of  scoliosis  is 
a contraindication  to  sports  partici- 
pation unless  an  orthopedic  sur- 
geon, after  assessing  the  condition, 
believes  the  child  can  safely  take 
part. 

Your  neurological  assessment 
will  be  superficial,  since  the  prepar- 
ticipation examination  must  be  a 
screening  examination.  If  you  find 
gross  abnormalities,  you  must  re- 
quest a neurological  consultation. 

Examination  of  the  skin  is  im- 
portant, because  any  widespread 
rash  or  blemish,  such  as  a heman- 
gioma, may  impede  the  loss  of  heat. 


a situation  that  can  cause  a heat- 
related  problem,  especially  in  the 
football  player  going  out  for  prac- 
tice in  August. 

You  should  use  your  normal  good 
judgment  in  evaluating  the  labora- 
tory data  on  the  form.  Glucosuria 
and  proteinuria  are  indications  for 
referral. 

SUMMARY 

The  Committee  on  the  Medical 
Aspects  of  Sports  has  designed  an 
excellent  screening  history  and 
physical  form,  which  I urge  you  to 
use  for  your  evaluation  of  both  the 
apparently  healthy  child  and  the 
child  with  a known  problem.  It  is  a 
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EXAMINATION 


permanent  record  and  its  accuracy 
and  completeness  will  help  protect 
students  from  sports-related  injury 
throughout  their  school  years. 

If  you  must  bar  a child  from  par- 
ticipation because  of  some  physical 
condition,  and  that  condition  is  later 
corrected  or  improved,  you  should 
be  willing  to  repeat  your  prepartici- 
pation evaluation  with  the  hope  that 
the  child  is  now  able  to  compete.  If 
your  recommendation  that  a child 
not  participate  is  overruled,  for 
your  own  protection  you  should 
obtain  from  the  coach,  the  princi- 
pal, and  the  parents  written  indica- 
tion that  they  are  aware  of  your  rec- 
ommendation. 


NeigNt  Weight Blood  Pressure 

normal  abnormal  describe  abnormalities 

1 . Eyes  

2.  ENT  

3.  Heart  

4.  Lungs  

5.  Abdomen  

6.  Genitalia 

(males  only) 

7.  Musculoskeletal  

8.  Neurological  

9.  Skin  

LABORATORY 


Urinalysis:  

Other  (where  indicated) 


I certify  that  I have  examined  the  above  named  student  and  that  such  examination  revealed 
(condltlons/no  conditions)  that  would  prevent  this  student  from  participating  in  the 
interscholastic  sport  listed  above. 

Licensed  to  practice  medicine  in  N.C.?  Yes  No 

Signature  

Mdress  Date  

If  student  not  qualified,  list  reasons  for  disqualification:  


Figure  2.  The  physician's  portion  of  the  ath- 
letic participation  form. 


(The  following  are  considered  disqualifying  until  medical  and  parental  releases  are  obtain* 
acute  infections,  obvious  growth  retardation,  diabetes,  jaundice,  severe  visual  or  auditory 
impairment,  pulmonary  Insufficiency,  organic  heart  disease  or  hypertension,  enlarged  liver 
or  spleen,  hernia,  musculoskeletal  deformity  associated  with  functional  loss,  history  of 
convulsions  or  concussions,  absence  of  one  kidney,  eye,  or  testicle.) 


Evaluation  of  Head  and 
Neck  Trauma 


J.  M.  McWhorter,  M.D. 

Assistant  Professor  of  Neurosurgery,  Section  on 
Neurosurgery,  Department  of  Surgery,  Bowman 
Gray  School  of  Medicine  of  Wake  Forest  University, 
Winston-Salem,  N.C.  27103 


Eighty  percent  of  the  822  deaths 
occurring  in  football  players  from 
1931  to  1976  were  due  to  trauma  to 
the  cervical  spine  and  head;1  in 
another  series  covering  1950  to 
1955,  4.5%  or  386  of  8,586  injuries 
sustained  by  high  school  football 
players,  involved  the  head.2  Sur- 
prisingly, fewer  injuries  are  sus- 
tained by  sand  lot  players  — the 
weekend  warriors  — than  by  high 
school  and  college  players.3 

How  well  does  the  football  hel- 
met protect  the  head?  Obviously, 
not  well  enough.  It  may  be  that  the 
sandlot  player,  who  seldom  wears 


protective  gear,  has  fewer  injuries 
because  he  plays  more  cautiously 
than  the  high  school  or  college 
player  whose  helmet,  pads,  etc., 
give  him  a false  sense  of  security. 

The  football  helmet  was  invented 
at  Rutgers  University  in  1896,  but 
not  until  1940  did  helmets  become 
mandatory  for  participation  on  col- 
lege teams.3  The  original  helmets, 
nothing  more  than  leather  pancakes 
with  ear  flaps,  provided  minimal 
protection. 

From  1940  to  the  early  1970s,  the 
tests  for  safety,  strength  and  dura- 
bility of  today's  one-part  domed 


helmet  remained  essentially  un- 
modified. Then,  in  1975,  in  Dade 
County,  Florida,  a 19-year-old 
football  player  was  rendered  per- 
manently quadriplegic  on  the  field. 
He  sued  the  manufacturer  of  the 
helmet  he  had  worn  and  was 
awarded  $5.3  million  in  damages;  he 
settled  out  of  court  18  months  later 
for  $3  million.5  At  that  time,  there 
were  14  helmet  manufacturers  in 
this  country;  now  there  are  eight. 
Last  year,  those  eight  faced  suits  for 
between  $116  and  $150  million  — at 
least  five  times  the  annual  gross  of 
the  industry  and  100  times  its  annual 
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NEUROSURGICAL  CHECK  SHEET 

Name  Age  Year  1 

2 

3 

4 _____ 

5 

Yes  No 

1.  Did  you  ever  have  spasms  or  convulsions  as  an 

infant?  

2.  Does  anyone  in  your  immediate  family  (parents, 
brother  or  sister)  have  seizures,  fits,  convulsions, 

or  epilepsy?  

3.  Have  you  ever  had  a seizure,  convulsion,  fit,  spasm, 

or  epileptic  attack?  

4.  Have  you  ever  had  or  has  it  been  suggested  that  you 

should  have  a brain  wave  test?  __ 

5.  Have  you  ever  been  unconscious?  

If  Yes , check  which  one: 

A.  Knocked-out  

B.  Passed-out,  fainted,  or  blacked-out  

Were  you  hospitalized  for  this?  

6.  Have  you  ever  suffered  from  headaches?  

7.  Have  you  ever  had  concussion?  

If  Yes 

A.  How  many  times?  

B.  How  long  to  make  a complete  recovery?  

C.  How  many  games  missed  following?  

8.  Have  you  ever  had  a skull  fracture?  

9.  Have  you  ever  had  a neck  injury?  

10.  Have  you  ever  had  a fractured  neck  or  spine?  

11.  Have  you  ever  had  an  x-ray  film  taken  of  your 

neck  or  spine?  

12.  Have  you  ever  had  an  injury  producing  weakness  or 

numbness  of  either  your  arms  or  legs?  

13.  Have  you  ever  had  a "pinched  nerve"?  

14.  Are  you  currently  taking  any  medicines  or  drugs?  


profit.  Thus,  increased  attention  is 
being  paid  to  helmet  design  and  to 
the  value  of  mandatory  face  masks. 

In  1972,  the  AMA  Committee  on 
the  Medical  Aspects  of  Sports  rec- 
ommended that  football  helmets  be 
padded  with  a soft  outer  covering, 
a decidedly  unpopular  recommen- 
dation.5 Football  coaches  argued 
that  such  padding  would  increase 
torque,  so  that  more  injuries  would 
result.  Then  they  complained  that 
their  logos  and  decals  would  not 
stick  on  the  soft  material,  and,  most 
distressing  psychologically,  that  the 
soft  helmets  did  not  make  a noise  on 
impact.  One  major  university  used 
externally  padded  football  helmets 
for  over  20  years,  and  the  opposing 
players  had  fewer  bruises,  rib  frac- 
tures, and  head  and  spine  injuries. 
But  the  resounding  “whack”  was 
not  there  and  that  university  no 
longer  uses  padded  helmets. 
Players  at  Oklahoma  State  do 
scrimmage  in  soft  helmets,  but  they 
wear  their  hard-shelled  helmets 
during  competition.5  A few  profes- 
sional players  refuse  to  compete  in 
hard  helmets,  “whack”  or  not. 

In  addition  to  recent  helmet  mod- 
ifications — primarily  in  the  means 
of  fitting  the  helmet  to  the  player’s 
head  — the  slow  elimination  of  such 
maneuvers  as  spear  blocking,  rake 
blocking,  face-to-numeral  tackling 
and  butt  tackling,  is  slowly  de- 
creasing the  incidence  of  head  and 
cervical  spine  injuries.  Flowever, 
since  one  of  eight  players  in  inter- 
collegiate football  competition 
probably  will  sustain  a concussion 
this  year,  and  54,000  concussions 
will  be  sustained  by  high  school 
football  players,4  we  must  learn  to 
correctly  assess  head  and  neck  in- 
juries on  the  playing  field. 

In  evaluating  a player  on  the  field 
with  a suspected  cervical  spine  or 
head  injury  — and  differentiation 
between  the  two  is  often  difficult, 
since  each  can  cause  unconscious- 
ness — the  first  step  is  the  mini- 
neurological  examination.  Check 
the  player’s  level  of  consciousness, 
the  strength  of  his  extremities,  his 
pupillary  and  eye  movements,  and 
his  reflexes.  Do  not  move  his  head 
and  spine  during  this  examination. 
Do  not  snatch  off  his  helmet  the  first 
thing.  In  fact,  since  the  trainer  usu- 


Figure  1.  Copy  of  questions  on  the  neurologi- 
cal check  sheet  used  during  the  preseason 
evaluation  by  the  University  of  Kentucky/ 

ally  goes  out  on  the  field  first  to 
examine  the  player,  you  must  get 
him  too  to  leave  the  helmet  in  place: 
1)  Because  the  helmet  cannot  be  re- 
moved without  moving  the  player's 
neck.  2)  Because  the  helmet  can  be 
used  as  a traction  device  if  a cervical 
injury  has  occurred.  You  can  stick 
your  fingers  in  the  earholes  of  the 
helmet  and  provide  stability  and 
traction  while  the  player  is  being 
moved  onto  a stretcher  and  main- 
tain that  traction  in  the  ambulance 
and  on  the  x-ray  table. 

You  do  take  a bolt  cutter  on  the 
field:  if  the  helmet  must  be  re- 
moved, the  cutters  can  be  used  to 
remove  the  face  guard  so  that  the 
helmet  can  be  taken  off  with  less 
motion  of  the  neck. 

If  you  remove  the  player  from  the 
game,  you  should  accompany  him 
to  the  emergency  room  and  the 
x-ray  department.  Take  first  a lat- 
eral horizontal  view  of  the  cervical 
spine.  Last  year,  in  North  Carolina, 
three  cervical  spine  injuries  had  a 
devastating  effect:  one  player  died, 
one  is  tetraplegic,  and  one  has  a 


marked  neurological  deficit. (i  In- 
juries like  those  must  receive  im- 
mediate attention. 

The  most  common  cause  of  death 
in  football  players  with  head  injuries 
is  intracranial  hemorrhage;  usually 
subdural  or  extradural;  occasion- 
ally, intracerebral.  Skull  fractures 
are  rarer  now,  primarily  because 
helmets  are  fitted  better.  The  most 
common  fracture  seen  today  is  the 
basilar  skull  fracture,  caused  by  a 
blow  to  the  top  of  the  head.  Unfor- 
tunately, a basilar  fracture  is  seldom 
detected  by  x-ray,  but  a Battle’s 
sign  (discoloration  along  the  course 
of  the  posterior  auricular  artery 
with  early  ecchymosis  at  the  tip  of 
the  mastoid  process)  should  be 
sought,  and  presence  or  absence  of 
bleeding  around  the  mastoid  area 
noted.  Facial  weakness  is  common, 
because  the  facial  nerve  may  be 
contused  and  occasionally  tran- 
sected. Ecchymosis  around  the 
eyes  usually  develops  within  24 
hours. 

Delayed  increase  in  intracranial 
pressure  is  a potential  hazard  in  any 
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player  who  sustains  a head  injury 
with  subsequent  unconsciousness, 
no  matter  how  brief.  Occasionally, 
a player  will  be  struck  on  the  head 
and  be  unconscious  briefly,  sit  out  a 
few  plays  and  then  go  back  into  the 
game.  Later,  his  parents  will  try  to 
wake  him  and  find  that  he  is 
unconscious.  He  probably  has  a le- 
sion inside  his  skull  and  is  in  serious 
condition. 

Murphey  divides  concussion  into 
three  groups.7  In  the  first,  the  player 
is  dazed,  falls  to  the  playing  turf, 
then  is  fine  and  neurologically  nor- 
mal. In  the  next,  the  player  is 
unconscious  for  a little  longer, 
wakes  up,  walks  around  with  a silly 
grin  on  his  face,  and  has  no  recol- 
lection of  the  play  in  which  he  was 
injured.  In  the  last  group,  the  player 
is  more  seriously  injured,  is 
unconscious  longer  and  has  a 
neurological  deficit  at  the  time  of 
injury.  Murphey  believes  that  all 
these  players  should  be  hospitalized 
for  24  hours  for  observation.  I do 
not  think  that  a player  in  the  first 
group  needs  hospitalization,  but  I 
do  know  that  he  must  be  looked 
after  until  it  is  clear  that  he  has  no 
central  nervous  system  (CNS) 
problem.  Thus,  the  parents  of  any 
child  who  sustains  a concussion, 
has  a brief  episode  of  unconscious- 
ness, and  then  is  alert  and  feels  fine 
must  be  told  to  check  him  fre- 
quently for  at  least  24  hours  and  to 
call  their  physician  if  he  appears 
even  slightly  obtunded. 

Whether  a CNS  problem  will  de- 
velop cannot  always  be  predicted 
during  the  initial  evaluation.  A good 
rule  of  thumb  is  to  use  the  10-second 
count.  If  a player  is  unconscious  for 
10  seconds  or  longer,  do  not  allow 
him  to  go  on  with  the  game.  If  he  is 
unconscious  for  a shorter  period  — 
that  is,  is  just  dazed  or  has  ‘'had  his 
bell  rung”  — use  your  own  judg- 
ment about  whether  he  can  continue 
playing.  If  you  err,  do  so  on  the 
cautious  side. 

Subdural  hematoma  is  the  most 
common  cause  of  increased  intra- 
cranial pressure  due  to  football  in- 


juries. As  a rule,  it  occurs  from  ve- 
nous bleeding  because  of  shearing 
of  the  veins  entering  the  sagittal 
sinus.  Computerized  tomography  is 
useful  in  diagnosis  of  subdural 
hematoma.  Two  years  ago,  we  saw 
a patient  who  had  received  a blow  to 
the  head  while  playing  football.  He 
had  seemed  fine  and  had  been  al- 
lowed to  finish  the  game.  Over  the 
next  two  days  he  had  a headache 
but  was  then  on  the  field  again, 
where  he  again  sustained  a blow  to 
the  head.  He  then  had  episodic 
vomiting  and  could  not  be  awak- 
ened later.  We  evacuated  a large 
subdural  hematoma  but  could  not 
prevent  his  death. 

The  epidural  hematoma  is  also  a 
common  cause  of  increased  intra- 
cranial pressure,  but  it  is  usually  as- 
sociated with  a fracture.  The  middle 
meningeal  artery  lies  in  a groove 
in  the  inner  table  of  the  skull  and 
a fracture  through  the  tempo- 
roparietal region  may  shear  it. 
The  result  is  arterial  bleeding  inside 
the  head,  probably  the  only  true 
neurosurgical  emergency.  An 
epidural  hematoma  is  more  fre- 
quently a baseball  than  a football 
injury.  The  common  history  is  of  the 
Little  Leaguer  who  gets  hit  in  the 
head  with  a bat  and  is  briefly 
unconscious.  He  sits  on  the  bench 
as  the  game  goes  on.  When  some- 
one checks  him,  he  is  lying  on  the 
bench  and  may  be  nauseated  or  may 
vomit.  Then,  when  someone  again 
checks  him,  he  is  comatose  and  has 
a dilated  pupil.  If  something  is  not 
done  immediately,  he  will  die. 
Players  die  every  year  of  this  pre- 
ventable injury. 

One  way  to  prevent  head  and 
neck  injuries  is  to  identify  sus- 
ceptible players  during  the  pre- 
participation physical  and  by  roent- 
genographic  examination.8  At  the 
University  of  Iowa,  32%  of  incom- 
ing freshmen  football  players  al- 
ready had  evidence  of  cervical  spine 
injuries;  some  were  minor,  others 
were  severe  enough  to  disqualify  a 
player.9  A comprehensive  neuro- 
logical questionnaire8  should  be 


filled  out  completely  during  your 
preparticipation  evaluation  (Figure 
1).  Eliminating  the  player  suscepti- 
ble to  injury  before  he  starts  prac- 
tice will  keep  everyone  out  of  a lot 
of  trouble. 

What  about  the  boy  with  a long 
neck  — the  16-year-old  whose  neck 
is  nothing  more  than  a whip  with  a 
knob  on  top?  These  boys  want  to 
play  football  and  are  going  to.  Many 
will  sustain  a cervical  spine  injury, 
sometimes  a devastating  one.  If  you 
cannot  prohibit  these  boys  from 
playing  — and  Schneider  et  al . 1 0 
recommend  that  you  try  to  — you 
can  prescribe  programs  for 
strengthening  neck  muscles  and  get 
them  switched  to  positions  other 
than  those  that  allow  significant 
high  velocity  trauma  to  the  head  and 
cervical  spine.8 

Finally,  which  players  should  not 
be  allowed  to  return  to  participation 
in  any  contact  sport  after  head  or 
neck  injuries?  Those  who:  (1)  have 
had  seizures  related  to  head  in- 
juries, (2)  have  brachial  plexus  in- 
juries with  persistent  deficits,  (3) 
have  had  ruptured  intervertebral 
discs,  or  (4)  have  prolonged  and  re- 
peated post-concussion  syn- 
dromes.8 To  be  permanently  elimi- 
nated from  participation  in  contact 
sports  is  heartbreaking  for  the 
athlete  involved;  your  decision  to 
do  so  certainly  won't  make  you 
popular.  It  may,  however,  save  the 
player  from  death  or  permanent 
quadriplegia. 
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Basil  M.  Boyd,  Jr.,  M.D. 

Extremity 

Orthopedic  Surgeon,  Miller  Clinic,  1822  Brunswick 
Avenue,  Charlotte,  N.C.  28207. 

CLAVICLE 

Injuries  of  the  acromioclavicular 
and  the  sternoclavicular  junctions 
are  usually  caused  by  a direct  blow 
on  the  point  of  the  shoulder.  Acro- 
mioclavicular joint  injuries,  the 
more  common  of  the  two,  are  clas- 
sified as  follows: 

Grade  /,  the  most  common,  are 
sprains  or  partial  tears  of  the  ac- 
romioclavicular ligament.  They  are 
treated  symptomatically  with  ice 
and  rest,  and  when  they  stop  hurt- 
ing, a player  can  return  to  competi- 
tion. The  bump  over  the  acromio- 
clavicular joint  should  disappear  in 
time. 

Grade  II  are  tears  of  the  acromio- 
clavicular ligament  with  a strain  of 
the  ligaments  connecting  the  cora- 
coid process  to  the  clavicle.  Some- 
times it  is  difficult,  especially  if  the 
player  is  still  wearing  shoulder 
pads,  to  determine  whether  there  is 
tenderness  over  the  tip  of  the  acro- 
mion, over  the  shoulder,  or  actually 
over  the  acromioclavicular  joint. 
However,  the  distinction  is  impor- 
tant. Here  again,  treatment  is 
symptomatic:  support  of  the  arm 
and  applications  of  ice  for  a few 
days,  and  then  exercise  to  the  limit 
of  pain.  As  soon  as  symptoms  dis- 
appear, the  player  can  return  to 
competition.  The  prominence  at  the 
joint  is  permanent  and  nothing  to 
worry  about. 

Grade  III  are  complete  disrup- 
tions of  all  the  ligaments  that  hold 
the  end  of  the  clavicle  in  position. 
Some  physicians  advocate  conser- 
vative treatment  first,  others  early 
surgery.  1 lean  toward  the  former 
and  use  the  Kenny  Howard  sling. 
With  a Grade  111  separation,  the 
acromial  end  of  the  clavicle  is  high. 
The  sling  acts  as  a fulcrum  with  the 
weight  of  the  forearm  simultane- 
ously pushing  up  on  the  shoulder 
and  pulling  down  on  the  clavicle. 
You  will  need  to  inject  a local 
anesthetic  into  the  joint  before  you 
put  the  sling  on,  and  you  will  need  to 


manipulate  the  joint  since  the  end  of 
the  clavicle  is  usually  not  only  high 
but  may  be  displaced  backward  or 
forward  as  well.  If  you  get  to  the 
injury  soon  enough,  place  the  sling, 
and  get  the  separation  reduced,  you 
can  usually  avoid  surgery,  and  your 
patient  will  be  fine  except  for  a per- 
manent prominence  over  the  joint. 
The  sling  is  expensive  and  is  dif- 
ficult to  put  on  correctly,  and  the 
patient  will  have  to  sleep  sitting  up, 
but  most  patients  find  it  more  com- 
fortable than  strapping.  With  either 
technique,  you  should  check  the  re- 
duction by  x-ray  several  days  later. 
If  you  can  not  reduce  the  separation 
conservatively,  excision  of  the 
outer  end  of  the  clavicle  is  a secon- 
dary procedure.  However,  I have 
had  better  results  with  closed  re- 
duction than  with  surgery. 

Several  other  acromioclavicular 
injuries  may  be  encountered:  simple 
separations,  fractures  of  the  tip  of 
the  acromion,  and  fractures  of  the 
clavicle,  either  distal  or  proximal  to 
the  ligaments.  With  fracture  distal 
to  the  ligaments,  the  clavicle  does 
not  ride  up  — a good  diagnostic  tip. 
A figure-eight  bandage  is  not  often 
effective  here;  surgery  to  pin  the 
bone  in  place  will  probably  be  nec- 
essary. 

Sternoclavicular  joint  dislocation 
is  a rarer  but  often  more  serious 
problem.  For  example,  a retroster- 
nal dislocation  of  the  clavicle  can 
immediately  compress  the  trachea, 
obstructing  the  airway  and  leading 
to  death  by  suffocation.  If  you  en- 
counter that  situation  on  the  foot- 
ball field,  place  a ball  between  and  a 
bit  above  the  player’s  scapulae  and 
push  both  shoulders  posteriorly. 
That  maneuver  usually  reduces  the 
dislocation.  With  a retrosternal 
clavicular  dislocation,  the  clavicle 
on  the  opposite  side  is  usually 
prominent  and  the  injured  one  is 
sunken.  Conversely,  with  an  an- 
terior sternoclavicular  dislocation, 
the  prominent  clavicle  is  on  the  in- 


jured side.  The  anterior  dislocation 
is  very  difficult  to  diagnose  on  the 
usual  x-rays;  special  ones  are  nec- 
essary. 

SHOULDER 

The  three  basic  types  of  shoulder 
dislocation  are  luxatio  erecta, 
anterior-inferior  and  posterior. 

A pitfall  in  diagnosis  at  the  time  of 
injury  is  the  apparently  dislocated 
shoulder  in  a player  with  a history  of 
recurrent  dislocation.  Unless  the 
player  has  neurovascular  problems 
in  the  upper  extremity  that  neces- 
sitate immediate  reduction,  you  will 
be  better  off  not  reducing  the  shoul- 
der on  the  field.  The  player  may 
have  a fracture  of  the  epiphysis  of 
the  humerus,  and  manipulation  may 
dislocate  the  epiphysis,  or  the 
player  may  have  a fractured 
scapula.  Therefore,  do  not  reduce 
an  apparent  dislocation  on  the 
playing  field.  Prereduction  x-rays  of 
the  shoulder  are  very  important. 

ARM 

Rupture  of  the  proximal  biceps 
tendon  can  usually  be  left  un- 
treated; surprisingly,  strength  will 
be  regained  almost  completely.  On 
the  other  hand,  rupture  of  the  distal 
tendon  must  be  repaired  surgically. 
Both  ruptures  are  seen  most  com- 
monly in  weight  lifters  and 
wrestlers. 

ELBOW 

Elbow  dislocations  should  not  be 
reduced  on  the  Field  unless  pulse 
and  sensation  are  absent.  Even 
then,  the  problems  reduction  might 
cause  can  far  outweigh  those  caused 
by  leaving  the  elbow  alone  until  you 
can  take  an  x-ray.  When  you  do  re- 
duce the  elbow  dislocation  — when 
you  treat  any  fracture  or  dislocation 
of  the  upper  extremity  — be  sure  to 
evaluate  the  player’s  hand  neuro- 
logically,  both  before  and  after  re- 
duction, since  reduction  may  have 
trapped  the  ulnar  or  radial  nerve. 
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Displaced  fracture  of  the  head  of 
the  radius  is  one  of  the  few  indica- 
tions for  open  reduction  of  a frac- 
ture in  a young  person.  You  must  he 
sure  to  obtain  x-rays  first.  Under- 
treatment is  better  than  overtreat- 
ment, since  the  latter  can  cause 
Volkmann’s  ischemic  contracture. 
A displaced  supracondylar  fracture 
of  the  elbow  treated  in  traction  has 
the  fewest  complications.  If  such  a 
fracture  is  splinted  instead,  it  should 
be  in  extension  rather  than  force- 
fully Hexed  and  reduced.  If  it  is 
flexed,  be  sure  to  check  the  pulse 
before  and  after  splinting. 

A Monteggia  fracture  of  the 
elbow  is  a fracture  of  the  ulna  with 
dislocation  of  the  radial  head.  It, 
too,  generally  requires  open  reduc- 
tion and  internal  fixation,  although 
splinting  is  sometimes  appropriate 
when  closed  reduction  is  possible. 

The  “little  league  elbow”  is 
probably  medial  epicondylitis, 
more  a stretch  injury  than  the  partial 
ligamentous  rupture  of  the  “tennis 
elbow.” 

FOREARM  AND  WRIST 

A Reverse  Colles  fracture  may  be 
mistaken  for  a dislocated  wrist,  and 
closed  manipulation  to  reduce  the 
dislocation  tried.  If  the  epiphysis  is 
displaced  a more  complicated 


problem  will  result.  Of  course, 
when  the  arterial  or  nerve  supply  to 
the  hand  is  impaired,  closed  man- 
ipulation must  be  tried. 

A navicular  fracture  may  be 
overlooked.  Always  request  a 
roentgenographic  projection  that 
shows  the  navicular.  If  you  don’t, 
you  may  misdiagnose  the  fracture 
as  a sprained  wrist,  or  may  overlook 
the  fracture  if  other  fractures  or 
dislocations  are  present.  A fracture 
of  the  distal  radial  styloid  combined 
with  a rotary  subluxation  of  the 
navicular  is  possible;  the  navicular 
problem  is  by  far  the  more  serious. 
It  must  be  recognized  and  manipu- 
lated into  alignment,  or  the  player 
will  have  a poor  wrist  for  the  rest  of 
his  life. 

DIGITS 

A myriad  of  thumb  sprains  are 
possible:  radial  or  ulnar,  partial 
ligamentous  tears,  ligamentous 
tears  with  avulsion  fractures,  or 
tears  from  the  base  of  the  proximal 
phalanx.  Treatment  varies,  de- 
pending on  stability  of  the  thumb 
and  the  roentgenographic  findings. 
If  instability  is  no  greater  than  35  to 
40  degrees,  the  sprain  can  usually  be 
treated  conservatively.  If  there  is 
marked  instability,  or  a fracture  of 
the  metacarpal  or  the  phalanx  that 


enters  the  metacarpophalangeal 
joint,  open  repair  is  usually  indi- 
cated. Some  hand  surgeons  believe 
that  all  ligamentous  injuries  around 
the  thumb  should  be  repaired  pri- 
marily. 

Most  finger  dislocations  can  be 
reduced  on  the  field,  since  compli- 
cation by  fracture  is  rare.  When 
dislocation  and  fracture  do  occur, 
closed  manipulation  is  risky.  Dislo- 
cations of  more  than  one  joint  in  the 
same  finger  are  rare.  Simple  dislo- 
cation of  the  proximal  inter- 
phalangeal  joint  should  be  reduced; 
once  the  reduction  is  clearly  stable, 
the  finger  should  be  strapped  for  10 
days.  The  player  can  then  return  to 
normal  activities,  but  the  finger 
should  be  strapped  for  two  to  three 
weeks  longer. 

A spiral  oblique  fracture  of  the 
finger  is  a therapeutic  pitfall.  Most 
important  in  treatment  is  keeping 
the  rotation  under  control.  I do  that 
by  reducing  the  fracture,  putting  on 
a short  arm  cast  with  a volar  splint, 
and  bringing  the  fingers  down  into 
the  position  of  function.  If  intra- 
articular  fractures  involve  the  inter- 
phalangeal  or  metacarpophalangeal 
joints  with  disruption  of  the  articu- 
lar surface,  open  reduction  with 
internal  fixation  is  probably  best. 
Here,  again,  accurate  rotation  at 
alignment  is  very  important. 


Early  Evaluation  of 
Lower  Extremity  Trauma 


Frank  H.  Bassett  III,  M.D. 

Professor,  Orthopaedic  Surgery,  Duke  University 
Medical  Center,  Durham,  N.C. 


Early  evaluation  of  lower  ex- 
tremity trauma  means  evaluation  of 
the  acute  injury  on  the  sideline  as 
soon  as  possible.  You  must  decide 
immediately  how  serious  the  injury 
is  and  whether  the  player  can  return 
to  the  game.  Do  not  make  a snap 
decision,  even  when  you  feel 
pressure  to  do  so.  The  crowd  is 
hollering,  the  coaches  and  officials 
are  breathing  over  your  shoulder 
and  saying,  “Come  on.  Doc,  come 
on,”  and  all  the  players  stand 
around  getting  in  your  way.  Despite 


that  pressure,  you  must  take  your 
time  and  do  what  is  best  for  the 
player. 

Injuries  to  head,  neck  and  ex- 
tremities that  have  caused  vascular 
or  neurological  deficit  must  be  rec- 
ognized promptly,  assessed  ade- 
quately and  sometimes  stabilized  on 
the  playing  field.  Otherwise,  a 
thorough  examination  can  wait  until 
you  have  moved  the  player  off  the 
field.  Then,  take  your  time,  get  a 
good  history,  and  do  a thorough 
physical  examination. 


The  most  common  reason  for 
missing  a diagnosis  is  an  inadequate 
history:  the  next  moq  common,  an 
inadequate  physical  examination. 
While  you  remove  the  clothing  from 
the  injured  limb,  observe  the 
player's  expression  and  behavior; 
sometimes  he  is  too  angry  or  too 
disgusted  to  speak,  not  badly  hurt. 

Check  for  deformity  and  gently 
feel  the  injured  limb.  That  will  help 
dictate  whether  you  should  splint 
that  limb  and  have  x-rays  taken,  or 
whether  you  can  allow  the  player  to 


516 


Vol.  41,  No.  8 


try  standing  or  walking.  Know  the 
player’s  medical  history  so  that  you 
can  differentiate  between  an  acute 
injury  and  a chronic  condition. 

HIP 

Growth  line  trauma  must  be  sus- 
pected in  any  young  athlete  with  an 
injured  hip.  X-rays  are  essential  to 
prevent  overlooking  an  epiphyseal 
avulsion.  Iliac  crest  avulsions  and 
greater  trochanter  separations  are 
common.  In  sprinters,  the  lesser 
trochanter  occasionally  avulses, 
usually  during  the  first  steps  out  of 
the  starting  blocks.  Avulsion  of  the 
ischial  tuberosity  is  also  common, 
particularly  in  cheerleaders  when 
they  do  the  “splits.”  A slipped  cap- 
ital femoral  epiphysis  is  common 
and  quite  often  presents  as  a painful 
knee. 

Anterior  dislocation  of  the  hip  is 
rare.  Probably,  it  is  most  common  in 
a player  who  is  kneeling  when 
someone  jumps  on  his  back.  He  is 
forced  down  into  the  frog  leg  posi- 
tion with  the  hip  in  marked  abduc- 
tion, and  anterior  dislocation  oc- 
curs, often  concomitantly  with 
tearing  of  the  ipsilateral  medial  col- 
lateral ligament  of  the  knee.  Pos- 
terior dislocation  of  the  hip  is  rarer 
still  but  should  be  suspected  when 
an  athlete  has  such  severe  hip  pain 
that  he  refuses  to  be  moved.  The  hip 
is  flexed,  the  thigh  is  internally  ro- 
tated. and  any  effort  to  examine  the 
hip  causes  great  pain.  You  should 
be  able  to  tell  by  the  position  of  the 
extremity  whether  it  is  dislocated  or 
fractured.  Usually,  the  extremity 
lies  in  external  rotation  with  hip 
fractures  and  in  internal  rotation 
with  hip  dislocations. 

THIGH  AND  LEG 

The  most  common  injuries  to  the 
thigh  are  muscle  contusions  or 
charleyhorses;  diagnosis  can  be 
made  by  history  and  by  palpation.  If 
there  is  no  fracture,  the  athlete  can 
usually  hobble  off  the  field  without 
assistance.  Muscle  pulls  are  very 
common,  particularly  in  the  early 
fall  before  athletes  become  con- 
ditioned. Hamstring  pulls,  groin 
pulls,  and  other  muscle  separations 
are  very  common,  as  are  stress 
fractures,  the  latter  particularly 
among  track  athletes  and  basketball 
players. 


KNEE 

In  the  growing  child,  the  distal 
femoral  epiphysis  and  the  proximal 
tibial  epiphysis  are  injured  com- 
monly, collateral  and  other  liga- 
ments only  rarely,  because  the 
epiphyseal  growth  plate  is  weaker 
than  the  ligaments.  If  the  knee  is 
unstable  or  deformed  the  injury  is 
more  commonly  a fracture  separa- 
tion through  the  distal  femoral 
epiphyseal  growth  plate  than  a 
ligamentous  tear  or  avulsion. 

When  examining  the  knee,  al- 
ways evaluate  the  popliteal  artery 
and  the  peroneal  nerve,  which  are 
commonly  damaged  with  knee  in- 
juries, especially  with  dislocations. 
The  popliteal  artery  lies  on  the  pos- 
terior capsule;  any  hyperextension 
injury  sufficient  to  tear  the  posterior 
capsule  may  tear  the  popliteal  ar- 
tery and  result  in  an  emergency. 

Avulsion  of  the  tibial  spine  from 
hyperflexion  is  often  seen  in  the 
growing  child.  The  anterior  cruciate 
ligament,  instead  of  tearing,  actu- 
ally avulses  part  of  its  bony  attach- 
ment on  the  tibia.  If  the  posterior 
cruciate  ligament  is  torn,  the  leg  will 
drop  back  into  recurvatum  position. 

Palpation  is  very  important.  I feel 
around  the  knee  as  soon  as  pain  has 
subsided  enough  to  permit  it.  With 
incomplete  capsular  tears  due  to 
external  rotation  and  valgus  open- 
ing of  the  knee,  I can  often  tell  what 
has  been  damaged  and  where  the 
damage  occurred.  It  is  important  to 
distinguish  whether  the  tear  is  at  the 
joint  line,  at  the  femoral  attach- 
ment, or  at  the  tibial  attachment.  It 
is  also  important  to  determine  how 
much  instability  there  is.  The  best 
time  to  examine  the  acutely  injured 
knee  is  within  four  or  five  minutes 
after  the  injury. 

The  structures  most  commonly 
damaged  in  the  knee  are  medial. 
Gently  recreating  the  stress  with 
your  own  hands  will  test  the  integ- 
rity of  the  ligaments  about  the  knee. 
Always  compare  with  the  other 
knee  if  there  is  any  doubt. 

Check  the  knee  first  in  full  exten- 
sion to  determine  whether  the  pos- 
terior capsule,  the  posterior  oblique 
ligament,  and  the  cruciate  ligaments 
are  intact.  If  the  posteromedial  cap- 
sule is  intact,  the  knee  will  be  stable, 
but  a complete  tear  of  the  medial 


collateral  ligament  could  be  pres- 
ent. Next,  flex  the  knee  30  degrees, 
medially  and  laterally.  That  relaxes 
the  posterior  oblique  fibers;  if  the 
knee  is  loose  in  those  positions,  the 
instability  is  attributable  to  a tear  in 
the  medial  collateral  ligament. 

Flex  the  knee  90  degrees  or 
slightly  less  and  check  for  rotary  in- 
stabilities. Check  first  for  a positive 
drawer  sign  by  pulling  forward  and 
pushing  backward  on  the  tibia.  If 
the  tibia  moves  forward  on  the 
femoral  condyle,  the  anterior  liga- 
ment is  probably  incompetent. 
Check  again  for  a positive  drawer 
sign  with  the  leg  in  various  positions 
of  rotation,  because  the  various  ro- 
tary instabilities  will  allow  one  tibial 
condyle  to  come  forward  more  than 
the  other. 

Patellar  dislocations  can  result 
from  a direct  medial  blow  or  from  an 
indirect  force  when  the  leg  is  ex- 
ternally rotated,  the  knee  flexed, 
and  the  quadriceps  muscle  con- 
tracting. Patellar  dislocation  is  al- 
most always  an  injury  of  accelera- 
tion rather  than  deceleration. 

ANKLE 

There  are  two  types  of  ankle 
sprain:  inversion  and  eversion. 
Eversion  sprain  occurs  when  the 
foot  is  externally  rotated  and 
everted  forcefully.  It  takes  weeks  to 
heal  because  the  interosseous 
membrane,  the  deltoid  ligament  and 
the  anterior  tibiofibular  ligament 
have  been  torn.  A mild  inversion 
sprain  tears  the  anterior  talofibular 
ligament,  and  the  patient  should 
demonstrate  a positive  anterior 
subluxation  or  drawer  test:  By 
pushing  back  on  the  leg  and  pulling 
forward  on  the  foot,  with  the  foot  in 
slight  plantar  flexion,  you  should 
feel  the  talus  slipping  forward  from 
the  mortise.  If  the  force  is  sus- 
tained, the  calcaneofibular  ligament 
may  be  torn  as  well.  That  more  seri- 
ous injury  is  difficult  to  recognize  on 
the  sidelines,  and  stress  inversion 
roentgenograms  are  usually  re- 
quired. 

Because  you  must  differentiate 
fracture  separations  of  the  distal  ti- 
bial epiphysis  and  fractures  of  the 
ankle  from  ankle  sprains,  you 
should  palpate  the  ankle  immedi- 
ately after  the  injury.  If  the  ankle  is 
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not  deformed,  take  special  care  to 
palpate  over  bony  landmarks.  If 
areas  of  tenderness  lie  over 
ligamentous  structures  rather  than 
bone,  a sprain  rather  than  a fracture 
is  usually  present. 


FOOT 

Injuries  to  the  foot  are  most 
commonly  the  result  of  direct  con- 
tusions, as  when  the  foot  is  stepped 
on.  Sprains  through  the  midfoot  and 
the  longitudinal  arch  are  common 


but  dislocations  are  rare.  Occasion- 
ally, an  interphalangeal  joint  of  a toe 
can  become  dislocated;  palpation 
and  observation  of  the  foot  for  de- 
formity will  usually  lead  you  to  the 
diagnosis. 


Chest  and  Abdominal 
Trauma 


J.  Michael  Sterchi,  M.D. 

Assistant  Professor  of  Surgery,  Department  of 
Surgery,  Bowman  Gray  School  of  Medicine  of  Wake 
Forest  University,  Winston-Salem,  N.C.  27103 


INJURIES  OF  THE  CHEST 

Ribs  and  Overlying  Structures 

The  anterior  and  lateral  portions 
of  the  ribs  are  largely  subcutaneous; 
the  posterior  one-third  covered  by 
lumbar  muscles.  In  the  youth,  the 
ribs  are  amazingly  elastic  because 
of  the  shape  of  the  chest,  the  costal 
cartilages  and  the  structure  of  the 
ribs  themselves. 

Contusion;  Anteriorly,  contusion 
of  the  chest  wall  is  likely  to  be  to  the 
ribs;  posteriorly,  to  the  muscles, 
since  there  they  cushion  blows  to 
the  ribs.  If  periosteum  is  bruised, 
the  rib  itself  will  be  tender;  if  only 
skin  or  muscle  is  involved,  the  ten- 
derness will  be  more  superficial. 

Contusion  of  the  chest  wall  does 
not  often  require  extensive  treat- 
ment. If  the  player  is  to  continue  in 
competition,  particularly  in  a con- 
tact sport,  a protective  pad  may  be 
placed  over  bruises  to  prevent  ag- 
gravation or  reinjury.  Painful  con- 
tusions of  the  muscles  are  treated  as 
are  muscle  contusions  elsewhere. 

Contusions  of  the  male  breast, 
while  painful,  are  not  usually  seri- 
ous. Immature  breasts  in  girls  need 
no  particular  protection,  but  any 
injury  to  them  should  be  treated 
promptly  and  adequately:  cold  fol- 
lowed by  heat,  support  with  a 
binder  or  brassiere,  and  withdrawal 
from  competition  until  swelling  and 
inflammation  subside.  The  more 
mature  breast  should  be  protected 
by  an  adequate  support  during 
strenuous  athletic  activity. 

Strain:  A strain  is  much  more 
likely  to  involve  the  intercostal 
muscles  than  those  overlying  the 
ribs.  The  most  severe  problem  as- 


sociated with  such  strain  is  interfer- 
ence with  deep  breathing.  The  mus- 
cular activity  that  causes  pain 
should  be  restricted  by  strapping 
the  muscles  and  decreasing  activity 
that  requires  deep  breathing. 

Sprain,  Subluxation  and  Dislo- 
cation: During  athletic  participa- 
tion, compression  applied  to  the 
whole  thorax  is  usually  from  front  to 
back,  the  major  stress  being  applied 
to  the  widest  part  of  the  thoracic 
oval.  If  fracture  at  the  angle  of  the 
ribs  is  not  the  result,  sprain,  sublux- 
ation or  dislocation  of  the  attach- 
ments of  the  ribs  may  be.  Occasion- 
ally, the  vertebral  joints  are  injured. 

Symptoms  depend  upon  the  de- 
gree of  injury.  Treatment  consists  of 
relieving  discomfort  and  protecting 
the  injury.  Usually,  costochondral 
injury  is  severe  enough  to  bar  the 
player  from  participating  only  when 
it  requires  open  reduction;  partici- 
pation should  then  be  delayed  until 
the  union  is  secure. 

Fracture:  Rib  fractures  are  rela- 
tively common  in  athletics.  If  a 
player  feels  pain  at  the  site  of  a chest 
contusion  when  you  compress  his 
chest  from  front  to  back  by  placing 
one  hand  over  the  spine  and  one 
over  the  sternum,  the  rib  is  broken. 
However,  this  sign  is  not  significant 
when  such  pressure  is  applied  di- 
rectly over  the  bruise. 

Almost  all  rib  fractures  are 
uncomplicated,  but  occasionally 
complications  may  be  more  critical 
than  the  injury;  rupture  of  the  inter- 
nal mammary  artery  and  intercostal 
arteries  with  severe  bleeding, 
penetration  of  the  lung  causing 
pneumothorax,  and  laceration  of 
the  pericardium  have  all  been  re- 


ported. Any  player  with  subcutane- 
ous emphysema  following  rib  frac- 
ture should  be  hospitalized  until 
x-rays  rule  out  or  confirm  a serious 
condition  such  as  pneumothorax. 

Sternum 

Contusion:  Treatment  of  sternal 
bruises  by  application  of  cold  fol- 
lowed by  heat  and  protective  pad- 
ding is  usually  adequate. 

Fracture:  A sternal  fracture 
rarely  occurs  as  an  isolated  event 
but  is  usually  associated  with  other 
injuries  that  may  be  more  serious. 

INJURIES  OF  THE  ABDOMEN 

The  Abdominal  Wall 

Contusion  of  the  abdominal  wall 
is  not  usually  serious,  but  contusion 
over  the  iliac  crest  at  the  attachment 
of  the  abdominal  muscles,  fre- 
quently referred  to  as  a “hip 
pointer,”  may  beextremely  painful. 

Strain  of  the  abdominal  wall  mus- 
culature is  also  frequent.  The 
symptoms  of  musculotendinous 
injury  of  the  abdominal  wall  at  the 
ribs,  the  pubis,  or  the  iliac  crest, 
may  be  quite  prolonged  and  cause  a 
distressing  degree  of  disability.  No 
appliance  adequately  protects  the 
abdominal  wall  against  strain  and 
still  permits  competition,  so  con- 
tinued participation  should  be  lim- 
ited by  pain. 

The  Abdominal  Contents 

The  abdominal  contents,  unpro- 
tected by  a bony  shield  like  the 
thoracic  cage,  are  vulnerable  to  in- 
jury that  may  be  life-threatening. 
Evaluation  of  the  abdomen  follow- 
ing trauma  is  a knotty  problem;  the 
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| attending  physician  is  the  most  pro- 
| ficient  diagnostic  tool  available. 

History  and  Physical  Examina- 
tion: A detailed  description  of  the 
accident  should  be  obtained  when 
possible.  All  body  parts  and  organs 
must  be  examined  for  injuries,  and 
repeated  examinations  may  be  nec- 
essary. The  most  informative 
physical  signs  are: 

1.  Abdominal  rigidity  and  guard- 
ing. 

2.  Hypotension  that  responds 
only  briefly  to  1000  to  1500  ml  of 
crystalloid  solution. 

3.  Postural  hypotension. 

4.  Blood  in  the  vomitus,  stool,  or 
urine. 

5.  Pain  in  either  shoulder. 

6.  Fractures  of  the  lower  rib  cage, 
particularly  on  the  left  side. 

7.  Abdominal  contusions. 


8.  Nausea,  vomiting  and  absent 
peristalsis. 

Patients  who  are  suspected  of 
having  any  significant  intra- 
abdominal trauma  should  be  trans- 
ferred to  an  inpatient  facility  where 
a competent  general  surgical  evalu- 
ation can  be  made. 

For  the  athlete  whose  spleen  has 
been  significantly  injured,  certain 
guidelines  should  be  followed  be- 
fore he  is  allowed  to  return  to  com- 
petition. Splenic  injuries  sufficient 
to  require  surgery  usually  preclude 
further  participation  that  season.  If 
the  injury  occurred  early  in  the  sea- 
son, perhaps  the  player  having  had  a 
total  splenectomy  could  return  to 
play  near  the  end  of  the  season,  but 
the  player  having  had  a partial 
splenectomy  should  not,  because  he 
is  more  apt  to  have  complications  or 
reinjury. 


SUMMARY 

In  the  thorax  and  abdomen,  by  far 
the  most  significant  injuries  are  vis- 
ceral. When  abdominal  symptoms 
follow  a blow  or  violent  exercise, 
the  exact  injury  must  be  determined 
as  quickly  as  possible.  An  intraab- 
dominal injury  is  an  acute  surgical 
emergency.  The  team  physician 
who  is  not  a general  surgeon  pre- 
pared to  handle  the  extremely  com- 
plicated situations  that  may  arise 
from  these  injuries  should  not  pro- 
long watchful  waiting.  If  he  sus- 
pects a visceral  injury,  he  should 
transfer  the  patient  immediately  to 
the  care  of  a physician  capable  of 
providing  definitive  treatment.  The 
rare  visceral  injuries  that  occur 
during  sports  may  be  fatal,  but  such 
a disaster  is  usually  avoidable. 


The  Medical  Responsibilities  of 
the  Athletic  Trainer 


A1  Proctor,  Ph.D, 

Director,  Sports  Medicine  Division, 

North  Carolina  Department  of  Public  Instruction, 
Raleigh,  North  Carolina 


Ideally,  the  athletic  trainer  would 
never  be  required  to  assume  the  re- 
sponsibilities suggested  by  the  title 
of  this  paper.  Yet,  because  not  all 
high  schools  can  have  a physician  at 
every  practice  and  every  game,  it  is 
often  the  trainer  who  must  evaluate 
physical  trauma  in  the  student 
athlete. 

The  Sports  Medicine  Division  of 
the  North  Carolina  Department  of 
Public  Instruction  offers  instruction 
in  evaluating  injuries  in  courses 
provided  across  the  state.  The 
teacher/trainers  are  taught  to  be 
thorough  in  that  evaluation,  since  a 
physician  may  not  examine  the  stu- 
dent until  12  to  24  hours  later. 

IMMEDIATE  EVALUATION 


sequences,  and  to  ensure  the  ad- 
vantages of  early  treatment. 

The  post-injury  evaluation  should 
be  done  immediately,  since  it  does 
not  take  long  for  bleeding  and 
swelling  to  occur  and  disguise  rele- 
vant signs.  The  immediate  ex- 
amination may  take  place  on  the 
playing  field,  on  the  sidelines,  in  the 
locker  room,  or  in  the  training 
room,  but  it  must  be  thorough.  Not 
only  the  early  signs  and  symptoms 
but  also  the  history  and  mechanism 
of  the  injury  are  of  value.  The  player 
with  a head  injury  or  any  degree  of 
loss  of  consciousness  or  awareness 
must  be  referred  to  the  team  physi- 
cian immediately. 

NEXT-DAY  EVALUATION 


age  the  team  physician  to  be  on 
hand  or  at  least  to  be  “on  call”  for 
these  Saturday  morning  sessions. 

The  trainer’s  evaluation  at  this 
point  is  just  as  crucial  as  the  one 
done  immediately  after  the  injury. 
He  must  be  as  thorough  as  possible 
in  recording  the  mechanism  of  in- 
jury, the  immediate  treatment,  and 
what  has  happened  since.  Was 
pressure  applied?  Was  ice  used?  If 
so,  to  what  extent  ? Was  the  athlete 
on  his  feet  at  a dance  following  the 
game?  Was  he  in  bed  with  his  in- 
jured leg  elevated?  All  of  those  fac- 
tors directly  affect  the  amount  of 
bleeding,  swelling,  and  general  dis- 
comfort present  on  the  day  after  in- 
jury, and  all  must  be  considered  for 
proper  evaluation  of  the  injury. 

In  addition  to  reporting  for  ex- 
amination, the  athletes  should 
“work  out”  lightly  the  morning 
after  a game.  That  “work-out”  can 
provide  valuable  clues  to  the  extent 
of  an  athlete’s  injury. 

If  the  athlete  has  made  every  ef- 
fort to  prevent  swelling  overnight. 


The  excitement  of  a game,  espe- 
cially at  victory,  often  disguises  the 
seriousness  of  an  injury.  The  ath- 
letic trainer  must  develop  a sense  of 
responsibility  in  the  players,  en- 
couraging them  to  report  all  in- 
juries, regardless  of  how  minor,  in 
order  to  prevent  more  severe  con- 


The trainer  should  examine  all 
players  who  participated  in  the 
game  as  early  as  possible  the  next 
day.  Since  most  high  school  games 
are  played  Friday  night,  that  means 
that  the  players  should  report 
Saturday  morning  to  the  trainer. 
The  athletic  trainer  should  encour- 
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yet  it  has  occurred,  the  trainer  must 
refer  the  athlete  to  the  team  physi- 
cian. If,  on  the  other  hand,  swelling 
is  absent  and  only  stiffness  has  re- 
sulted — stiffness  that  is  eliminated 
by  the  light  “work-out”  — the 
trainer  is  probably  safe  in  not  refer- 
ring the  athlete. 

RETURN-TO-PAR  TICIFATION 
EVALUATION 

The  athletic  trainer  should  never 
have  the  sole  responsibility  of  de- 
ciding whether  an  athlete  is  ready  to 
return  to  participation  after  an  in- 
jury. That  decision  should  be  made 
by  the  team  physician,  supported  by 
the  other  members  of  the  sports 
medicine  team.  However,  the  ath- 
letic trainer  must  know  rehabilita- 
tive techniques,  so  that  he  can  tell 
the  team  physician  how  well  the 
athlete  has  responded  to  therapy. 

While  each  injury  must  be  con- 
sidered individually,  certain  basic 
principles  apply  to  the  evaluation  of 
any  injury  to  determine  whether  an 
athlete  is  ready  to  return  to  compe- 
tition. The  first  is  the  absence  of 
pain.  The  differentiation  between 
pain  and  discomfort  is  slight.  A 
mature  athlete  may  be  able  to  make 
that  differentiation,  while  a less 


mature  athlete  may  not.  It  is  always 
better  to  err  conservatively:  as  long 
as  the  trainer  has  any  doubt  about 
pain  following  injury,  he  should  bar 
that  player  from  practice  or  compe- 
tition. 

The  second  is  that  full  range  of 
motion  (ROM)  should  be  assured.  If 
ROM  is  restricted,  the  athlete’s 
performance  is  likely  to  be  im- 
paired. Subsequently,  to  permit  him 
to  play  would  be  to  his  and  to  his 
team's  detriment. 

The  third  is  return  of  function. 
determined  by  functional  testing. 
The  athlete  must  be  able  to  perform 
the  acts  required  of  the  position 
played.  These  steps  are  helpful:  (I) 
if  walking  can  be  done  successfully 
(i.e.,  without  limping),  try  jogging; 
(2)  if  jogging  is  successful,  try 
sprinting;  (3)  if  sprinting  is  suc- 
cessful try  “cutting”  (running  later- 
ally); (4)  if  “cutting”  is  successful, 
let  the  athlete  participate. 

Functional  testing  requires  close 
scrutiny  by  the  athletic  trainer  and 
the  coach.  By  observing  together, 
they  will  present  less  biased  infor- 
mation to  the  team  physician,  who 
must  always  make  the  final  deci- 
sion. 


NOTE  ON  HEAD  INJURIES 

Head  injuries  always  require  the 
attention  of  a physician,  who  should 
call  a specialist  if  needed.  The  ath- 
letic trainer  should  never  assume 
the  sole  responsibility  for  evaluat- 
ing a head  injury.  A record  should 
be  kept  on  all  head  injuries  and 
should  include  the  date  of  the  inci- 
dent, degree  of  loss  of  conscious- 
ness, pupillary  signs,  eye  move- 
ments, pulse  rate  and  blood 
pressure,  respiratory  changes,  and 
other  abnormalities  associated  with 
the  injury.  That  record  should  be  in 
the  training  room  as  well  as  in  the 
team  physician’s  office. 

A player  who  has  been  uncon- 
scious at  all  should  always  have  the 
approval  of  a physician  before  re- 
turning to  competition.  No  practice 
should  be  permitted  until  all  as- 
sociated signs  and  symptoms  have 
disappeared,  and  no  contact  sports 
should  be  permitted  for  at  least  one 
week  after  that.  Neither  the  athletic 
trainer  nor  the  coach  should  make 
those  decisions.  Rather,  complete 
and  total  evaluation  must  be  made 
by  a physician  and  the  final  decision 
on  the  athlete’s  readiness  to  return 
to  competition  must  be  made  by  that 
physician. 


Orthopaedic  Considerations 
Before  an  Injured  Athlete 
Can  Return  to  Competition 


Frank  W.  Clippinger,  Jr.,  M.D. 

Professor  of  Orthopaedic  Surgery,  Duke  University 
Medical  Center,  Durham,  N.C. 


For  the  most  part,  the  athletes 
who  concern  us  here  are  young, 
healthy  kids  who  have  the  potential 
for  getting  hurt  during  competition, 
who  do  get  hurt,  and  who  want  to 
return  to  play  as  quickly  as  possible. 
We  are  the  men  who  try  to  see  that 
they  are  in  good  physical  shape  be- 
fore a game,  who  take  them  out  of 
the  game  when  they  do  get  hurt,  and 
who  decide  when  they  can  go  back 
to  playing.  The  relationship  be- 
tween the  two  groups  can  be  both 
frustrating  and  satisfying. 

There  are  three  phases  in  that  re- 
lationship. The  preventive  phase 
has  been  covered  well  here,  except 


for  one  point  — equipment.  The 
physician  should  know  what  each 
piece  of  equipment  is  supposed  to 
protect,  how  it  protects,  how  safe  it 
is,  and  how  effective  it  is.  A few 
years  ago  I found  that  all  the  hel- 
mets worn  by  the  Durham  High 
School  football  team  had  face 
masks  held  on  with  screws  or  bolts 
that  had  unpadded  % inch  square 
nuts  on  the  inside  of  the  helmet.  Can 
you  imagine  the  cuts  those  nuts 
could  have  made  on  a player’s  face? 
So,  look  at  the  equipment  and  raise 
a fuss  if  you  think  it  is  unsafe  or 
inadequate.  That  is  part  of  your  job. 

The  “glamor”  phase  is  operative 


repair.  While  that  is  where  the 
money,  the  publicity,  and  the  satis- 
faction of  being  a skilled  orthopedic 
surgeon  lie,  that  isn't  what  this  talk 
is  about.  This  talk  is  about  the  third 
and  most  boring  phase  of  sports 
medicine  — rehabilitation. 

Rehabilitation  has  not  been  em- 
phasized here  so  far;  yet,  despite  its 
lack  of  glamor,  rehabilitation  de- 
termines whether  an  athlete  returns 
to  competition,  when  he  returns, 
how  good  he  will  be,  whether  he  is 
going  to  be  injured  again,  and 
whether  his  injury  will  affect  his 
health  and  activities  for  the  rest  of 
his  life.  Rehabilitation  sounds  less 
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boring  when  considered  in  that 
light.  To  carry  it  out  correctly,  fol- 
; low  these  six  principles  and  obey 
“Clippinger's  Law.” 

Principle  #1 . E very  sport  is  based 
on  the  interaction  of  three  factors  — 
strength,  agility,  and  endurance, 
the  proportions  depending  on  the 
sport.  For  instance,  distance  run- 
ning requires  little  strength  or  agil- 
ity, but  it  is  repetitive  activity  that 
demands  tremendous  endurance. 
Baseball  is  a hand-eye  coordination 
sport,  requiring  agility  but  not  great 
strength  or  endurance.  Basketball 
requires  endurance  and  agility,  as 
do  sports  such  as  soccer  and 
hockey.  Field  sports  — throwing, 
jumping,  etc.  — demand  strength 
and  agility,  but  not  a lot  of  endur- 
ance. Wrestling  and  swimming 
probably  require  about  equal  parts 
of  all  three;  both  strength  and  agility 
are  dependent  on  endurance.  So,  in 
reconditioning  the  injured  athlete, 
we  must  take  those  into  account, 
relating  them  to  the  location  and 
extent  of  injury. 

Principle  #2.  Tissues  heal  at 
certain  rates,  and  while  we  can  not 
increase  heeding  we  can  slow  it 
down  — a problem  when  the  star  is 
injured  and  coaches,  fans,  players 
and  alumni  are  convinced  that  the 
team  can't  win  unless  he  plays.  All 
need  to  be  reminded  that  the  quality 
of  the  play  of  the  star  athlete  hurt  is 
rarely  as  good  as  that  of  the  number 
two  player  whole.  The  injured 
player  can  not  perform  as  well  re- 
gardless of  how  much  he  wants  to  or 
we  want  him  to.  Too  much  admira- 
tion has  been  shown  for  the  player 
who  knows  he  has  broken  some  ribs 
in  the  first  quarter  of  a game  and 
doesn't  say  anything  about  it  until 
after  the  game.  That  player  is  not  a 
hero;  he  is  dumb,  and  he  could  have 
caused  himself  a more  serious  in- 
jury and  his  team  the  loss  of  the 
game. 

Bone  heals  by  forming  callus  at 
certain  rates;  about  10  to  14  weeks 
in  teenagers,  perhaps  10  weeks  in 
younger  children.  The  star  quarter- 
back who  has  an  AO®  compression 
plate  put  on  a broken  radius  and 
plays  in  the  next  week’s  game  is 
playing  with  an  immobilized  radius 
but  not  with  a healed  one.  He  is  in 
considerable  jeopardy  because  the 


plate  changes  the  modulus  of  elas- 
ticity of  adjacent  bone,  and  if  the 
screws  don’t  pull  out,  a stress  riser 
may  develop  at  the  end  of  the  plate. 

A dislocation  and  a major  sprain 
are  similar:  they  are  soft  tissue  in- 
juries in  which  something  has  been 
torn.  Soft  tissue  heals  by  forming 
scar  tissue,  again  at  a certain  rate. 
Even  after  the  scar  tissue  has 
formed,  it  continues  changing  for 
six  or  eight  months.  Whether  a 
player  can  return  to  competition 
before  healing  is  complete  depends 
upon  how  well  we  can  protect  the 
sprain  — how  well  we  can  substitute 
for  the  damaged  ligament.  That  is 
fairly  easy  for  a thumb  or  an  ankle, 
but  extremely  difficult  for  a knee 
because  of  the  long  levers  on  both 
sides  of  that  joint. 

What  sport  is  played  also  affects 
how  soon  an  athlete  can  return  to 
competition.  With  a sprained 
thumb,  a basketball  player  may  be 
out  of  action  until  the  sprain  has 
healed,  a shortstop  is  certainly  on 
the  bench,  but  a runner  can  compete 
the  next  day. 

With  any  part  of  the  body  im- 
mobilized, agility,  strength  and  en- 
durance of  the  relevant  muscles  di- 
minish. For  a trained  athlete,  initial 
loss  of  muscle  tone  is  fairly  rapid. 
Thus,  restoration  of  strength  after 
healing  will  take  time. 

Principle  #3:  The  strengthening 
part  of  rehabilitation  can  be 
speeded  up,  even  though  the  heal- 
ing part  can  not.  Little  was  done 
about  rehabilitation  of  athletes  until 
1945,  when  DeLorme1  described 
progressive  resistive  exercises 
based  on  the  old  notion  that  if  you 
lift  the  same  calf  every  day,  eventu- 
ally you  can  lift  a cow.  If  a muscle  is 
consistently  made  to  do  more  work, 
it  can  do  more  work.  Progressive 
resistive  exercises  utilize  weight 
lifting,  which  can  be  done  as  well 
with  a rope  and  bricks  as  it  can  with 
fancy  machines. 

Building  bulk  alone,  however,  is 
not  rehabilitation;  the  injured  part 
must  be  restored  to  function  as  well. 
Some  of  us  can  remember  the  old 
advertisements  for  Charles  Atlas’s 
Dynamic  Tension  course.  Dynamic 
Tension  was  nothing  more  than 
isometric  exercise  that  pitted  a 
group  of  muscles  against  its  an- 


tagonist. That  built  bulk,  so  that  the 
graduate  of  the  Charles  Atlas  course 
could  throw  a rope  around  the  cow 
catcher  of  a locomotive  and  drag  it 
down  the  track,  but  he  couldn’t  tie 
his  shoes.  There  was  power  in  his 
bulk,  but  no  agility  and  no  endur- 
ance. 

Isometric  exercise  can  be  done  in 
casts  without  moving  joints  to 
maintain  muscle  strength,  but  it  is 
not  the  total  answer  to  rehabilita- 
tion. It  must  be  complemented  by 
motion,  whether  called  kinetic, 
isokinetic,  concentric,  or  eccentric. 
Remember  that  work  equals  force 
times  distance,  which  implies  that 
something  moves.  We  now  realize 
the  importance  of  full  range  of  mo- 
tion (ROM)  exercises.  However, 
since  full  ROM  exercises  require 
stretching,  they  should  not  be 
started  until  an  injured  tissue  can  be 
safely  taken  through  a full  ROM. 

Principle  #4.  A bruise  can  be  a 
significant  injury.  Most  coaches  see 
a bruise  as  just  a bruise,  but  a bruise 
can  be  a charleyhorse:  an  intramus- 
cular hematoma.  In  football,  char- 
leyhorses  occur  most  commonly  in 
the  biceps  and  the  quadriceps,  and 
they  can  produce  significant  long- 
time disability  by  causing  myositis 
ossificans.  Unfortunately,  the  mus- 
cle looks  normal,  and  the  player  is 
limited  only  by  pain  and  some  stiff- 
ness. One’s  inclination  is  to  stretch 
the  muscle,  but  that  makes  the 
charleyhorse  dangerous  because  it 
stimulates  bone  metaplasia.  (Heat 
makes  it  worse  also,  and  for  the 
same  reason.) 

Therefore,  the  football  player 
with,  for  example,  a severe  char- 
leyhorse of  the  thigh  is  probably 
going  to  be  out  for  the  rest  of  the 
season,  which  coaching  staffs  find 
difficult  to  accept.  With  a less  se- 
vere charleyhorse,  the  player  may 
return  before  the  season  is  over.  If 
he  has  no  pain,  good  strength  and 
coordination,  and  full  ROM,  he  can 
take  Dr.  Proctor's  steps:  walking, 
jogging,  running  and  cutting.  If  he 
does  those  in  turn  without  limping, 
he  can  play  to  the  limits  of  his  en- 
durance. At  that  point  he  should 
stop  playing  in  that  game,  because 
muscle  fatigue  leads  to  decreased 
agility.  The  ability  to  use  a muscle 
automatically  on  split-second 
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command  disappears,  the  player 
becomes  clumsy,  and  the  clumsy 
player  gets  hurt.  So,  to  prevent 
reinjury,  take  a tired  player  out  of 
the  game. 

Principle  #5.  We  can,  with  care- 
ful judgment , often  let  a player 
return  to  action  hej'ore  complete 
healing  has  taken  place  if  we  can 
protect  the  injury.  We  can  pad  a 
sore  spot;  we  can  splint  a finger  on  a 
runner  or  an  interior  lineman;  and 
we  can  sometimes  splint  a finger  on 
a pass  receiver,  if  it  is  the  proper 
finger  and  we  splint  it  to  the  fingers 
next  to  it;  we  can  put  soft  casts  on 
some  chronic  navicular  fractures 
because  they  rarely  heal  without 
surgery  and  there  is  no  hurry  to  op- 
erate; and  we  can  put  restrainers  on 
some  shoulders  to  prevent  players 


from  moving  them  through  full 
ROM. 

We  can  also  inject  the  painful  area 
with  a local  anesthetic,  but  we 
shouldn't  because  it  has  no  place  in 
school  athletics.  Injections  for  pain 
allow  the  player  to  overstrain  an  al- 
ready damaged  bone,  muscle  or 
tendon.  Such  injections  are  com- 
mon in  professional  competition. 
The  professional  athlete  who  makes 
his  living  with  his  sport  has  a limited 
career  and,  as  an  adult,  is  consid- 
ered capable  of  deciding  whether 
his  health  is  worth  jeopardizing.  A 
school  child  cannot  make  such  a de- 
cision. No  syringes!  No  injections! 

The  first  five  principles  of  re- 
habilitation are: 

1)  Sports  competition  is  a combi- 
nation of  strength,  agility  and  en- 


durance: calibrate  the  injury  to  the 
sport. 

2)  Healing  takes  place  at  a certain 
rate  and  cannot  be  speeded  up. 

3)  Restoration  of  strength,  endur- 
ance and  agility  can  be  speeded  up 
with  appropriate  exercises. 

4)  Never  underestimate  the  seri- 
ousness of  a bruise. 

5)  The  player  can  get  back  into 
action  earlier  if  the  injury  can  be 
protected  adequately. 

The  sixth  principle  leads  to  Clip- 
pinger’s  Law. 

Principle  #6.  When  dealing  with 
school-age  athletes,  he  conserva- 
tive. The  Law;  “The  best  way  to 
keep  from  being  a turkey  is  to  be  a 
chicken.” 

References 

1.  DeLorme  TL:  Restoration  of  muscle  power  by  heavy- 

resistance  exercises.  J Bone  Joint  Surg  27:645-667,  1945. 


Moderator:  George  D.  Rovere,  M.D. 
Discussants:  Michael  R.  Lawless,  M.D. 

Joseph  L.  Dewalt,  M.D. 

i-v  I ~r  ii  ■ • J.  M.  McWhorter,  M.D. 

Round  Table  Discussion  imi  m.  Boy<i,  jr.,  m.d. 

Frank  H.  Bassett  III,  M.D. 

J.  Michael  Sterchi,  M.D. 

A1  Proctor,  Ph.D. 

Frank  W.  Clippinger,  Jr.,  M.D. 


Dr.  Rovere:  Dr.  Sterchi,  when 
you  examine  a boy  who  has  a 
hydrocele  or  a varicocele,  do  you 
allow  sports  or  refer  him  for  treat- 
ment. 

Dr.  J.  Michael  Sterchi:  A hydro- 
cele often  heralds  a hernia,  so  I ex- 
amine the  child  for  that.  My  inclina- 
tion is  to  restrict  his  participation  to 
noncontact  sports.  If  he  insists  on 
playing  a contact  sport,  I recom- 
mend that  he  have  the  defect  re- 
paired. 

Dr.  Rovere:  If  you  find  a hernia  a 
week  before  the  season  opens, 
would  you  let  the  boy  play  that  sea- 
son before  having  the  hernia  fixed? 

Dr.  Sterchi:  We  must  look  at  that 
problem  from  two  points  of  view: 
the  boy’s  health  and  the  medico- 
legal aspect.  If  his  abdominal  wall 
has  a defect,  he  risks  enlarging  that 
defect  or  incarcerating  the  bowel 
whenever  he  participates  in  a 
strenuous  contact  sport.  It  is  your 
responsibility  to  convince  the  prin- 
cipals and  coaches  that  avoiding 


that  risk  should  take  precedence.  If 
you  clear  the  boy  for  sports  partici- 
pation that  may  aggravate  a known 
condition,  then  you  may  be  liable 
for  problems  that  he  develops.  I 
would  recommend  that  the  hernia 
be  fixed  before  the  boy  participated 
in  any  vigorous  sport. 

Dr.  Rovere:  Dr.  Lawless,  which 
sports  are  safest  and  which  most 
dangerous  for  the  child  with  a his- 
tory of  asthma? 

Dr.  Michael  R.  Lawless  (De- 
partment of  Pediatrics,  Bowman 
Gray  School  of  Medicine  of  Wake 
Forest  University,  Winston-Salem, 
N.C.):  Footbali,  basketball  and 
baseball  are  pretty  well  tolerated  by 
asthmatic  children  because  they 
have  pauses  when  the  students  can 
get  their  breath.  Swimming  and 
track  are  more  difficult  because 
tremendous  reserves  of  air  are  re- 
quired. Tolerance  is  probably  re- 
lated to  the  severity  of  the  child’s 
disease. 

Dr.  Rovere:  Dr.  Clippinger, 


should  the  team  physician  go  out  on 
the  field  as  soon  as  a player  is  down? 

Dr.  Frank  Clippinger:  You  must 
walk  a fine  line  between  reassuring 
and  disturbing  spectators,  parents, 
coaches,  other  athletes  and  your- 
self. It  is  bad  form  to  go  barrelling 
out  on  the  field  every  time  a player 
falls  down,  but  if  the  injury  looks 
significant,  I do  go  out.  If  the  injury 
looks  “ordinary,”  I let  the  coach  or 
the  trainer  go  out  first.  Each  inci- 
dent is  a judgment  call.  If  the  player 
can  get  off  the  field  safely  under  his 
own  steam,  fine.  However,  if  there 
is  any  question  about  how  quickly 
the  player  needs  your  attention,  go 
out  immediately  and  take  care  of 
him. 

Dr.  Rovere:  Dr.  McWhorter, 
what  is  being  done  to  prevent  neck 
and  head  injuries  in  football  games? 
Are  the  helmets  better  padded  or 
structured  inside?  Does  the  foam 
collar  on  shoulder  pads  help?  Were 
the  dental  injuries  that  took  place 
before  face  masks  were  worn  of 
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such  magnitude  that  they  were 
worse  than  the  disadvantages  of  the 
masks  themselves? 

Dr.  J.  M.  McWhorter:  First,  as  to 
prevention  of  neck  and  head  in- 
juries. As  I mentioned,  helmet 
manufacturers  have  begun  to  make 
major  changes  in  helmet  design. 
From  1940  to  the  late  1960s,  their 
testing  procedures  were  the  same. 
They  made  a prototype  helmet,  put 
inside  the  helmet  a form  equal  to  the 
mass  of  the  decapitated  human 
head,  and  dropped  the  helmet  and 
form  on  the  ground  until  the  helmet 
failed.  Usually,  they  designed  the 
helmet  to  sustain  a pressure  of 
about  75  foot-pounds.  That  is  not 
the  most  precise  way  to  test  the 
safety  of  a helmet,  since  it  does  not 
show  what  is  happening  to  the  brain 
inside  the  skull  inside  the  helmet. 

Are  helmets  better  structured  in- 
side? Yes,  they  are,  and  much  bet- 
ter than  they  were  as  recently  as  10 
years  ago.  Some  of  the  newer  hel- 
mets are  padded  with  water  poc- 
kets, air  spaces,  or  synthetic  mate- 
rials, and  we  hope  they  will  fit  more 
accurately  and  thus  more  evenly 
sustain  and  distribute  the  forces  of  a 
blow  to  the  head. 

The  foam  collar  on  shoulder  pads 
does  help  prevent  injury,  just  as 
anything  that  limits  the  flexion  and 
extension  of  the  cervical  spine 
helps.  Unfortunately,  the  only 
player  who  uses  a collar  is  the  one 
who  already  has  had  a neck  injury. 
To  have  every  player  wear  one 
prophylactically  is  expensive.  As 
for  the  kid  with  a sore  neck  — every 
player  on  the  team  is  going  to  have  a 
sore  neck  sometime  during  the  sea- 
son. Are  you  going  to  put  a collar  on 
every  player?  I think  that  we  should 
rule  out  underlying  bony  injury  that 
might  be  causing  neck  pain,  put  the 
player’s  neck  in  restraint,  and  let 
him  play  or  keep  him  on  the 
sidelines,  depending  on  how  pain 
responds  to  restriction  of  motion.  If 
a sore  neck  recurs,  the  condition 
needs  more  thorough  evaluation, 
even  referral. 

About  dental  injuries  that  took 
place  before  face  masks,  I think  the 
major  dental  injuries  occurred  be- 
fore mouthpieces  were  developed. 
When  face  masks  became  manda- 


tory, dental  injuries  became  less 
serious. 

The  face  mask  acts  as  a lever  and, 
with  the  numerous  blocking  tech- 
niques that  are  now  considered 
legal,  has  been  the  cause  of  cervical 
spine  injuries.  So  many  law  suits 
have  been  filed  against  the  helmet 
manufacturers  that  they  are  insist- 
ing that  helmets  should  be  fitted 
with  appliances  for  dental  protec- 
tion, rather  than  with  face  masks. 

Facial  injuries  or  some  teeth 
knocked  out  are  relatively  minor 
problems  compared  to  the  perma- 
nent quadriplegia  that  may  result 
from  cervical  spine  injury. 

Dr.  Clippinger:  One  purpose  of  a 
helmet  is  to  distribute  the  force  of  a 
blow  over  a larger  surface  area  than 
without  the  helmet.  It  does  not  alter 
deceleration,  acceleration  or  mo- 
mentum. The  momentum  is  still 
there,  and  it  has  to  be  absorbed 
somewhere.  A blow  on  the  top  of  a 
player’s  head  is  transmitted  down- 
ward, and  the  result  is  often  neck 
injury.  Limiting  motion  of  the  head 
and  neck  limits  agility  as  well.  The 
best  limiter  of  motion  was  medieval 
armor.  But  remember:  The  fellow 
wearing  armor  was  worn  out  by  the 
time  he  had  walked  200  yards,  and 
he  had  to  be  hoisted  on  his  horse 
with  a derrick.  He  had  good  protec- 
tive equipment,  but  he  couldn’t 
have  played  football  in  it. 

The  purpose  of  the  face  mask  is  to 
divert  sharp  objects  and  blows  from 
the  face.  There  is  no  question  that 
protection  of  the  mouth  has  de- 
creased the  number  of  dental  in- 
juries. Compare  the  grins  of  the 
Harvard  football  team  of  1920  with 
those  of  today’s  athletes  and  you 
will  realize  that  today’s  kids  are  not 
that  way  because  they  wear  den- 
tures. They  keep  their  teeth  because 
they  use  mouthpieces  and  face 
masks.  The  design,  not  the  purpose, 
of  the  face  mask  is  at  fault.  The 
usual  face  mask  today  sticks  out 
some  six  inches  in  front  of  the  face 
and  makes  a lever  that  can  scrub  on 
the  ground  and  roll  back  the 
athlete’s  head.  The  face  masks  of 
the  baseball  catcher,  the  fencer  and 
the  hockey  goalie  serve  the  pur- 
poses for  which  they  were  designed, 
and  not  one  of  them  is  as  dangerous 


as  the  face  mask  that  a football 
player  wears. 

Dr.  Rovere:  Dr.  Boyd,  could  you 
describe  the  types  of  casts  and 
splint  materials  that  are  permissible 
on  high  school  and  college  football 
fields  and  basketball  courts? 

Dr.  Basil  M.  Boyd:  The  soft  cast 
designed  by  Frank  Bassett  at  Duke 
is  probably  the  only  cast  that  is  ac- 
tually allowable  in  4-A  high  school 
and  NCAA  football.  I do  not  think 
that  there  are  any  “legal”  restric- 
tions in  basketball,  particularly  in 
high  school,  on  what  an  athlete  can 
wear  and  still  play,  but  most  casts 
and  splints  limit  ability.  The  Lenox 
Hill  knee  brace  can  be  worn  on  the 
basketball  court,  but  not  in  high 
school  or  NCAA  football  games. 
Anything  that  has  metal  or  hard 
plaster  in  it,  even  if  it  is  padded,  is 
not  supposed  to  be  worn  during  high 
school  football  play.  In  college 
sports,  a lot  of  things  are  done  that 
cannot  be  done  in  high  school 
sports. 

Dr.  Frank  Bassett:  The  soft  cast 
is  used  primarily  for  fractures  of  the 
metacarpals,  the  navicular,  and  un- 
displaced fractures  about  the  wrist. 
A description  of  how  the  cast  is 
made  will  soon  be  published.1 

Some  officials  allow  some 
forearm  splints  other  than  the  soft 
cast.  Legally,  however,  the  soft  cast 
is  the  only  splint  allowed  in  high 
school  basketball  and  football.  Pad- 
ding plaster  casts  with  foam  rubber 
has  been  tried,  but  no  amount  of 
foam  rubber  on  the  outside  of  a 
plaster  cast  makes  it  legal. 

Dr.  Rovere:  Dr.  DeWalt,  could 
you  correlate  scrimmages  or  prac- 
tice with  heat  and  humidity?  You 
could  start  by  giving  us  the  military 
guidelines. 

Dr.  Joseph  L.  DeWalt  (Sports 
Medicine  Division,  University  of 
North  Carolina,  Chapel  Hill):  We 
personally  do  not  follow  the  military 
guidelines,  but  they  are  well  worth 
stating. 

The  heat  index  is  a combination 
of  heat  and  humidity.  With  a ther- 
mometer, take  a black  bulb  reading 
to  measure  the  radiant  effect  from 
the  heat  of  the  sun  and  the  temper- 
ature of  the  dry  bulb.  Then,  with 
another  thermometer,  take  a wet 
bulb  reading.  The  heat  index  is  the 
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sum  of  30 % of  the  radiant  and  dry 
bulb  temperature  and  70%  of  the 
wet  bulb  temperature.  The  Marine 
Corps  guidelines:  physical  activities 
need  not  be  curtailed  if  the  heat 
index  is  less  than  85;  between  85  and 
87.9,  recruits  in  the  first  four  weeks 
of  training  should  curtail  activities; 
from  88  to  89.9,  only  recruits  in  the 
last  four  weeks  of  training  should 
undergo  strenuous  activities;  and  at 
90,  no  one  should  exercise.  The 
Marine  Corps  has  materially  re- 
duced the  death  rate  from  heat 
stroke  by  following  such  a program. 

Because  players  become  accli- 
matized, they  will  be  handicapped 
when  they  play  under  hot  and  humid 
conditions  unless  they  have  prac- 
ticed under  the  same  conditions.  In 
high  school  football,  where  night 
games  are  the  rule,  practices  could 
be  in  the  morning  or  at  night.  In 
college,  however,  players  have  to 
practice  in  the  afternoon,  regardless 
of  the  conditions,  but  we  do  modify 
our  type  of  practice:  In  the  hottest 
conditions  we  do  a lot  of  scrim- 
maging. Here,  there  are  22  boys 
practicing;  a kid  scrimmages  for  10 
minutes,  rests  for  20  minutes.  On 
that  schedule,  we  had  no  serious 
heat-related  problems  last  year. 

Dr.  Rovere:  Dr.  Proctor,  is  there 
a registry  in  North  Carolina  for  sig- 
nificant injuries  occurring  in  the 
public  schools  in  North  Carolina? 
How  many  schools  have  trainers 
and  how  can  we  get  more? 

Dr.  Al  Proctor:  First,  there  is  no 
mandatory  state  registry  for  injuries 
or  injury  reporting,  but  we  have  set 
up  a voluntary  one. 

Second,  we  have  only  six  cer- 
tified athletic  trainers  in  the  state 
and  about  88  teacher/athletic  train- 
ers with  some  qualifications.  Those 
88  do  not  coach  during  the  football 
season.  Another  I I 1 teacher/ 
athletic  trainers  are  considered  by 
their  principals  to  have  responsibil- 
ity for  the  athletic  injuries  and  are 
also  football  coaches  for  their 
schools.  We  are  moving  to  eliminate 
the  responsibilities  of  coaching  and 
we  think  that  the  teacher/trainer 
program  is  the  best  solution  to  the 
problem. 

Dr.  Rovere:  Dr.  Bassett,  could 
you  say  a few  words  about  players 
with  acute  ankle  sprains  treated  on 


the  sidelines?  Which  do  you  let  go 
back  in,  which  do  you  keep  out,  and 
what  do  you  do  to  get  them  back  in 
the  game  if  you  think  the  injury  is 
not  too  serious? 

Dr.  Bassett:  When  a player  has  an 
acute  ankle  sprain,  it  is  important  to 
know  whether  that  is  his  first  sprain. 
Your  decision  about  letting  him  re- 
turn may  well  be  based  on  whether 
your  physical  examination  had 
shown  that  he  had  a persistent  an- 
terior drawer  sign,  laxity  of  the 
ankle,  etc.  At  Duke,  we  always  find 
many  more  unstable  ankles  than  we 
do  knees:  Each  year,  we  find  about 
10%  of  players  to  have  a positive 
drawer  sign.  A chronically  unstable 
ankle  may  be  painless  and  function 
well,  but  it  must  be  remembered 
when  you  are  assessing  ankle  injury 
on  the  sidelines. 

When  a player  comes  out  of  a 
game  with  injury  of  a wrapped 
ankle,  we  remove  the  wrap  so  that 
we  can  do  an  adequate  examination. 
We  palpate  the  foot,  delineate  the 
areas  of  tenderness,  and  do  a 
drawer  test.  If  the  ankle  is  stable, 
the  player  has  most  likely  sustained 
an  incomplete  ligamentous  tear; 
whether  he  can  return  to  play  de- 
pends on  how  much  pain  he  has.  We 
rewrap  the  ankle  and  have  the 
player  work  out  on  the  sidelines.  If 
the  ankle  is  not  too  painful  and  he 
can  function  on  it,  we  let  him  go 
back. 

If,  however,  the  drawer  sign  is 
positive  and  our  records  show  that 
the  ankle  was  stable  earlier,  the 
player  has,  at  the  least,  torn  the  an- 
terior talofibular  ligament.  We  keep 
him  out  of  the  game  and  start  our 
treatment  right  there,  strapping  the 
ankle  and  putting  ice  on  it.  If  the 
ankle  is  unstable  after  injury  and  our 
records  show  it  was  unstable  ear- 
lier, we  try  to  remember  how  loose 
it  was  then  so  that  we  can  compare. 
If  there  is  little  difference,  we  treat 
the  ankle  as  if  it  were  stable  after  the 
injury.  That  is,  we  rewrap  the  ankle, 
let  the  player  run  a bit  and  allow  him 
to  play  if  the  ankle  is  functional.  If  it 
isn't,  or  if  the  pain  is  too  severe,  the 
player  does  not  go  back  in. 

Dr.  Rovere:  We  have  mostly  been 
discussing  high  school  and  college 
sports,  in  which  we  deal  with 
closed,  or  nearly  closed,  epiphyses. 


Now,  however,  there  is  increased 
participation  in  sports  in  elementary 
school,  especially  in  soccer,  and  a 
physician  or  trainer  is  seldom  in- 
volved. Therefore,  the  injured 
player  is  often  sent  to  his  general 
practitioner  or  pediatrician,  who 
may  not  be  as  astute  orthopedically 
as  we  would  like.  Therefore,  I 
would  remind  them  that  when  stress  t 
is  placed  on  a joint,  the  area  of  the 
least  tensile  strength  will  give  first.  | 
In  the  elementary  school  child,  that 
area  is  the  epiphysis.  In  the  mature 
athlete  with  closed  epiphyses,  it  is  , 
the  ligaments.  An  injury  to  a growth 
center,  such  as  the  epiphysis,  is  | 
serious. One  should  constantly  be 
aware  in  treating  prepubertal  j 
athletes  that  such  an  injury  may 
have  occurred. 

Dr.  Rovere:  Dr.  Bassett,  does  the  | 
team  physician  in  attendance  at  a 
game  have  the  authority  to  say  that  \ 
one  of  the  opposing  school’s  players 
can  no  longer  play? 

Dr.  Bassett:  A number  of  schools 
do  not  have  team  physicians  so  you 
are  often  the  only  physician  there. 
You  see  a kid  you  have  never  seen 
before  who  obviously  has  an  injury. 
His  coach  says  that  his  knee  has 
been  like  that  all  year.  You  think  he 
should  not  play  and  you  tell  the 
coach  so.  Then  the  kid’s  father  i 
comes  out  of  the  stands,  about  half 
intoxicated,  and  says,  “Look,  man, 
the  kid  is  going  to  play!”  How  much 
authority  do  you  have?  You  have 
none. 

One  of  our  problems  in  North 
Carolina  is  that  no  team  physician 
can  prevent  an  injured  player  from 
returning  to  the  game.  One  boy  I 
saw  had  a C4-C5  fracture  that  had 
not  been  perfectly  reduced  and,  in 
my  opinion,  was  not  stable.  I wrote 
the  doctor  and  the  coach,  I talked  to 
the  father  and  the  boy,  and  I made  it 
clear  that  1 did  not  think  the  boy 
should  play  football.  He  played  for 
two  more  years.  He  was  a quarter- 
back and  did  not  get  his  neck  hurt, 
but  he  was  lucky  rather  than  smart. 
However,  there  was  nothing  more  I 
could  do  to  keep  him  out  of  the 
game. 

Dr.  Boyd:  I have  handled  this 
situation  in  the  following  manner.  If 
the  coach  insists  that  the  boy  play 
after  I have  told  the  officials  that  the 
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boy  should  not  play,  1 remind  the 
officials  that  the  game  needs  to  be 
covered  by  a physician  and  that  if 
the  coach  insists  on  putting  his 
player  back  in,  1 will  walk  off  the 
field.  Then,  if  the  officials  continue 
the  game  they  will  have  to  assume 
the  responsibility  for  the  player’s 
^safety.  Although  1 have  no  official 
say-so,  I find  that  this  technique 
works  every  time. 

Dr.  Rovere:  That  is  an  excellent 
answer.  My  standard  answer  — and 
Dr.  Boyd’s  is  one  step  better  — is  to 
tell  the  coaches  and  officials  that  1 
am  not  a cop,  that  I can  only  give 
them  advice  as  a specialist.  If  they 
do  not  want  to  follow  my  advice, 
then  it  is  their  problem,  not  mine. 
The  visiting  team  always  suspects 
that  you  are  trying  to  keep  their 
players  from  continuing  against 
your  team.  That  may  not  be  true, 
but  it  is  logical.  You  can  only  give 
your  best  advice  and  let  the  officials 
and  coaches  go  on  from  there. 
Threatening  to  walk  off  the  field, 
however,  is  an  excellent  idea. 

This  problem  is  not  peculiar  to 
school  sports.  We  orthopedists 
have  it  every  day,  deciding  whether 
a patient  can  go  water  skiing,  go 
back  to  work,  or  clean  the  gutters  on 


his  house.  To  give  him  our  best  ad- 
vice is  all  we  can  do  — it  is  his  life, 
not  ours.  We  are  not  so  regimented 
that  we  can  keep  a patient  from 
doing  what  he  wants  to  do,  any 
more  than  we  can  force  him  to  go 
back  to  work  after  an  injury  when  he 
does  not  want  to  go  back.  With  the 
injured  athlete,  the  situation  is 
slightly  different,  in  that  the  player 
may  be  passive,  while  his  coach,  his 
father,  and  perhaps  his  teammates 
are  pushing  him  to  return.  Still,  it  is 
the  parent  who  has  the  ultimate  re- 
sponsibility; 1 think  we  have  met 
our  legal  and  moral  responsibilities 
if  we  give  the  best  advice  we  know 
how  to  give. 

The  same  thing  comes  up  with  the 
athlete  who  is  a Christian  Scientist. 
Do  we  insist  that  he  have  a physical 
examination,  when  his  parents  have 
signed  a waiver?  We  know  the  kid  is 
an  asthmatic  or  that  he  hurt  his  knee 
last  year.  What  do  we  do  when  he 
does  get  hurt?  Well,  1 do  the  same 
thing  with  him  as  I would  with  any- 
one else,  unless,  beforehand  1 have 
been  specifically  forbidden  to  do  so. 
Incidentally,  I think  you  all  should 
know  that  the  state  superintendent 
of  schools  has  recently  ordered  that 
students  who  are  Christian  Scien- 


tists can  participate  in  school  sports 
without  a preparticipation  evalua- 
tion. 

The  medicolegal  parts  of  this 
problem  can  be  taken  as  far  as  you 
want.  For  instance,  if  you  are  going 
to  assume  responsibility  for  a team 
and  are  going  to  be  at  every  game, 
legally  should  you  be  at  every  prac- 
tice? Do  you  have  a legal  responsi- 
bility to  care  for  a player  other  than 
in  relation  to  the  particular  sport 
that  he  plays?  These  problems  have 
never  come  up  in  North  Carolina 
courts  so  there  are  no  precedents. 

The  purpose  of  all  of  these  sports 
medicine  symposia  has  been  to  pro- 
vide the  obstetrician,  the  pedia- 
trician, the  general  surgeon  and  the 
radiologist  with  guidelines,  so  he 
will  be  confident  enough  to  say  yes 
when  the  local  school  asks  him  to  be 
a team  physician.  Gudelines  do  not 
always  include  specific  answers. 
The  best  advice  we  can  give  him  is: 
Do  your  best  and,  when  in  doubt, 
remember  Clippinger’s  law,  “The 
best  way  to  keep  from  being  a tur- 
key is  to  be  a chicken.” 

Reference 
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But  in  process  of  time,  men  of  a philosophical  turn  were  not  satisfied  with  this.  They  began 
to  enquire  how  they  might  account  for  these  things?  How  such  Medicines  wrought  such 
effects?  They  examined  the  human  body,  and  all  its  parts;  the  nature  of  the  tlesh,  veins, 
arteries,  nerves;  the  structure  of  the  brain,  heart,  lungs,  stomach,  bowels;  with  the  springs  of 
the  several  kinds  of  animal  functions.  They  explored  the  several  kinds  of  animal  and  mineral, 
as  well  as  vegetable  substances.  And  hence  the  whole  order  of  physic,  which  had  obtained  to 
that  time,  came  gradually  to  be  inverted.  Men  of  learning  began  to  set  aside  experience;  to 
build  physic  upon  hypothesis;  to  form  theories  of  diseases  and  their  cure,  and  to  substitute 
these  in  the  place  of  experiments.  — John  Wesley,  Primitive  Physic. 
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TWENTY  YEARS  OF  CHANGE  IN 
NATIONAL  HEALTH  POLICY 

(or,  What  are  nice  people  like  us 
doing  in  a place  like  this?) 

Medical  historians  may  identify  the  decades  of  the 
1960s  and  1970s  as  the  most  important  period  of  fer- 
ment and  change  in  national  health  policy  since  the 
Flexner  report,  which  forced  medical  education  into 
the  university  and  caused  medical  practice  to  come 
under  the  strick  purview  of  state  licensure  and  profes- 
sional regulation. 

Although  the  National  Institutes  of  Health  became 
active  after  World  War  II  and  began  massive  funding 
after  the  Russians  launched  Sputnik,  it  is  the  decade  of 
the  1960s  that  can  be  characterized  as  a period  of 
unprecedented  national  investment  in  biomedical  re- 
search through  federal  programs.  Medical  schools 
prepared  to  capitalize  on  this  outpouring  of  federal 
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funds  grew  at  an  enormous  rate  in  terms  of  faculty, 
plant  capacity  and  budget;  but  the  schools  showed 
relatively  little  expansion  of  undergraduate  medical 
student  enrollment.  In  the  midst  of  this  research- 
related  expansion.  Congress  passed  the  Medicare  law.  ^ 
Demand  for  medical  services  rose  abruptly.  Large  ; 
sums  were  appropriated  for  construction  of  facilities  I 
for  research  and  education.  Enrollment  was  increased 
significantly  by  1969,  but  due  to  “pipeline"  time  a ] 
rapid  output  response  was  impossible.  No  widespread 
understanding  of  “pipeline"  time  was  created  in  the 
Congress  or  the  general  public. 

The  1970  report  of  the  Carnegie  Commission 
(“Higher  Education  and  the  Nation's  Health")  fo-  l 
cused  on  deficiencies  in  health  manpower  (patient 
access  to  care)  as  the  principal  problem  with  the  na- 
tion’s health  system.  The  report  identified  a critical  ; 
shortage  of  physicians,  dentists  and  nurses,  and,  b 
among  other  things,  recommended; 

• A large  increase  in  the  output  of  physicians  by  U.S.  J 
medical  schools,  to  be  supported  by  federal  pro-  j 
grams  of  financial  aid  to  medical  students  and  capi-  I 
tation  payments  to  medical  schools  for  expansion  of 
enrollment. 

• Establishment  of  new  University  Health  Science  I 
Centers  and  enhancement  of  the  role  of  existing  I 
ones. 

The  Carnegie  Commission  report,  a concise  distil- 
lation of  public  discontent,  significantly  affected  the 
formulation  of  federal  health  policy.  The  Congress 
quickly  enacted  the  Comprehensive  Health  Man- 
power Training  Act  of  1971  which  implemented  many 
of  the  recommendations  of  the  commission.  One  of 
the  most  important  provisions  of  the  act  was  the  pro- 
vision of  capitation  grants  to  medical  schools  as  a quid 
pro  quo  to  foster  increases  in  the  number  of  physi- 
cians. The  people  of  this  country  were  provided  huge 
value  at  bargain  basement  prices;  except  for  the  crea-  I 
tion  of  new  schools,  relatively  little  federal  investment  ‘ 
in  new  plants  was  necessary,  since  it  was  easy  for 
government  to  capitalize  on  prior  facilities  expendi- 
tures in  the  research  arena.  Medical  schools  re- 
sponded by  doubling  enrollment  during  the  subse- 
quent decade.  Plant  capacity  was  diverted  from  ; 
research  to  education.  Increased  physician  output  be-  . 
came  assured  on  paper  but  was  not  evident  in  the  field,  I 
once  again  because  of  “pipeline”  time. 

An  impatient  Congress,  concerned  with  cost  and  I 
access,  passed  the  PSRO  law  in  1972.  The  HMO  law 
and  the  National  Health  Planning  and  Resources  De-  1 


526 


Vol.  41,  No.  8 


ivelopment  Act  of  1974  followed  in  swift  succession. 
All  three  enactments  were  aimed  at  the  service  sector 
in  contrast  to  the  1971  legislation  which  ostensibly  had 
been  directed  at  the  educational  and  manpower  pro- 
duction sector.  Federal  support  for  research  and  edu- 
cation became  static.  None  of  these  acts  had  much 
impact  on  services  until  the  years  after  1976,  primarily 
because  vigorous  national  debate  initiated  by  profes- 
sionals questioning  the  propriety  of  the  legislation 
precluded  active  implementation. 

During  the  late  1970s  public  concern  heightened  in 
regard  to  the  increasing  cost  of  health  care.  As  a 
consequence,  the  focus  of  federal  interest  in  the  health 
sector  shifted  away  from  the  support  of  education  and 
biomedical  research  toward  active  intervention  in  the 
service  sector.  PSROs,  promulgated  as  agents  for 
quality  assurance,  functioned  as  professional  cost 
control  mechanisms.  Faced  with  losses  in  support  of 
research  and  educational  programs,  medical  faculties 
turned  to  clinical  services  as  a source  of  survival. 

Regional  medical  programs,  comprehensive  health 
planning  and  Hill-Burton  agencies  were  reconstituted 
in  the  form  of  state  planning  and  local  health  systems 
agencies.  Financing  mechanisms  and  research-based 
expertise  caused  faculties  to  become  more  tertiary  in 
orientation.  At  the  same  time.  Health  Maintenance 
Organizations  began  to  spring  up  in  major  metropoli- 
tan areas  in  many  parts  of  the  country.  The  early 
HMOs  were  slow  to  develop  and  did  not  prove  to  be  an 
overnight  panacea  for  the  supposed  ills  of  the  Ameri- 


can health  system.  After  a period  of  gestation,  HMOs 
have  begun  to  have  an  increasing  impact  on  care  (and 
perhaps  on  health)  in  many  locales. 

By  1976-1977  the  Congress  came  to  a long  overdue 
recognition  that  producing  more  physicians  was  not 
the  total  answer  to  the  supply  shortage  if  new  physi- 
cians were  not  of  the  correct  specialty  or  did  not 
practice  in  the  right  location.  In  1978,  the  previously 
perceived  physician  shortage  was  redefined  by  the 
Secretary  of  Health,  Education  and  Welfare  as  a 
shortage  of  primary  care  providers  (that  is  to  say,  an 
excess  of  urban  specialists).  At  the  same  time,  the 
secretary  predicted  that  the  nation  would  have  an 
oversupply  of  physicians  by  1990.  Consonant  with 
these  pronouncements,  the  federal  government  ap- 
proached the  educational  sector  with  a mixture  of 
positive  and  negative  interventions.  Financial  incen- 
tives to  schools  were  adjusted  to  increase  the  supply 
of  primary  health  care  manpower.  Disincentives  for 
health  schools  were  created  to  discourage  expansion 
of  specialist  training  programs.  Federal  funding  began 
a dramatic  shift  away  from  research  support  and  stu- 
dent education  toward  primary  care  training  and 
health  care  delivery  demonstration  programs. 

Medical  school  tuition  rose  dramatically  in  most 
private  and  some  public  institutions  as  federal  funding 
declined.  High  debt-loads  and  fulfillment  of  the 
payback  provisions  of  scholarships  accepted  by  stu- 
dents because  of  high  tuitions  made  shorter  training 
periods  in  primary  care  more  attractive  to  graduates. 


CIRCUBID 

For  Nocturnal  Leg  Cramps,  Cold  Hands  & Feet  Due 
to  Poor  Peripheral  Circulation 


150  MG 


Circubid  is  a prolonged  release  capsule  con- 
taining 150  mg.  ethaverine  hydrochlorida. 

Ethaverine  (ethyl  papaverine)  is  a more 
active  derivative  of  papaverine  obtained 
by  the  synthetic  replacement  of  four 
side  methoxy  groups.  Ethaverine  in- 
duces the  direct  relaxation  of  vascular 
smooth  muscle  which  may  improve 
circulation.  Circubid  (ethaverine 
hydrochloride)  may  be  particularly 
useful  for  nocturnal  leg  cramps  and 
paresthesia  exhibited  as  cold  hands 
and  feet  For  the  geriatric,  the  pro- 
longed release  of  Circubid  (ethaverine 
hydrochloride)  with  a simplified  b.i.d. 
dosage  increases  compliance  and 
realizes  continuous  benefits,  especially 
in  the  forgetful  patient.  The  incidence 
of  side  effects  is  equal  or  less  than  a placebo  as 
shown  in  clinical  studies. ' Prescribe  Cir- 
cubid for  the  symptoms  that  are  of  major 
concern  to  your  geriatric  patient. 

William  J.  Oswald,  M D , “Pharmacology  of  Ethaverine  HCI’ 

Southern  Medical  Journal. 

December  1975 -Vol.  68,  No.  12. 


For  technical  discussion,  clinical  studies  & 
samples,  please  contact 


ETHAVERINE  HYDROCLORIDE 
MICRO-DIALYSIS  CAPSULES 

Each  capsule*  contains:  Ethaverine  HCI.  150  mg  Action: 

tthavenne  HCI.  acts  directly  on  the  smooth  muscle  cells  without 
involving  the  autonomic  nervous  system  or  its  receptors.  Indica- 
tions: In  penpheral  and  cerebral  vascular  insufficiency  associated 
with  artenal  spasm,  in  spastic  conditions  of  the  gastro  intestinal  and 
genitounnary  tracts.  Contraindications:  Contraindicated  in  the 
presence  of  complete  atnoventncular  dissociation  Precautions:  It 
should  be  administered  with  caution  in  patients  with  glaucoma  It 
should  not  be  used  in  pregnant  women  or  women  of  childbeanng 
age  unless  directed  by  a physician.  Adverse  reac- 
tions: Even  though  the  incidence  of  side  effects 
as  reported  in  literature  is  very  low,  it  is  possible 
for  the  patient  to  evidence  nausea,  anorexia,  ab- 
dominal distress,  dryness  of  the  throat,  hypoten- 
sion, flushing,  sweating,  vertigo,  respiratory  depres- 
sion, cardiac  depression,  cardiac  arrhythmia  and 
headache.  If  these  side  effects  occur,  reduce 
dosage  or  discontinue  medication  Dosage:  The 
usual  adult  dose  is  300  mg.  daily,  one  capsule 
every  12  hours.  In  more  difficult  cases  the  dosage 
may  be  increased  to  600  mg.  daily  as  determined 
by  the  physician.  It  is  most  effective  given  early  in 
the  course  of  the  vascular  disorder.  Because  of  the 
chronic  nature  of  the  disease,  long-term  therapy  is 
required. 

‘ Manufactured  to  provide  a prolonged  therapeutic  effect. 


W.F.  Merchant 

Pharmaceutical  Company, Inc. 
P.O.  Box  6 

Mt.  Rainier,  Md.  20822 

Call  Collect  202-635-7890 
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As  students  attempted  to  shorten  their  terms  of  in- 
debtedness and  indenture,  the  shift  in  specialty  distri- 
bution was  accomplished. 

With  each  new  session  of  Congress  throughout  the 
'70s  there  was  talk  of  National  Health  Insurance  as  an 
imminent  development.  In  fact,  no  comprehensive 
health  care  financing  legislation  has  been  passed  since 
Medicare  and  Medicaid  in  1965.  National  entitlement 
legislation  no  longer  appears  imminent.  This  is  un- 
doubtedly fortunate  considering  the  magnitude  of 
other  miscalculations  in  governmental  health  policy 
formulation. 

As  an  example  of  miscalculation,  contractual  al- 
lowances consequent  to  inequitable  reimbursement 
policies  (Medicare,  Medicaid,  Title  V,  etc.)  have  re- 
sulted in  huge  losses  in  hospital  revenues  since  1970. 
This  has  had  the  effect  of  raising  the  perceived  cost  of 
hospital  care,  since  of  necessity  some  of  this  cost 
differential  has  been  passed  on  to  non-government- 
sponsored  private  patients.  Forced  subsidization  of 
government  programs  by  the  private  sector,  perceived 
only  as  “the  high  cost  of  medical  care’’  by  the  paying 
groups,  has  in  part  sparked  a rebellion.  The  rebellion 
is  manifest  by  interest  in  HMOs,  IPAs  and  pre-paid 
group  plans,  not  necessarily  as  a “better  way”  to 
deliver  care,  but  as  a way  to  contain  costs  through  the 
creation  of  marketplace  competition  among  “provid- 
ers.” There  is  nothing  intrinsically  wrong  with  pre- 
payment and  health  maintenance  as  a “philosophy  of 
care.”  It  may  be  a better  way.  However,  it  is  aberrant 
and  illusory  that  cost  should  be  an  overriding  predi- 
cate. 

Nonetheless,  the  perceived  high  cost  of  medical 
care  is  now  the  centerpiece  of  policy  of  three  groups: 
employers  and  labor  unions,  third  party  payers,  and 
government  regulators.  Effort  on  the  part  of  all  three 
groups  to  contain  costs  through  the  development  of 
alternative  methods  of  delivery  of  service  has  pushed 
aside  almost  every  other  consideration.  National 
Health  Insurance  through  federal  funding  is  widely 
regarded  as  “unaffordable,”  but  competition  and  pre- 
vention are  seen  as  viable  alternatives  to  accomplish 
the  same  end.  The  situation  is  likely  to  grow  more 
acute,  even  though  the  mechanism  of  control  seems  to 
be  moving  away  from  regulatory  constraint  toward 
free-market  mechanisms.  Cost-saving  through  com- 
petition is  the  newest  virgin  in  the  bureaucratic  harem 
of  panaceas.  Entitlement,  on  balance,  makes  more 
sense. 

Increases  in  medical  school  enrollment  were  based 
on  the  belief  that  the  shortage  of  health  manpower 
would  persist  until  late  in  the  century.  Except  in  some 


rural  areas  there  is  now,  however,  a steadily  growing 
national  perception  of  oversupply.  Physicians  in  all 
the  common  specialties  will  soon  exist  in  adequate 
supply,  and  outlying  service  areas  are  experiencing  an 
influx  of  both  primary  care  physicians  and  sub- 
specialists. Physician  availability  has  sharpened  the 
societal  perception  that  free-market  competition  will 
simultaneously  improve  access  and  lower  unit  costs. 
Who  speaks  for  quality? 

The  history  of  the  past  20  years  points  out  the  ca- 
price of  national  health  policy  and  emphasizes  that  in 
this  short  period  the  American  health  system  has  be- 
come severely  threatened  on  a fourfold  basis:  Reduc- 
tion of  governmental  support  of  biomedical  research, 
imminent  cessation  of  support  for  educational  pro- 
grams, inequitable  reimbursement  for  government- 
sponsored  hospital  services,  and  proposed  changes  in 
medical  care  delivery  which  are  predicated  only  on 
access  and  cost. 

The  latter  threat  is  of  the  most  immediate  impor- 
tance. Systematic  efforts  on  the  part  of  government 
and  private  third-party  payers  to  force  changes  in 
payment  and  delivery  mechanisms  have  the  potential 
to  jeopardize  traditional  patterns  of  care  and  referral 
by  decisions  that  may  be  made  on  the  basis  of  cost. 
The  long-term  consequences  of  these  cost-based  ap- 
proaches threaten  the  totality  of  our  current  patient 
services  system  by  disregarding  the  importance  of 
quality  in  the  delivery  of  patient  care. 

Quality  is  not  the  simple  product  of  access  multi- 
plied by  cost,  as  one  must  infer  to  be  the  perception  of 
the  designers  of  currently  proposed  delivery  models. 
Rather,  quality  is  the  co-product  of  education,  re- 
search, availability,  cost  and  outcome,  manifest  by 
the  intervention  of  one  human  in  the  life  of  another. 

Quality,  just  as  are  cost  and  access,  is  a measurable 
phenomenon.  Of  the  three  phenomena,  two  have  been 
addressed  by  government  within  the  last  20  years.  We 
have  been  left  to  our  own  professional  devices  to 
define  quality.  We  have  not  done  so  as  yet.  We  must. 
It  is  incumbent  on  the  profession  to  address  the  mea- 
surement of  quality.  If  we  do  not,  to  paraphrase  a 
Supreme  Court  justice  addressing  a different  topic, 
quality  will  be  defined  by  bodies  that  not  only  should 
not  define  it,  but  may  not  even  know  it  when  they  see 
it.  Is  that  what  we  want?  If  it  is,  we  might  well  ask 
“What  are  nice  people  like  us  doing  in  a place  like 
this?” 

Richard  Janeway,  M.D. 

Dean 

The  Bowman  Gray  School  of  Medicine 

of  Wake  Forest  University 
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WHY  NOT  WYGESKT® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


7YGESIC— Abbreviated  Summary 
IDICATION:  For  the  relief  of  mild-to-moderate  pain. 
ONTRAINDICATIQN:  Hypersensitivity  to  propox- 
bhene  or  to  acetaminophen 

'ARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
pSAGE  Propoxyphene  in  combination  with  alcohol, 
lanquilizers,  sedative-hypnotics,  or  other  CNS  de- 
iressants  has  an  additive  depressant  effect.  Pa- 
fents  taking  this  drug  should  be  advised  of  the  additive 
fiect  and  warned  not  to  exceed  the  dosage  recom- 
'iended  Toxic  effects  and  fatalities  have  occurred 
flowing  overdoses  of  propoxyphene  alone  or  in 
pmbination  with  other  CNS  depressants.  Most  of 
iese  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
[lisuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
Vugs,  Caution  should  be  exercised  in  prescribing 
|irge  amounts  of  propoxyphene  for  such  patients 
,;ee  Management  of  Overdosage). 

'RUG  DEPENDENCE:  Propoxyphene  can  produce 
Irug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
olerance  It  will  only  partially  suppress  the  with- 
jrawal  syndrome  in  individuals  physically  dependent 
jn  morphine  or  other  narcotics  The  abuse  liability  of 
'ropoxyphene  is  qualitatively  similar  to  codeine's  al- 
yiough  quantitatively  less,  and  propoxyphene  should 
<e  prescribed  with  the  same  degree  of  caution  ap- 
ropriate  to  the  use  of  codeine. 

•SAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
'hene  may  impair  the  mental  and  or  physical  abilities 
squired  for  potentially  hazardous  tasks,  e g driving 
car  or  operating  machinery.  Patients  should  be 
;autioned  accordingly. 

JSAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
ias  not  been  established  relative  to  possible  ad- 
erse  effects  on  fetal  development  INSTANCES  OF 
VITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
)URING  PREGNANCY  Therefore,  propoxyphene 
hould  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards. 

USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group. 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrine.  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting.  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients;  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness,  head- 
ache. weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances.  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions.  Cases  of  liver  dys- 
function have  been  reported 

DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics, and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrine 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume,  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics, which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects. 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning.  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred. 

Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours.  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity,  |aundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity.  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan,  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV,  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient's 
condition  remains  satisfactory.  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures. 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions. 


Oxygen,  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone.  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and'or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen.  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamine  (cys- 
teamine)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamine,  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407,  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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IN  MUSCULOSKELETAL 
DISEASE* 


A non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 


EQUAGESIC e 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


EQUAGESIC — Abbreviated  Summary 
•INDICATIONS  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows 

"Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and/or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 
The  effectiveness  of  Equagesic  in  long-term  use,  i.e. 
more  than  four  months,  has  not  been  assessed  by 
systematic  clinical  studies  The  physician  should  pe- 
riodically reassess  usefulness  of  the  drug  for  the  indi- 
vidual patient 

CONTRAINDICATIONS  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g . 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics,  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a "crutch" 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  re- 
sultant slowing  of  reaction  time  and  impairment  of  |udgement 
and  coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  in- 
creased risk  of  congenital  malformations  associated  with 
the  use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide.  and  d.azepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  In  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery. 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  arug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies.  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow,  CNS  stimulants,  e g , caffeine,  Metrazol,  or  am- 


phetamine, may  be  cautiously  administered  If  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenterally 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions. This  response  develops  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous, maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae  ecchymoses,  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rem- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  mos 
of  these  returned  to  normal  without  discontinuation  of  th 
drug 

Impairment  of  accommodation  and  visual  acuity  has  beei 
reported  rarely. 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig 
mficant  overdosage  with  ethoheptazine  citrate  combined  wilt 
aspirin  have  been  reported  These  were  accompanied  b1' 
symptoms  of  CNS  depression,  including  drowsiness  ani 
light-headedness,  with  uneventful  recovery  However,  on  thi 
basis  of  pharmacological  data,  it  may  be  anticipated  tha 
CNS  stimulation  could  occur  Other  anticipated  symptom: 
would  include  nausea  and  vomiting  Appropriate  therapy  o 
signs  and  symptoms  as  they  appear  is  the  only  recommen 
dation  possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usua 
symptoms  and  signs  of  salicylate  intoxication  Observatior 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci 
dosis  and  dehydration,  watching  for  evidence  of  hemor 
rhagic  manifestations  due  to  hypoprothrombmemia  which  i 
it  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION  Each  Equagesic  tablet  contains  150  mg  me 
probamate,  75  mg  ethoheptazine  citrate  and  250  mg  aspirin 
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•This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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Editorial 


DOWN  HOME  AND  DOWN  UNDER: 
ASPECTS  OF  LOVE 

Newspapers  and  other  periodicals  once  printed  a Jot 
of  advertising  on  the  front  page  but  time,  dignity,  and 
other  media  for  commercial  expression  have  driven 
most  of  it  inside.  The  North  Carolina  Medical 
Journal  is  a rare  survivor  but  even  our  front-page  ad 
is  under  fire.  Many,  as  iht  New  England  Journal,  print 
their  tables  of  contents  there,  others  are  almost  bare 
and  a few  including  the  JAMA  and  the  Medical  Jour- 
nal of  Australia  have  seen  fit  to  reproduce  works  of  art 
or  photographs  in  full  color  and  in  the  case  of  the 
JAMA  to  offer  discerning  comments  usually  by  Dr. 
M.  Therese  Southgate  on  the  cover  picture.  Her  ob- 
servations add,  to  say  the  least,  a nice  touch  to  the 
JAMA  which  would  be  much  the  poorer  without  them. 
The  Medical  Journal  of  Australia  also  offers  master- 
pieces with  shorter  comments,  sometimes  strangely 
blended  of  art  and  the  marketplace.  The  issue  of 
January  12,  1980,  for  example,  had  as  its  cover  girl, 
Rembrandt’s  The  Jewish  Bride,  who  is  being  deli- 
cately caressed  by  the  groom.  It  is  a touching  tableau 
and  has  been  for  centuries;  no  comment  seems 
needed.  But  a paragraph  is  offered  on  page  1 where  it 
is  pointed  out  that  “Emotional  stress  provokes  car- 
diovascular responses”  and  that  a certain  beta- 
adrenergic  blocker  (unavailable  in  this  country)  has 
been  shown  “to  attenuate  these  inappropriate  re- 
sponses.” It  is  further  suggested  that  at  least  one  of 
the  couple  pictured  is  under  considerable  stress.  Let 
us  hope  that  the  stress  inferred  is  not  considered  so 
inappropriate  that  attenuation  is  required.  The  illus- 
tration was  provided  through  the  courtesy  of  the  man- 
ufacturer of  the  beta-blocker.  How  many  words  is  a 
picture  worth? 

Not  only  brides  but  parents  of  brides-to-be  are  sub- 
jected to  considerable  stress.  What  will  the  mother- 
of-the-bride  wear?  How  much  will  the  reception  cost? 
Who  will  take  care  of  Aunt  Tessie?  Recently  a letter 
along  with  a copy  of  an  engagement  announcement 
from  a newspaper  was  sent  to  a physician  and  his  wife 
about  such  a matter  and  found  their  way  into  our 

hands  — from  the  desk  of  Dr. , chiropractic 

physician. 

Dear  Dr.  and  Mrs.  — 

Congratulations  on  the  recent  engagement  of 
your  beautiful  daughter,  — . 

Dr.  and  Mrs.  — 

Dr.  and  Mrs. were  kind  enough  to  also  include 

a sympathetic  pamphlet  entitled  “.  . . just  plain 


tired.”  Are  you?,  which  extolled  the  virtues  of  “un- 
damming nerve  supply”  through  “the  necessary  ad- 
justment so  that  nature’s  life-giving  current  of  nerve 
energy  flows  freely  again.” 

Adjustments  release  the  vital  forces,  beta-blockers 
diminish  stress.  Remember  when  people  titrated  the 
hypnotic  for  sleep  against  the  amphetamine  to  stay 
awake.  How  are  brides,  grooms,  parents  of  each  and 
the  rest  of  us  to  maintain  our  emotional  balance  buf- 
feted as  we  are  by  so  much  valuable,  conflicting  in- 
formation? 

Most  physicians  now  know  from  persona!  ex- 
perience, at  home  or  in  the  office,  that  the  really 
important  stresses  come  after  marriage  and  that  they 
respond  best  to  time,  tact,  mutual  respect  and  willing- 
ness to  give  to  gain.  Beta-blockers  and  spinal  adjust- 
ments may  have  their  advocates  but  easy  answers  do 
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not  abound  in  the  real  world.  Of  course  there  is  The 
Flame  of  Love  Lamp,  untested  clinically  but  available 
to  the  bride-to-be  for  $14.95  plus  $1.50  shipping  and 
endorsed  by  its  seller  as  “an  indispensable  tool  for  the 
married  couple.”  It  can  be  a constant  symbol,  it  can 
communicate  without  words,  and,  because  the  lamp  is 


really  two,  his  and  hers,  it  can  be  an  invitation  to 
romance.  Happy  the  home  where  both  flames  burn  all 
the  time.  But  The  Flame  of  Love  Lamp,  like  the  flame 
photometer,  only  measures  — it  doesn't  diagnose  or 
treat. 

J.H.F. 


Committees  and 
Organizations 


COMMITTEE  ON  LEGISLATION 
NORTH  CAROLINA  MEDICAL  SOCIETY 

Statement  of  John  T.  Dees,  M.D.,  Chairman* 

For  his  testimony  on  chiropractic  before  the  Senate 
Human  Resources  Committee,  North  Carolina  General 
Assembly,  on  March  29,  1979,  in  Raleigh,  Dr.  John  T. 
Dees,  Chairman,  Committee  on  Legislation,  North 
Carolina  Medical  Society,  has  won  third  place  in  the 
testimonial  category  of  the  AMA’s  1979  Awards  Pro- 
gram for  Medical  Speakers.  The  award,  plaque  and 
check  were  received  February  23,  1980,  at  the  AMA 
National  Leadership  Conference.  The  Journal  is  hon- 
ored to  be  able  to  bring  our  readers  his  statement  which 
eloquently  and  precisely  defines  medicine’s  obligation 
to  our  state  and  nation. 

J.H.F. 

Thank  you  for  this  opportunity  to  represent  the 
North  Carolina  Medical  Society  in  opposing  Senate 
Bill  459  concerning  chiropractic.  I am  Dr.  John  Tyler 
Dees  of  Pender  County.  1 am  a graduate  of  the  Univer- 
sity of  North  Carolina  at  Chapel  Hill  and  hold  the 
degree  Doctor  of  Medicine  from  Duke  University.  I 
have  been  in  active  family  practice  25  years.  I have 
been  a member  of  the  Academy  of  Family  Practice 
almost  since  its  inception  and  when  family  practice 
became  recognized  by  the  AMA  as  a specialty,  I,  with 
many  of  my  colleagues  across  the  country,  took  the 
first  series  of  National  Board  examinations  for  certifi- 
cation as  Diplomate  and  Fellow  of  the  Academy  of 
Family  Physicians  as  required  by  our  organization.  I 
stood  for  recertification  last  year  and  must  do  so 
periodically  as  long  as  I am  engaged  in  this  specialty. 
While  1 am  of  course  proud  of  this  work,  I mention  it  to 
you  only  to  establish  my  credentials  to  speak  on  what 
we  think  is  good  for  the  health,  physical  and  mental,  of 
the  people  of  North  Carolina.  We  have  studied  the 
present  bill  closely  and  discussed  it  with  others  — 
lawyers,  doctors,  laymen  — and  would  like  to  express 
to  you  our  reasons  for  opposing  it.  I feel  that  in  doing 

* Given  before  the  Senate  Human  Resources  Committee,  North  Carolina  General 
Assembly,  Raleigh,  N.C.,  March  29,  1979. 


so  we  are  representing  the  best  interest  of  all  of  the 
people  of  our  state.  The  proposed  bill  to  redefine 
chiropractic  may  appear  to  be  insignificant  at  first 
reading.  However,  when  compared  to  the  present 
statutes,  we  see  that  Senate  Bill  459  completely 
changes  the  definition  of  chiropractic.  North  Carolina 
law  at  present  says  chiropractic  is  “the  science  of 
adjusting  the  cause  of  disease  by  realigning  the  spine, 
releasing  pressure  on  nerves  radiating  from  the  spine 
to  all  parts  of  the  body  and  allowing  the  nerves  to  carry 
their  full  quota  of  health  current  or  nerve  energy  from 
the  brain  to  all  parts  of  the  body.”  It  is  our  opinion  that 
the  proposed  bill  changes  the  definition  of  chiropractic 
by  calling  it  “the  science  and  branch  of  the  healing 
arts”  that  is  concerned  with  the  analysis  and/or  diag- 
nosis and  treatment  of  human  ailments,  etc.,  (you  will 
find  that  in  lines  7-10)  and  allows  “the  use  of 
therapeutic  devices  and  procedures  preparatory  to 
and  complimentary  to  the  treatment  by  manipulation 
or  adjustment  of  the  spinal  column  and  articulation  of 
the  human  body,  etc.,”  (that  is  from  lines  11-15). 
These  changes  in  effect  allow  the  chiropractor  to 
practice  medicine.  It  does  so  by  doing  the  following: 
(1)  to  diagnose  human  ailments  (line  9),  without  any 
limitation  of  the  phrase  “human  ailment;”  (2)  to  treat 
human  ailments  (also  line  9)  and  apparently  human 
ailments  of  any  sort;  (3)  to  diagnose  and  treat  “inter- 
ference with  normal  nerve  transmission  and  expres- 
sion” throughout  the  human  body  (line  10);  (4)  (lines 
11  & 12)  to  use  any  and  all  therapeutic  devices  and 
procedures  preparatory  to  and  complementary  to 
treatment  by  manipulation  or  adjustment  of  the  spinal 
column;  (5)  to  use  such  devices  and  procedures  pre- 
paratory to  and  complementary  to  manipulation  of 
articulations  of  the  human  body  (line  13).  Let  me 
briefly  mention  what  we  feel  are  the  probable,  possi- 
ble certainly,  medical  consequences  of  these  five 
practices  enumerated  above.  (I)  To  diagnose  human 
ailments.  The  real  fundamental  of  medical  practice, 
we  are  taught  from  the  very  beginning,  is  to  seek,  to 
search  out,  to  find  if  possible,  the  cause  or  diagnosis  of 
disease.  Once  this  is  done,  (2)  treatment  is  made  easy 
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lor  more  effective.  If,  after  a complete  physical  ex- 
amination. one  is  found  to  have  a simple  illness  or  no 
illness,  little  treatment  or  none  is  needed.  If  blood 
tests,  chemical  tests,  cytological  tests  such  as  the 
familiar  Pap  smear,  indicate  the  suspicion  of  serious 
illness,  then  treatment  is  directed  in  that  area  and  very 
possibly  referral  to  highly  specialized  medical  centers 
would  be  indicated.  (3)  To  diagnose  and  treat  interfer- 
ence with  normal  nerve  transmission  and  expression 
is  not  as  simple  as  it  sounds.  This  gets  into  the  realm  of 
neurology  and  neurosurgery  with  their  debilitating 
and  deadly  diseases  such  as  stroke,  brain  tumor,  mus- 
cular dystrophy,  multiple  sclerosis,  amyotrophic  lat- 
eral sclerosis  and  many,  many  other  conditions.  (4)  To 
allow  chiropractors  to  use  any  and  all  procedures  and 
therapeutic  devices  as  mentioned  in  lines  11  and  12 
imposes  no  limit  at  all  on  the  x-rays,  tests  and  proce- 
dures that  might  be  ordered.  Are  they  prepared  by 
training  to  know  when  a chest  pain  or  back  pain  might 
need  an  electrocardiogram  and,  if  so,  can  they  inter- 
pret it?  This  law  would  allow  doctors  of  chiropractic 
not  only  to  order  these  tests  but  to  treat  a patient 
according  to  their  own  interpretation  of  the  results  of 
the  tests  whether  the  patient  has  a coronary  or  other 
serious  illness  according  to  the  chiropractor’s  training 
and  beliefs  concerning  manipulation  of  the  spine.  (5) 
Allows  the  same  procedures  and  therapeutic  devices 


for  diagnosis  and  treating  "articulations,”  such  as  the 
wrists,  elbows,  knees,  fingers,  etc.  This  would  include 
fractures,  dislocations,  sprains,  things  that  are  fre- 
quently treated  in  the  emergency  rooms  of  the  hospital 
by  orthopedic  surgeons,  family  physicians,  surgeons 
and  others.  I see  no  limitations  in  this  bill  on  the 
chiropractor’s  activities  except  that  he  must  do  all 
these  things  without  the  use  of  prescription  drugs  or 
surgery,  although  they  would  still  have  access  to  over 
8,000  non-prescribed  drugs.  I submit  to  you  that  all  too 
often  if  these  things  are  permitted  by  law  without  the 
supervision  and  control  of  the  medical  doctors  and  the 
Board  of  Medical  Examiners,  the  availability  of  pre- 
scription drugs  and  surgery  will  be  too  little  and  too 
late.  At  a time  when  we  strive  for  better  education  for 
all  our  people,  for  broader  scientific  knowledge  and  its 
greater  availability  to  everyone,  it  seems  unusually 
inappropriate  to  consider  one  giant  step  backwards  for 
North  Carolina.  The  North  Carolina  Medical  Society 
has  always  supported  good  health  for  all  its  fellow 
citizens.  We  stand  today,  almost  6,000  in  support  of 
the  underprivileged,  the  underserved,  the  unprotected 
citizens  of  North  Carolina,  as  well  as  others  who  are 
more  fortunate.  We  strongly  and  very,  very  seriously 
oppose  Senate  Bill  459  which  will  allow  chiropractors 
to  practice  medicine  by  legislation  rather  than  educa- 
tion. 


An  apple  a day  won’t 
keep  alcoholism  away! 


The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
& these  patients,  write  to  us. 
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Bulletin  Board 


NEW  MEMBERS 

of  the  State  Society 


Bhagat,  Rasikbhai,  MD,  (EM)  505  Cheyenne  Rd.,  Jacksonville 
28540 

Bowen,  Mr.  George  Scott  (Student)  2615  Wyman  Road,  Winston- 
Salem  27106 

Ciliberto,  Samuel  David,  MD,  (ORS)  (Renewal)  107  S.  Vance  St., 
Sanford  27330 

Clark,  Preston  Samuel,  MD,  (END)  200  E.  Northwood  St., 
Greensboro  27401 

Cook,  Russel  Clifford,  MD,  (PD)  1 19  Washington  St.,  Washington 
27889 

Holbrook,  Mr.  Robert  H.  (Student)  2051  Craig  St.,  Winston-Salem 

27103 

Jones,  Mr.  John  Fletcher  (Student)  Lot  #140,  Hollybrook  Estates, 
Greenville  27834 

Loomer,  Lance  (Student)  320  Glendare  Dr.,  Apt  I,  Winston-Salem 

27104 

McDuffie,  Mr.  Stanley  Robert,  Jr.  (Student)  35  Circle  Dr.,  Chapel 
Hill  27514 

McGuinness,  John  Paul,  MD,  (Resident)  1150  Carolina  Trace, 
Sanford  27330 

Millsaps,  David  Mclver,  MD,  (PD)  328  Mulberry  St.,  SW,  Lenoir 
28645 

O’Neill,  William  Wade,  MD,  (PUD)  2039  Storm  Canyon  Road, 
Winston-Salem  27106 

Pauli,  Douglas  Edward  (Student)  311  S.  LaSalle  St.,  Apt.  51-S, 
Durham  27705 

Woosley,  Ronald  Edward,  MD,  (NS)  UNC,  148  Clinical  Science 
Bldg.,  Chapel  Hill  27514 

Wu,  Henry,  (Student)  608  Irving  Street,  Winston-Salem  27103 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  AAFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion.” 

September  5-7 

Annual  Meeting  — American  Col.  of  Pediatrics  & N.C.  Pediatric 
Society 

Place:  Grove  Park  Inn,  Asheville 

Credit:  9 hours;  AMA  Category  1;  AAFP  approved;  PREP 
For  Information:  N.C.  Pediatric  Society,  P.O.  Box  27167,  Raleigh 

27611 


September  8-10 

Emergency  Medicine  Today  '80 
Place:  Holiday  Inn-North,  Charlotte 

Credit:  15  hours  for  ACEP,  EDNA,  AAPA,  NREMT,  (NCMIC-  7 
hours) 

For  Information:  N.C.  Office  of  Emergency  Medical  Services,  P.O. 
Box  12200,  Raleigh  27605,  (919)  733-2285 


September  9 

4th  Annual  Cape  Fear  Medical  Symposium 

Place:  Bordeaux  Motor  Inn.  Highland  Country  Club,  Fayetteville 

Fee:  $35.00 

Credit:  6 hours 

For  Information:  Irma  White,  Fayetteville  Area  Health  Education 
Center,  P.O.  Box  64699,  Fayetteville 


September  10 

Cancer  Teaching  Day 

Place:  Pitt  County  Memorial  Hospital 

Fee:  $30 

Credit:  6 hours;  AMA  Category  I,  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
of  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

September  12-13 

Intraocular  Lens  Workshop  — Implantation  Course 
Place:  Berryhill  Hall 
Fee:  $500 
Credit:  16  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  231  MacNider  Building 
202-H,  Chapel  Hill  27514 


September  17 

Oftice  Diagnosis  of  Cardiac  Problems 
Place:  Pitt  County  Memorial  Hospital 
Fee:  $30 

Credit:  6 hours;  AMA  Category  I,  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Associate  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

September  17 

Headaches  — A Review 
Place:  Lee  County  Hospital 
Fee:  $6 

Credit:  3.5  hours 

For  Information:  R.  S.  Cline,  M.D.,  Lee  County  Hospital,  Sanford 
27330 

September  17-19 

25th  Annual  Angus  M.  McBryde  Perinatal  Symposium 
Place:  Duke  University  Medical  Center 
Fee:  $75 

For  Information:  Angus  M.  McBryde  Perinatal  Symposium,  Box 
3967,  D.U.M.C.,  Durham  27710 


September  18-19 

Genetics  in  Maternal  and  Child  Health  Care 
Fee:  $75 
Credit:  9 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 
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NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 


Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $100  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month : benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  1 2 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O,  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 


September  20 

Sarcoidosis:  The  Great  Imitator 
Place:  Carolina  Inn.  Chapel  Hill 
Credit:  6 hours 

For  Information:  William  Wood,  M.D.,  Director  ot  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H , Chapel  Hill  27514 

September  24-28 

1980  Committee  Conclave 

Place:  Mid-Pines  Club,  Southern  Pines 

Regular  meetings  will  be  scheduled  for  the  Chairmen  and  mem- 
bers of  almost  all  regular  committees  of  the  Medical  Society; 
Committee  members  should  plan  to  be  present. 

For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

September  25-26 

4th  Annual  State  Conference  on  Child  Abuse  and  Neglect 
Place:  Blockade  Runner  Hotel,  Wrightsville  Beach 
Fee:  $25.00  ($30.00  late  registration  fee) 

Credit:  8 hours 

For  Information:  Mrs.  Richard  Frazier  (Ann)  Conference  Chair- 
man, Immediate  Past  President  NCMS  Auxiliary,  220  Vincent 
Road,  Roanoke  Rapids  27870.  (919)  537-9877 

September  26-27 

10th  Annual  Seminar  in  Medicine 
Fee:  $75 
Credit:  9 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

October  1-2 

20th  Annual  Charlotte  Postgraduate  Seminar 
Place:  Charlotte  Memorial  Hospital 

For  Information:  Charles  T.  Ellithorpe,  M.D.,  North  Mecklenburg 
Family  Practice  Group,  Highway  115,  Huntersville  28078 


October  2 

Medical  Update  III  — The  Future  Starts  Now! 

Place:  Burroughs  Welcome  Auditorium,  Research  Triangle  Park 
Fee:  none 
Credit:  6 hours 

For  Information:  Sandy  Foster,  Burroughs  Wellcome,  3030 
Cornwallis  Rd.,  Research  Triangle  Park  27709,  Phone:  541-9090 

October  4 

Disaster  Radiation 
Fee:  $50 
Credit:  6 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

October  6-10 

Microsurgery  Workshop 
Fee:  $450 
Credit:  40  hours 

For  Information:  Donald  Serafin,  M.D.,  Duke  University  Medical 
Center,  Durham  27710 

October  8 

Management  of  Chest  Disease  for  the  Practicing  Physician 
Place:  Pitt  County  Memorial  Hospital 
Fee:  $15 

Credit:  3 hours;  AMA  Category  I,  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

October  10 

Alumni  Scientific  Sessions 
Credit:  6 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 


STEP  UP  TO  THE  MAXIMUM 
IN  PAIN  RELIEF  WITH 


MAXIGESIC-e 

capsules 


ENHANCED  ANALGESIA  WITHOUT  AN 
INCREASE  IN  THE  QUANTITY  OF 
NARCOTIC  USED 


Description:  Each  gray  and  white  capsule  contains  Codeine  - 30  mg.  (Warning  May  be  habit  forming), 
Acetaminophen  - 325  mg  . , Promethazine  HCI  - 6.25  mg 

Action:  Maxigesic  capsules  provide  enhanced  analgesia  plus  mild  sedation  Codeine  provides  analgesic  and  an- 
titussive  actions  Acetaminophen  is  an  effective  analgesic  and  antipyretic  Promethazine  has  antiemetic  and  an- 
tihistaminic  actions. 

Indications:  Maxigesic  provides  enhanced  analgesia  for  the  relief  from  the  discomfort  of  moderate  acute  pain  such 
as  may  be  associated  with  arthritis,  bursitis,  dysmenorrhea,  myalgias,  neuralgias,  sinusitis,  rheumatoid  conditions, 
headache,  tension  headache,  toothache  and  pain  associated  with  dental  procedures.  It  may  also  be  useful  in  the 
temporary  relief  of  symptoms  of  the  common  cold  and  fever 
Contraindications:  Hypersensitivity  to  any  of  the  ingredients 

Warnings:  As  with  other  codeine-containing  preparations  which  may  be  habit  forming,  administration  is  not 
recommended  over  an  extended  period 

Precautions:  Maxigesic  capsules  may  produce  drowsiness  or  dizziness  which  may  impare  ability  to  drive  or  per 
form  other  tasks  requiring  alertness  Patients  should  be  warned  not  to  drive  an  automobile  or  operate  machinery 
should  they  experience  such  reactions  while  taking  this  drug  In  such  cases,  reduction  in  dosage  or  discontinuance  of 
the  drug  should  be  considered  Avoid  alcoholic  beverages  As  with  all  narcotic  medications,  care  should  be  exercis 
ed  in  prescribing  this  product  in  view  of  the  possibility  of  suppression  of  productive  cough. 

Adverse  Reactions:  As  with  other  narcotic  containing  products,  drowsiness,  constipation,  miosis,  nausea  and 
vomiting  may  occur 

Dosage  and  Administration:  Adults  1 to  2 capsules  every  4 hours  as  needed  for  pain 
Children.  6 to  12  years  of  ages  1 capsule  every  4 hours. 

How  Supplied:  Bottles  of  100  NDC  12814  - 202-01 
Bottles  of  1000  NDC  12814  - 202-10 


V 


For  technical  discussion,  clinical 
studies  & samples  please  contact 


W.F.  Merchant 

Pharmaceutical  Company, Inc. 

P.O.  Box  6 

Mt  Rainier,  Md  20822 

Call  Collect  202-635-7890 
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October  10-11 

Hypertension  — 1980 
Place:  Grove  Park  Inn,  Asheville 
Fee:  $20 
Credit:  10  hours 

For  Information:  UNC-School  of  Medicine,  Continuing  Education, 
Chapel  Hill  933-2118 

October  15 

Placebos 

Place:  Pitt  Countv  Memorial  Hospital 
Fee:  $15 

Credit:  3 hours:  AM  A Category  I,  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

October  22 

Acid  Base  Problems  for  the  Primary  Care  Physician 
Place:  Lee  County  Hospital 
Fee:  $6 

Credit:  3.5  hours 

For  Information:  R.  S.  Cline,  M.D.,  Lee  County  Hospital,  Sanford 
27330 

October  31-November  1 

13th  Annual  Malignant  Disease  Symposium 
Fee:  $1 10 
Credit:  10  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  231  MacNider  Building 
202-H,  Chapel  Hill  27514 

November  5-9 

1980  Urologic  Assembly:  Pediatric  Urology 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
Credit:  27  hours 

For  Information:  Ms.  Linda  Mace,  Assembly  Secretary,  Box  3707, 
Duke  University  Medical  Center,  Durham  27710 

November  9-15 

Update  in  Cardiovascular  Diseases 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

November  12 

Clinical  Pediatrics 

Place:  Pitt  County  Memorial  Hospital 
Fee:  $15 

Credit:  3 hours;  AMA  Category  I,  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

December  10 

Adolescent  Gynecoloy 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 

Credit:  3 hours;  AMA  Category  I,  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27934 


PROGRAMS  IN  CONTIGUOUS  STATES 
October  23-26 

North  Carolina  Society  of  Internal  Medicine  Fall  Meeting 
Place:  The  Cloister,  Sea  Island,  Georgia 

For  Information:  North  Carolina  Society  of  Internal  Medicine,  P.O. 
Box  27167,  Raleigh  2761 1 

October  24-25 

52nd  Annual  McGuire  Lecture  Series 

Place:  Richmond,  Virginia,  Holiday  Inn  1-64  West  End 

Credit:  12  AMA  Category  I 

For  Information:  Kathy  E.  Johnson,  Box  48,  MCV  Station,  Rich- 
mond, Virginia,  (804)  786-0494 

November  13-15 

A National  Forum  on  Comprehensive  Cancer  Rehabilitation  and  its 
Vocational  Implications 


Place:  Fort  Magruder  Inn  and  Conference  Center,  Williamsburg, 
Virginia 

Credit:  14  hours 

For  Information:  Kathy  E.  Johnson,  Continuing  Medical  Educa- 
tion, MCV  Station,  Box  48,  Richmond,  Virginia  23298 

November  14-16 

Primary  Care  of  Hand  Injuries 

Place:  Sea  Island,  Georgia 

For  Information:  American  Society  for  Surgery  of  the  Hand,  2600 
South  Parker  Road,  Suite  132,  Aurora,  Colorado  80014 

November  21-23 

2nd  Annual  Pediatrics  Primary  Care  Conference 

Place:  Williamsburg  Hospitality  House,  Williamsburg,  Virginia 

Credit:  13  hours 

For  Information:  Kathy  E.  Johnson,  Box  48,  MCV  Station,  Rich- 
mond Virginia  (804)  786-0494 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


The  Arthritis  Foundation  has  awarded  a $26,000 
grant  to  the  Bowman  Gray  School  of  Medicine  and  has 
designated  the  school  as  an  Arthritis  Clinical  Research 
Center. 

The  foundation  is  supporting  45  such  centers 
nationwide  this  year  at  a cost  of  more  than  $1.1  mil- 
lion. 

The  one-year  Bowman  Gray  grant  will  support  the 
fellowship  program  in  Bowman  Gray's  section  on 
rheumatology,  as  well  as  research  on  the  causes  of 
various  arthritis  problems  and  the  development  of  a 
rheumatology  library  within  the  section. 

The  grant  is  the  first  funding  Bowman  Gray  has 
received  from  the  foundation’s  national  office. 

The  Bowman  Gray/Baptist  Hospital  Medical  Cen- 
ter handles  more  than  3,000  outpatient  visits  to  its 
rheumatology  clinics,  and  about  200  people  a year  are 
admitted  to  the  hospital  suffering  from  more  severe 
forms  of  arthritis. 

Bowman  Gray’s  arthritis  research  emphasizes 
looking  for  new  methods  of  treating  rheumatoid  ar- 
thritis and  related  diseases.  Researchers  are  studying 
the  causes  of  the  more  than  100  different  kinds  of 
arthritis  and  are  looking  for  tests  which  will  permit 
doctors  to  better  predict  an  arthritis  patient’s  response 
to  therapy. 

* * * 

La  Donna  F.  Cornelius  of  King  of  Prussia,  Pa.,  has 
been  selected  as  the  most  outstanding  student  in  the 
graduating  class  of  Bowman  Gray’s  program  in  medi- 
cal technology. 

Miss  Cornelius  received  the  Phyllis  D.  Newport 
Award,  recognizing  scholastic  achievement,  person- 
ality and  leadership. 

Ten  students  received  certificates  during  the  pro- 
gram’s commencement  ceremonies  in  June. 


August  1980,  NCMJ 
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PROSTATIC  ACID  PHOSPHATASE 
By 

RADIOIMMUNOASSAY 


Prostatic  Acid  Phosphatase 
by  Radioimmunoassay  is  a major  advance  in 
early  detection  of  prostatic  cancer.  This  test 
along  with  hundreds  of  others  is  done  daily  in 
our  laboratory  to  provide  you  with  the  best 
possible  service.  For  further  information 
please  call  Marketing  Department  Toll  Free 
1-800-438-6915  (in  N.C.  1-800-432-6078) 


(DIAGNOSTIC 

LABORATORIES 


2000  Freedom  Dr.,  Charlotte,  North  Carolina  28208 


We  provide  overnight  service  with  our  efficient  courier  network. 
Supplies  are  furnished  at  no  charge. 


NC  • SC  • VA  • WV  • TN  • KY  • OH  • PA  • MD 


Tenuate  @ 

( diethylpropion  hydrochloride  NF| 

Tenuate  Dospan 

(diethylpropion  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short  term  adjunct  la  tew 
weeks)  in  a regimen  of  weight  (eduction  based  on  calonc  restnction 
The  limited  usefulness  ot  agents  of  this  class  should  be  measured 
against  possible  risk  (actors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS  : Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  ot  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result) 
WARNINGS:  It  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect,  rather,  the  drug 
should  be  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle,  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  ot  subjects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  ot  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  ot  including  a drug  as  part  of  a weight 
reduction  program  Abuse  of  amphetamines  and  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  ot  certain  drugs,  may  be  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion: changes  are  also  noted  on  the  sleep  EEG  Manifestations  ot 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  ot  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
tor  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias,  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  onetime  in  order  to  minimize  the  possibility 
ot  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses  In  a tew  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances Allergic  Urticaria,  rash,  ecchymosis,  erythema,  Endocrine 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia, Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  mpbt  hunger  Tenuate 
Dospan  (diethylpropion  hydrochloride) controlled-release  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  ot  age 
OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  contusion,  assault- 
iveness, hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamme  (Regitme")  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey.  Puerto  Rico  00633 
Direct  Medical  Inauiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  US  A 
Licensor  of  Merrell’ 
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Overweight  may  not  always  be  simple... 
complications  can  develop*. 

Complicated  or  not... 


te  Dospan 

pion  hydrochloride  I 


(diethylpropion  hydrochloride  NF) 

75  mg.  controlled-release  tablets 


useful  short-term  adjun 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  require 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the 
complications  in  some  patients.  Diethylpropion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen. Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension 
see  additional  Warnings  and  Precautions  on  the  oppos  * 

In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

■; 

Clinical  effectiveness. 

The  anorectic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.1  And 
the  unique  chemistry  of  Tenuate  provides  “. . .anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.”2  Compared  with  the  am-*'  — : — 

has  minimal  potential  for  abuse. 


Tenuate-it 


*Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 
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For  prescribing  information  see  opposite  page. 


T ie  f-  siTnly  of  Man"  by  Roberto  Moretti, 
a st  atuary  in  crystal  symbolizing  the  broad  range  of 
hypertensive  patients  eligible  for  therapy  with  Catapres. 


The  Alpha 


Advantage: 


It’s  for  all  kinds  of  hypertensives 


• Unlike  beta  blockers.  Catapres* has  no  contraindications 

• Catapres  can  be  useful  even  in  these  patients  with: 


Congestive  heart  failure  Allergic  rhinitis 

Ventricular  hypertrophy  Hepatic  disease 

Hyperglycemia  Hyperuricemia 

Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hypersensitivity 


Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 


WOrk/play --normal  hemodynamic  responses  to  exercise  maintained. 

IOV6  — low  incidence  of  impotence  and/or  loss  of  libido: 

2.8%  in  1 ,923  patients  studied.1 

Cardiac  output— tends  to  return  to  control  values  during  long-term  therapy. 
blOOd  flOW— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 


The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 


ral  alpha-adrenergic.  stimulation  decreases  sympathetic  outflow  from 


in.  as  shown  in  animal  studies. 


file  at  Soehringer  ingelheim  Ltd 


see  last  page  for  brief  summary,  including 
— — ecautions,  and  adverse  reactions. 
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Tablets  of  0.1, 0.2,0. 
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(clonidine  HCI) 


Hypertensioi 


(clonidine  HCI) 

Hypertension 


• No  contraindications. 


• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  bre. 
fast  and  0.1  mg  at  bedtime.  Some  patients  may  ben< 
from  a starting  dose  of  0.1  mg  at  bedtime. 


• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension— no  fatal  hepatotoxicity. 


Usual  daily  dose  range — 0.2  — 0.8  mg 


Preserves  kidney  blood  flow. 


Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 


Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood 
pressure  response. 


.1 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1,  0.2,  0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 mo  j 
longer. 


Usage  in  Children:  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 


Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy.  A causal  relationship 
has  not  been  established  in  these  cases.  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine.  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect.  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  witfi 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive  periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsine  i 
sedation  Constipation,  dizziness,  headache,  and  fatigue  have  been  ref  i 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  fol  i 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (In  ] 
instances  an  exact  causal  relationship  has  not  been  established.)  These  irl 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnormal  n 
liver  function  tests;  one  report  of  possible  drug-induced  hepatitis  without  i 1 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochloride,  i 
thalidone  and  papaverine  hydrochloride  Weight  gain,  transient  elevation  ol  ( 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Rayi  1 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  ch<3 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  rasl  i 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  assot 
with  arash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol,  dr > 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecon  ! 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnorrr  f 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminished  1 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (clo  fl 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age.  Cn 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  compls  ( 
covery  within  24  hours  Tolazoline  in  intravenous  doses  of  10  mg  at  30-ril 
intervals  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochloride)  J 
dosage. 


How  Supplied:  Catapres,  brand  of  clonidine  hydrochloride,  is  available  as  C ' 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  100C » 
available  as  0.3  mg  (peach)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing  information 
Under  license  from  Boehringer  Ingelheim  GmbH 
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Bowman  Gray's  Department  of  Medicine  has  pre- 
sented its  1980  Osier  Award  to  Dr.  Daniel  M.  Camden. 

Camden  is  a second-year  house  officer  in  the  de- 
partment. 

The  Osier  Award  consists  of  a plaque  and  a medical 
book.  It  is  given  to  “the  physician  whose  colleagues 
feel  best  exemplified  the  ideal  of  patient  care  and 
scholarship.” 

Winners  of  the  award  are  chosen  by  their  fellow 
house  officers  in  internal  medicine. 

The  award  is  named  for  Dr.  William  Osier,  an  inter- 
nationally famous  internist  who  taught  at  the  Johns 
Hopkins  University  School  of  Medicine  and  at  Oxford 
University  after  the  turn  of  the  century. 

* * * 

Bowman  Gray’s  Department  of  Radiology  has  hon- 
ored a radiology  faculty  member  for  teaching  ex- 
cellence and  two  residents  for  superior  scholarship 
and  potential  as  radiologists. 

Dr.  Laurence  B.  Leinbach,  professor  of  radiology, 
has  been  presented  the  James  L.  Quinn  Memorial 
Award.  Drs.  Richard  Kirnish  and  Randy  Jackson, 
radiology  residents,  have  received  the  Radiology 
Faculty  Award. 

The  Quinn  Award  is  given  each  year  by  radiology 
residents  to  a faculty  member  in  the  department.  The 
award  was  established  in  memory  of  Dr.  Quinn,  a 
Bowman  Gray  alumnus  and  former  faculty  member 
who  was  a nationally-known  nuclear  medicine  spe- 
cialist. He  died  of  cancer  last  April. 


A new  approach  to  food  and  exercise  is  under  way 
at  Bowman  Gray  in  a program  entitled  “Dietary  Man- 
agement Program.” 

The  nine-month  program  is  sponsored  by  the  sec- 
tion on  medical  psychology  and  is  directed  by  Dr. 
Margaret  Straw,  assistant  professor  of  psychology. 

Dr.  Straw  previously  directed  weight  control  pro- 
grams at  Pennsylvania  State  University  and  Roosevelt 
University.  She  described  the  dietary  management 
program  as  “an  intensive  training  program  that 
teaches  persons  how  to  manage  their  eating  behavior 
in  order  to  reduce  and/or  stabilize  weight.  The  objec- 
tive of  the  program  is  to  establish  eating  and  activity 
patterns  that  will  be  lifelong.” 

The  program  utilizes  a team  approach  involving  the 
patient’s  own  family  physician,  aclinical  psychologist 
and  a clinical  dietitian.  During  the  program,  patients 
attend  two  assessment  sessions,  16  class  sessions  on 
behavioral  and  dietary  management  and  four  sessions 
on  nutritional  education.  Treatment  takes  place  in 
small  groups  on  an  outpatient  basis. 

Persons  16  years  of  age  and  older  and  at  least  15% 
overweight  may  apply.  Patients  under  the  age  of  16 
must  be  accompanied  by  a parent. 

* * * 

Dr.  W.  Keith  O’Steen,  professor  and  chairman  of 
the  Department  of  Anatomy  at  Bowman  Gray,  has 
been  installed  as  president  of  the  North  Carolina 
Chapter  of  the  Society  for  Neuroscience. 


Williamsbiug’s  Fort  Magmdcr: 
A great  conference  center 
in  the  middle  of  it  all. 


From  rooms  for  10  to  500  to  a completely 

equipped  stage,  you’ll  find  

everything  for  a perfect 
conference  at  Fort  Magruder. 
State-of-the-art  audio/visual 
equipment.  Professional 
meal  planning.  Very 
personal  service.  And 
very  flexible  meeting  space. 

Space  that  lets  you  stage  an 
exhibition,  go  into  executive 
session,  and  serve  lunch  (or 
dinner)  to  500.  And  all  just 


both  Colonial  Williamsburg  and  The  Old 

Country/Busch  Gardens. 

So  if  you’re  thinking 
of  Williamsburg  and  you 
want  to  make  the  meeting 
perfect,  turn  to  Fort 
Magruder.  For  everything 
you  expect  from  a great 
conference  center  — in  the 
middle  of  it  all!  For 
free  planning  booklet 
write  John  I.  Corbin, 

Box  KE,  Williamsburg, 


minutes  away  from  the  special  good  times  of  Va.  23185.  Or  call  collect:  (804)  220-2250. 


Fori  Magruder  Inn  & 
Conference  Center,  Williamsburg 
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He  succeeds  Dr.  James  G.  McCormick,  research 
associate  professor  of  otolaryngology. 

The  society  is  a national  organization,  and  its  North 
Carolina  chapter  is  one  of  the  nation’s  largest.  The 
chapter  meets  quarterly  to  bring  together  people  from 
the  many  academic  disciplines  interested  iri  the  body’s 
senses  and  the  central  and  peripheral  nervous  system. 

* * * 

Bob  Wailes,  a senior  medical  student  at  Bowman 
Gray,  has  been  elected  a regional  trustee  of  the 
American  Medical  Student  Association  (AMSA). 

AMS  A is  a national  medical  student  organization 
dedicated  to  the  improvement  of  medical  education, 
health  care  and  health  care  delivery.  The  national 
office  recognizes  128  active  chapters. 

As  a regional  trustee,  Wailes  will  represent  13 
southeastern  medical  schools  at  meetings  of  the 
AMSA  Board  of  Trustees.  He  will  serve  a one-year 
term. 

* * * 

The  North  Carolina  Lions  Association  for  the  Blind 
has  awarded  a three-year,  $24,000  grant  to  Bowman 
Gray  to  support  the  purchase  of  a Zeiss  Photo  Slit 
Lamp  System. 

The  lamp  will  be  used  by  the  Department  of 
Surgery’s  Section  on  Ophthalmology. 

The  new  system  will  be  important  in  the  diagnosis  of 


eye  disorders,  in  patient  care  follow-up  and  in  the 
school’s  ophthalmology  teaching  program. 

* * * 

Bowman  Gray  has  received  a $377,460  grant  to 
study  an  alternative  way  of  providing  health  care  to 
elderly  people  living  in  such  places  as  nursing  homes. 

The  Bowman  Gray  research  will  be  done  by  the 
Department  of  Family  and  Community  Medicine.  It 
will  examine  the  use  of  physician  extenders  as  the 
main  providers  of  an  aged  person’s  routine  health 
care.  The  research  also  will  determine  how  a clinical 
pharmacist  can  aid  in  caring  for  the  elderly  in  long- 
term care  facilities. 

According  to  Dr.  Julian  F.  Keith,  professor  and 
chairman  of  the  Department  of  Family  and  Commu- 
nity Medicine,  the  search  for  an  alternative  way  of 
delivering  care  is  needed  because  few  doctors  are 
attracted  by  work  in  nursing  homes  and  the  number  of 
elderly  persons  is  growing  while  money  needed  to 
supply  their  health  care  is  not  keeping  pace. 

The  grant  is  from  the  Kate  B.  Reynolds  Health  Care 
Trust  and  is  one  of  the  largest  research  awards  ever 
made  to  a medical  school's  family  medicine  program. 

Bowman  Gray’s  program  is  associated  with  the 
Moravian  Home  in  Winston-Salem,  providing  much 
of  the  health  care  needed  by  the  home’s  elderly  resi- 
dents. The  home,  in  turn,  is  a place  where  doctors 
training  in  family  medicine  can  learn  about  the  special 


HOLLY  HILL  HOSPITAL— A HOSPITAL  COMMUNITY 


— A private,  psychiatric  hospital  serving  adults 
and  adolescents 

— An  open  medical  staff  with  21  Psychiatrists 

— A consulting  medical  staff  representing  all 
specialties 

— Short,  intermediate,  and  long-term  treat- 
ment programs  tailored  to  each  patient’s 
needs 

— Psychiatric  consultation  and  hospitalization 
on  a 24-hour  basis 


Fully  accredited  by  Joint  Commission  on  Ac- 
creditation of  Hospitals  for  adults,  children, 
adolescents,  and  drug-alcohol  abuse 
Licensed  by  the  State  of  North  Carolina 
Participants  in  Medicaid/Medicare  Program 


For  further  information,  please  contact: 

Mr.  Cliff  Christiansen,  Administrator 
Dr.  Robert  L.  Green,  Jr.,  Medical  Director 
3019  Falstaff  Road 
Raleigh,  North  Carolina  27610 
(919)  755-1840 
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medical  needs  of  the  elderly.  The  home  will  be  the 
main  location  for  work  being  done  under  the  new 
grant. 

* * * 

The  outlook  for  women  with  precancerous  cells 
involving  the  cervix,  vagina  or  vulva  is  much  brighter 
today  because  of  the  availability  of  the  carbon  dioxide 
laser. 

One  such  laser  now  is  being  used  by  Bowman  Gray 
gynecologic  oncologists.  Laser  surgery  for  removal  of 
the  cells  heals  faster,  scarring  is  kept  to  a minimum, 
side  effects  are  few  and,  in  the  case  of  precancerous 
cells  of  the  cervix,  the  surgery  can  be  done  on  an 
outpatient  basis. 

The  laser  surgery  at  the  Bowman  Gray/Baptist 
complex  is  performed  by  Dr.  Vernon  W.  Jobson,  as- 
sistant professor  of  obstetrics/gynecology,  and  Dr. 
Howard  Homesley,  associate  professor  of  obstetrics 
and  gynecology. 

* * * 

Dr.  William  H.  Boyce,  professor  of  urology,  was 
awarded  the  Cine  Golden  Eagle  Award  by  the  Council 
on  International  Non-Theatrical  Events  for  the  film 
“Surgical  Anatomy  of  the  Human  Kidney  and  Its 
Application.”  Norwich-Eaton  Pharmaceuticals  sup- 
plied funds  for  the  production  and  distribution  of  the 
film.  Dr.  Boyce  also  has  been  elected  to  a six-year 
term  as  trustee  of  the  American  Board  of  Urology. 

* * * 

Drs.  Robert  L.  Dixon  and  Kenneth  E.  Ekstrand, 
associate  professors  of  radiology  (physics),  have  re- 
cieved  the  1979  outstanding  publication  award  of  the 
Southeastern  Chapter  of  the  American  Association  of 
Physicists  in  Medicine  for  their  paper  “A  Linear  Ac- 
celerator Calibration  with  a Memory.” 

* * * 

Drs.  Phillip  C.  Galle  and  R.  Henry  Temple,  assis- 

tants in  obstetrics  and  gynecology,  has  received  the 
James  E.  Chapman  Memorial  Award  as  the  outstand- 
ing residents  in  the  Department  of  Obstetrics  and 
Gynecology. 

* * * 

Dr.  John  C.  Gusdon,  Jr.,  professor  of  obstetrics  and 
gynecology,  has  been  named  to  the  editorial  board  of 
the  new  medical  journal,  the  American  Journal  of 
Reproductive  Immunology. 

* * * 

Dr.  David  L.  Kelly,  Jr.,  professor  of  neurosurgery, 
has  been  elected  to  a three-year  term  on  the  board  of 
directors  of  the  American  Association  of  Neurological 
Surgeons. 

* * * 

Sandra  M.  Maree,  instructor  in  anesthesia  (nurse 
anesthesia),  has  been  installed  as  president  of  the 
North  Carolina  Association  of  Nurse  Anesthetists. 
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Linda  Cuthrell,  clinical  instructor  in  anesthesia,  was 
installed  secretary  of  the  group. 

* * * 

Dr.  Richard  T.  Myers,  professor  and  chairman  of 
the  Department  of  Surgery,  was  elected  president  of 
the  North  Carolina  Chapter  of  the  American  College 
of  Surgeons  during  the  chapter’s  annual  meeting. 

* * * 

Dr.  J.  Kiffin  Penry,  professor  of  neurology  and  as- 
sociate dean  for  neuroscience  development,  has  been 
elected  to  the  board  of  directors  of  the  North  Carolina 
Foundation  for  Mental  Health  Research,  Inc. 

* * * 

Dr.  George  Podgorny,  clinical  associate  professor 
of  surgery  (emergency  medicine),  has  been  re-elected 
president  of  the  American  Board  of  Emergency  Medi- 
cine. 

* * * 

Dr.  John  W.  Reed,  associate  professor  of  surgery 
(ophthalmology),  has  been  elected  chairman  for  the 
1981  annual  session  of  the  North  Carolina  Medical 
Society. 

* * * 

Dr.  Charles  L.  Spurr,  professor  of  medicine,  has 
been  re-elected  national  delegate  to  the  American 
Cancer  Society  as  a professional  member  for  a two- 
year  term. 

* * * 

Dr.  Robert  B.  Taylor,  associate  professor  of  family 
and  community  medicine,  has  been  elected  to  the 
Society  of  Teachers  of  Family  Medicine  task  force  to 
prepare  a research  position  paper  for  family  medicine. 

* * * 

Dr.  James  F.  Toole,  professor  and  chairman  of  the 
Department  of  Neurology,  has  been  elected  an  alter- 
nate delegate  to  the  American  Heart  Association  for 
1980-82.  " 

* * * 

Dr.  Nat  E.  Watson,  Jr.,  assistant  professor  of 
radiology,  was  elected  president  of  the  Nuclear  Medi- 
cine Section  of  the  North  Carolina  Medical  Society 
during  the  society’s  annual  meeting. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


The  first  residents  to  complete  postgraduate  train- 
ing at  the  East  Carolina  University  School  of  Medicine 
were  honored  June  1 5 at  a ceremony  that  symbolized  a 
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milepost  in  the  development  of  the  state’s  new  four- 
year  medical  school  which  began  operations  in  July 
1975. 

The  first  four  physicians  to  receive  all  their  post- 
graduate training  at  ECU  are  specialists  in  family 
medicine  and  plan  to  remain  in  North  Carolina  to 
practice.  Also  recognized  at  the  afternoon  ceremony 
at  Pitt  County  Memorial  Hospital  were  the  first  dental 
residents  to  complete  the  one-year  training  program  in 
dentistry. 

Dr.  Edwin  W.  Monroe,  associate  dean  for  external 
affairs  at  the  medical  school,  and  Dr.  James  G.  Jones, 
chairman  of  the  Department  of  Family  Practice,  em- 
phasized the  importance  of  the  medical  school’s 
partnership  with  Pitt  County  Memorial  Hospital  and 
the  Eastern  Area  Health  Education  Center  in  estab- 
lishing and  maintaining  residency  programs.  Pitt  Me- 
morial is  the  medical  school's  primary  facility  for 
clinical  training.  Eastern  AHEC,  which  provided  con- 
struction funds  for  the  $1.8  million  Eastern  Carolina 
Family  Practice  Center,  also  provides  budget  support 
for  residency  rotations  at  health  care  settings 
throughout  eastern  North  Carolina. 

Residents  in  family  practice  spend  the  majority  of 
the  three-year  program  caring  for  their  panel  of  pa- 
tients at  the  Family  Practice  Center,  a modern,  spa- 
cious arrangement  of  doctors’  offices  located  adjacent 
to  Pitt  Memorial.  A dental  module  in  the  center  pro- 
vides a well-equipped  setting  for  postgraduate  training 
in  dentistry. 


Dr.  Lee  R.  Trent  of  Richmond,  Va.,  will  join  the 
faculty  at  the  center  as  instructor  of  family  practice. 
Dr.  Jerome  E.  Groll,  a Wilmington,  Del.,  native  who 
completed  the  program  in  December  1979,  has  estab- 
lished a private  practice  in  Greenville. 

Dr.  George  R.  Everhart  of  Spencer,  N.C.,  and  Dr. 
Danny  E.  Huntley  of  Charlotte,  N.C.,  plan  to  set  up 
private  practice  together  in  Salisbury,  N.C. 

Dr.  Charles  E.  Burnham  from  Lutherville,  Md.,  will 
go  into  private  practice  in  dentistry  in  Henderson,  ) 
N.C.,  and  Dr.  C.  Douglas  Peeden  of  Halifax,  N.C.,| 
will  serve  as  a clinical  staff  dentist  at  ECU. 

* * * 

Dr.  Bryon  T.  Burlingham,  chairman  of  the  Depart- 
ment of  Microbiology,  was  selected  and  attended  a 
National  Endowment  for  the  Humanities  summer 
seminar,  "Disease,  Medical  Practice  and  Public  Pol- 
icy: An  Historical  Overview,”  July  1-August  8 at  the 
University  of  Cincinnati. 

* * * 

Dr.  James  E.  Akers,  assistant  professor  of  micro- 
biology, presented  "Studies  on  Coxsackie  Virus  B-4: 
A Major  Cause  of  Viral  Myocarditis”  at  the  annual 
meeting  of  the  American  Heart  Association  — North 
Carolina  Affiliate. 

* * * 

Dr.  W.  R.  Walker,  assistant  professor  of  psychia- 
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try,  is  the  author  of  “Hypnosis  as  an  Adjunct  in  Man- 
agement of  Pain"  in  a recent  issue  of  Southern  Medi- 
cal Journal. 

* * * 

Dr.  Robert  E.  Thurber,  chairman  of  the  Department 
of  Physiology,  has  received  the  Silver  Distinguished 
Service  Medallion  from  the  American  Heart  Associa- 
tion — North  Carolina  Affiliate  — in  recognition  of 
(volunteer  service  on  the  state  level. 

* * * 

Dr.  Uwe  Muller,  assistant  professor  of  microbiol- 
ogy, presented  “Construction  and  Properties  of  Mu- 
tants with  Altered  Intercistronic  Regions  in  0X174  be- 
tween Genes  J and  F”  at  a meeting  of  the  American 
Society  of  Biological  Chemists  in  New  Orleans. 

Dr.  Sam  Pennington,  professor  of  biochemistry, 
presented  “A  Simple  Model  for  the  Study  of  the  Effect 
of  Ethanol  on  Lipid  Peroxidation." 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


I A new  study  at  the  School  of  Medicine  supports 
earlier  evidence  that  children  who  are  held,  talked  to 
and  praised  tend  to  develop  intellectually  at  a faster 
rate  than  those  who  receive  less  warmth  and  attention. 

In  addition,  the  study  indicates  that  a mother’s  abil- 
' ity  to  give  her  child  a living,  stimulating  environment 
may  depend,  at  least  partially,  on  how  much  emo- 
tional support  she  receives  from  the  baby's  father  and 
other  members  of  the  family. 

Dr.  Jack  Pascoe,  a pediatrician,  has  surveyed  the 
families  of  80  children,  all  of  whom  had  been  born  sick 
or  premature. 

The  results  of  Pascoe’s  survey  indicate  that  mothers 
who  report  a high  degree  of  family  support  and  com- 
munity involvement  tended  to  give  their  child  more 
loving  attention  and  encouragement.  The  most  im- 
portant source  of  support  appeared  to  be  the  baby’s 
father  and  other  family  members. 

Pascoe  noted  that  most  of  the  families  in  his  study 
live  in  rural  areas,  many  have  financial  problems  and 
all  have  borne  the  added  stress  of  having  a sick  baby. 
But  he  was  impressed  that  “families  who  don’t  have 
much  in  the  way  of  material  goods  seemed  to  be  en- 
joying their  children  and  doing  a good  job  of  raising 
them,  often  in  the  face  of  rather  overwhelming  odds." 

He  said  similar  studies  should  be  done  in  other  parts 
1 of  the  country  and  with  families  of  healthy  babies  to 
■ see  if  the  results  are  more  generally  valid. 
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Two  medical  researchers  at  the  School  of  Medicine 
have  been  awarded  a five-year,  $438,553  grant  by  the 
National  Institutes  of  Health  for  their  studies  of  hor- 
mone receptors  in  the  brain. 

Dr.  Walter  E.  Stumpf,  professor  of  anatomy  and 
pharmacology,  and  D.  Madhabananda  Sar,  research 
associate  professor  of  anatomy,  previously  have  pub- 
lished maps  of  the  brain  and  spinal  cord  showing  sites 
where  various  hormones  interact  with  nerve  cells. 

Their  research  indicates  that  extensive  regions  of 
the  central  nervous  system  are  under  the  control  of 
sex  hormones  which  influence  not  only  behavior 
linked  to  reproduction  but  also  emotion,  aggression, 
memory,  regulation  of  blood  pressure  and  sensory 
functions. 

Stumpf  and  Sar  are  particularly  interested  in  the 
relationship  of  sex  hormones  to  nerve  cells  that  con- 
tain peptide  hormones. 

* * * 

Dr.  Merrel  D.  Flair,  47,  director  of  the  School  of 
Medicine’s  office  of  medical  studies  since  its  opening 
in  1970,  died  June  7 at  his  home  after  a long  illness. 

Flair,  who  was  also  professor  of  psychology  in  the 
Department  of  Psychiatry,  “was  an  extraordinary 
human  being  and  a devoted  member  of  the  University 
faculty,"  said  Dr.  Christopher  C.  Fordham  III,  chan- 
cellor of  the  university. 

Flair  helped  develop  a program  to  improve  the 
health  of  African  families  as  deputy  director  of  the 
African  Health  Training  Institutions.  More  recently, 
he  led  in  the  organization  of  an  exchange  program 
between  the  School  of  Medicine  and  the  University  of 
Alexandria  in  Egypt. 

In  10  years  at  the  university.  Flair  also  worked  in 
the  schools  of  public  health  and  education. 

* * * 

A crew  from  Belgian  radio  and  television  was  re- 
cently in  Chapel  Hill  to  film  a documentary  on  the 
TEACCH  program  (Treatment  and  Education  of  Au- 
tistic and  related  Communication  Handicapped  Chil- 
dren) in  the  School  of  Medicine. 

Theo  Peeters,  the  writer  of  the  documentary,  wants 
to  introduce  his  country  to  new  and  innovative  ap- 
proaches in  studying  and  treating  autism. 

“TEACCH  is  impressive  because  it  presents  an 
organic  approach  to  autism,"  he  said.  “Most  profes- 
sionals in  Belgium  still  blame  autism  on  parents  and 
TEACCH  actively  involves  parents  as  part  of  the 
treatment. 

“TEACCH  is  the  very  best  program  that  I’ve  seen 
in  the  world,”  said  Peeters.  Not  only  has  he  been 
impressed  with  the  TEACCH  philosophy  of  parental 
involvement  in  the  treatment  of  autistic  children,  he 
said,  but  also  with  the  specialized  way  the  program 
assesses  a child’s  ability  in  different  functional  areas 
and  the  global  approach  to  treating  autism  — from  the 
clinic,  to  the  home,  to  the  classroom. 

Peeters  also  has  translated  into  Dutch  a book  on 
autism  by  Dr.  Eric  Schopler,  director  of  the 
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TEACCH  program.  The  book,  titled  “The  Psycho- 
educational  Profile,"  is  being  published  in  Belgium 
now. 

TEACCH  was  the  nation’s  first  statewide  program 
for  the  treatment  and  education  of  children  suffering 
from  autism  and  similar  developmental  disorders. 

* * * 

Two  leading  medical  scientists  from  the  People’s 
Republic  of  China  recently  visited  the  Cancer  Re- 
search Center  as  part  of  a tour  of  American  Research 
Institutions.  Drs.  Zheriang  Huang  and  Yuilin  Li,  vice 
chancellors  of  the  Institute  of  Virology  of  the  Chinese 
Academy  of  Medical  Sciences,  are  in  this  country  to 
promote  exchange  programs  in  the  area  of  virus  re- 
search. 

Dr.  Joseph  Pagano,  director  of  the  Cancer  Center, 
said  the  Chinese  included  Chapel  Hill  on  their  tour 
because  it  is  a center  for  the  study  of  several  virus 
diseases  that  are  problems  in  China. 

* * * 

Dr.  Thomas  W.  Farmer,  Sarah  Graham  Kenan 
professor  of  neurology,  was  honored  in  early  May  by 
55  residents  (former  and  current),  faculty  and  spouses 
at  a dinner  during  the  32nd  annual  meeting  of  the 
American  Academy  of  Neurology  in  New  Orleans. 

A clinical  neurologist  for  38  years.  Farmer  came  to 
UNC-CH  in  1952  from  Southwestern  Medical  School 


of  the  University  of  Texas  at  Dallas  as  the  first  chief  of 
the  division  of  neurology  in  the  Department  of  Medi- 
cine. 

He  assumed  emeritus  status  on  July  1 but  continues 
to  pursue  his  clinical  and  scholarly  activities. 

* * * 

Dr.  Edward  J.  Shahady,  professor  and  chairman  of 
family  medicine,  was  installed  as  president  of  the  So- 
ciety of  Teachers  of  Family  Medicine  at  the  organiza- 
tion’s annual  conference  May  3-7  in  Boston. 

Shahady  said  one  goal  of  the  national  organization 
should  be  to  help  improve  the  teaching  skills  of  prac- 
ticing physicians.  The  fundamental  goal  of  family 
medicine  educators,  he  said,  “is  improving  the  quality 
of  life  for  the  patients  we  serve.  What  we  do  as 
teachers  must  not  only  be  for  the  benefit  of  doctors,  it 
must  benefit  patients." 

* * * 

Three  members  of  the  hospital’s  safety  and  security 
department  were  elected  officers  of  the  North  Caro- 
lina Safety  and  Security  Health  Care  Council  at  the 
organization’s  annual  meeting  May  22  in  Charlotte. 

Bud  Brexler,  director,  was  named  vice  president 
and  president  elect.  Dave  Donaldson,  security  coor- 
dinator, was  elected  treasurer.  Bill  Jernigan,  safety 
coordinator,  was  named  to  the  board  of  directors. 

Members  of  the  Safety  and  Security  Health  Care 
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Professional  counseling  staff 
Family  program 
After-care  program 


Full  time  physician 
Psychiatric  consultant 
Registered  nurses 


P.  O.  Box  240197. 1715  Sharon  Road  West.  Charlotte.  N.C.  28224 


For  Information  Call  (704)  554-0285 
James  F.  Emmert,  Executive  Director 
Rex  R.  Taggart.  M.D..  Medical  Directo 


Vol.  41 , No.  8 


548 


Council  represent  about  50  hospitals  in  North  Caro- 
lina. The  organization's  purpose  is  to  improve  the 
quality  of  safety  and  security  services  in  the  health 
field. 

A group  of  20  morticians  and  nurses  gathered  at  the 
School  of  Medicine  May  30-31  to  learn  how  human 
eyes  are  removed  for  corneal  transplants. 

A course  on  the  procedure  was  offered  by  the  N.C. 
Eye  and  Human  Tissue  Bank,  Inc.,  in  cooperation 
with  the  Department  of  Ophthalmology  in  the  School 
of  Medicine. 

Dr.  Kenneth  L.  Cohen,  assistant  professor  of 
ophthalmology  and  director  of  the  course,  said  those 
taking  the  instruction  were  certified  under  state  law  to 
remove  eyes  that  will  be  used  in  corneal  transplants. 

“Generally,  eyes  have  to  be  removed  within  four 
hours  after  death  for  transplantation,”  Cohen  said. 
“Morticians  and  nurses  who  are  qualified  to  perform 
the  removal  send  the  eyes  to  the  eye  bank  in 
Winston-Salem  or  directly  to  a surgeon  whose  request 
has  been  approved  by  the  eye  bank.” 

5fC 

John  W.  Sixbey,  a resident  at  the  University  of 
Maryland,  will  soon  join  the  Cancer  Research  Center 
as  a postdoctoral  fellow  in  the  division  of  infectious 
diseases. 

Sixbey,  a virologist,  will  work  with  Dr.  Joseph 
Pagano,  director  of  the  Cancer  Center,  under  a two- 
year,  $28,667  grant  from  the  American  Social  Health 
Association.  They  will  study  the  pathology  and  treat- 
ment of  herpes  viruses. 

5jC 

Dr.  Seymour  L.  Halleck,  professor  of  psychiatry, 
has  won  the  1980  Isaac  Ray  Award  of  the  American 
Psychiatric  Association. 

Halleck,  who  was  honored  at  a recent  meeting  of  the 
association  in  San  Francisco,  was  cited  for  his  ac- 
complishments and  career  in  forensic  psychiatry. 

He  also  is  adjunct  professor  in  the  School  of  Law. 

* * * 

Dr.  Robert  Rutledge,  resident  in  surgery,  has  won 
the  Resident’s  Award  of  the  North  Carolina  chapter  of 
the  American  College  of  Surgeons. 

The  award,  presented  at  an  annual  meeting  of  the 
chapter  in  Wrightsville  Beach,  is  given  for  the  best 
medical  paper  written  by  a surgery  resident.  Twenty 
papers  were  submitted  by  residents  throughout  the 
state  and  six  were  accepted  for  presentation. 

Rutledge’s  paper,  titled  “Comparison  of  Rifampin 
and  Cefazolin  as  Prophylactic  Antibiotics  in  Two 
Animal  Models  of  Vascular  Graft  Infection,”  was 
selected  as  the  winner. 

* * * 

Dr.  Arthur  J.  Prange  Jr.,  professor  of  psychiatry, 
and  Gordon  B.  Burnett,  associate  professor  of  psy- 


chiatry, had  their  paper,  “Adverse  effects  of  An- 
ticholinergic Antiparkinsonian  drugs  in  Tardive  Dys- 
kinesia: An  Investigation  of  Mechanism,”  published 
in  the  February  issue  of  Neuropsychobiology,  Vol.  6. 

* * * 

Dr.  Joseph  S.  Pagano,  director  of  the  Cancer  Re- 
search Center,  spoke  on  “Proteins  Induced  in 
Epstein-Barr  Virus  Infected  Cell  Lines”  at  the  Euro- 
pean Molecular  Biology  Organization  workshop  on 
“Immunological  Aspects  of  Nuclear  Components” 
April  14-16  in  Portofino,  Italy. 

* * * 

Dr.  Enid  R.  Kafer,  associate  professor  of  anes- 
thesiology and  physiology,  presented  a paper  at  the 
50th  anniversary  of  the  establishment  of  an  indepen- 
dent department  of  anesthetics  at  the  Royal  Prince 
Alefred  Hospital  in  April  in  Sydney,  Australia. 

* * * 

Dr.  Joan  C.  Rogers,  occupational  therapy,  was  a 
consultant  to  the  occupational  therapy  curricula  at  the 
University  of  Florida  in  Gainesville  May  2 and  at 
Florida  International  University  May  5-6.  She  spoke 
at  a seminar  on  therapeutic  intervention  for  feeding 
problems  in  children,  adults  and  the  elderly  May  8-10 
in  Miami. 


News  Notes  from  the— 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Some  335  new  health  professionals  were  among  the 
2,200  men  and  women  receiving  degrees  from  Duke, 
Sunday,  May  4. 

The  academic  pageantry  of  Duke’s  128th  graduation 
was  held  on  the  tree-lined  East  Campus  lawn.  Reno- 
vation of  Wallace  Stadium,  which  will  be  completed 
in  August,  made  the  change  in  graduation  site  nec- 
essary. 

The  graduation  speaker  was  U.S.  Rep.  Richardson 
Preyer  of  Greensboro.  Ceremonies  began  at  2 p.m. 
with  President  Terry  Sanford  presiding.  The  occasion 
marked  Sanford’s  return  to  administrative  duties  after 
sabbatical  leave. 

* * * 

The  American  College  of  Physicians  has  conferred 
its  oldest  and  one  of  its  most  prestigious  honors  — the 
John  Phillips  Memorial  Award  — on  Dr.  James  B. 
Wyngaarden,  Frederick  M.  Hanes  Professor  and 
chairman  of  the  Department  of  Medicine  at  the  medi- 
cal center. 

Wyngaarden  received  the  award  during  the  convo- 
cation program  at  the  college’s  recent  annual  meeting 
in  New  Orleans  “for  distinguished  contributions  in 
internal  medicine.” 

The  award,  which  is  presented  only  periodically. 
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consists  of  a certificate,  a cash  honorarium  and  a 
bronze  medal  bearing  the  likeness  of  Dr.  Rene  Laen- 
nec,  a 19th  century  French  physician  who  invented 
the  stethoscope. 

The  citation  said  that  among  other  things,  Wygaar- 
den’s  work  “formed  the  basis  of  our  understanding  of 
uric  acid  metabolism  and  became  the  ultimate  model 
for  investigation  and  comprehending  the  biochemical 
basis  for  many  disorders  of  intermediary  metabolism. 

“These  contributions,”  it  continued,  “led  to  the 
revolutionary  breakthrough  in  the  treatment  of 
hyperuricemia  with  allopurinol  and  has  resulted  in 
enhancing  our  ability  to  modify  the  natural  history  of 
gout  and  its  complications.” 

* * * 

Following  intermission  at  the  annual  medical  school 
show,  three  physicians  were  awarded  the  coveted 
Golden  Apple  awards.  The  physicians  were  selected 
to  receive  the  award  by  the  medical  students  because 
of  their  outstanding  teaching  ability. 

The  thi  ee  were  Drs.  Roy  T.  Parker,  F.  Bayard  Car- 
ter Professor  and  chairman  of  the  Department  of 
Obstetrics  and  Gynecology;  Salvatore  Pizzo,  assis- 
tant professor  of  pathology  and  biochemistry;  and 
Ken  Fortier,  chief  resident  in  obstetrics  and  gynecol- 
ogy. 


“Absolutely  fabulous!” 

That  was  the  judgment  of  Richard  Peck,  hospital  i 
administrative  director,  about  the  patient  move  into 
the  new  North  Division  of  Duke  Hospital  on  Saturday,  » 
May  3.  His  feelings  of  pride  were  shared  by  the  active 
participants  in  the  move  — and  by  others  who  might 
not  have  been  on  hand  at  dawn  when  things  got  under 
way  but  who  had  a part  over  the  years  in  making  the 
North  Division  a reality. 

As  a testimony  to  the  extensive  planning  and  coop-  ; 
eration  that  went  into  the  move,  all  163  medical  pa- 
tients were  safely  and  comfortably  relocated  in  the 
North  Division  by  lunchtime.  The  efficiency  of  the 
patient  shift  resulted  in  the  job  being  completed  two 
hours  ahead  of  schedule. 

John  Robinette,  the  assistant  administrative  direc- 
tor who  handled  the  move  from  the  South  Division 
lobby,  said  about  250  people  were  involved  in  patient 
transport. 

* * * 

Dr.  Peter  K.  Smith,  a senior  resident  in  general  and 
cardiothoracic  surgery  at  the  medical  center,  has  re- 
ceived a $100,000  Clinician  Scientist  Award  from  the 
American  Heart  Association. 

Smith,  a native  of  Fall  River,  Mass.,  said  that  over 
the  next  three  years,  the  award  will  finance  his  studies 
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of  abnormal  electrical  activity  in  the  heart  and 
methods  of  correcting  it.  He  will  work  under  the 
supervision  of  Dr.  James  L.  Cox,  assistant  professor 
of  surgery. 

Jji 

Dr.  H.  Keith  H.  Brodie,  chairman  of  the  medical 
center's  Department  of  Psychiatry,  is  the  winner  of 
the  1980  Institute  of  Pennsylvania  Hospital  Award 
given  annually  in  memory  of  Dr.  Edward  A.  Strecker. 

Announcement  of  the  award  was  made  at  the  annual 
meeting  of  the  American  Psychiatric  Association  in 
San  Francisco  by  Dr.  J.  Martin  Myers,  psychiatrist- 
in-chief  at  the  Institute. 

In  making-the  award,  Myers  said  “Brodie  was 
selected  because  of  his  broad  and  integrated  contribu- 
tions to  the  care  and  treatment  of  psychiatric  patients. 
He  is  a psychiatrist  who  not  only  works  as  a research 
investigator  but  also  provides  great  leadership  as  a 
teacher  and  educator  while  maintaining  an  active 
interest  in  personal  clinical  care.” 

The  Strecker  Award  is  given  annually  to  an  indi- 
vidual who  has  made  an  outstanding  contribution  in 
the  field  of  psychiatric  patient  care  or  treatment. 

In  accepting  the  award,  Brodie  will  speak  at  a spe- 
cial lecture  in  his  honor  Nov.  21  at  the  Institute  of 
Pennsylvania  Hospital  in  Philadelphia. 

* * * 

“I've  seen  times  when  I've  gone  to  bed  at  night  and 
have  been  surprised  to  wake  up  in  the  morning,”  said 
Vivian  Naylor,  a retired  fabric  shop  owner  and  dress 
designer  from  Plymouth,  N.C.,  who  suffers  from  se- 
vere asthma. 

“The  worst  part  is  that  you  panic  sometimes  when 
you  feel  like  you  can't  take  one  more  breath,”  she 
added,  sounding  as  though  she  had  just  run  up  a flight 
of  stairs.  “It’s  like  somebody’s  smothering  you.” 

Mrs.  Naylor,  who  was  discharged  in  May  after  sev- 
eral weeks  in  Duke  Hospital,  says  she  thinks  most 
people  don’t  realize  how  debilitating  asthma  can  be. 
Recently,  she  broke  a rib  coughing. 

“I  met  one  woman  while  I was  a patient  who  had 
lung  cancer  and  emphysema  and  had  just  developed 
asthma  too,”  she  said.  “That  woman  told  me  the 
asthma  was  the  hardest  of  the  three  to  deal  with.” 

In  an  effort  to  make  life  easier  for  people  like  Mrs. 
Naylor,  physicians  at  the  medical  center  are  begin- 
ning a clinical  study  of  a drug  that  has  been  shown  in 
Europe  to  be  effective  in  controlling  asthma  but  is  not 
yet  licensed  by  the  Food  and  Drug  Administration  for 
use  in  this  country. 

The  researchers  believe  the  drug,  Ketotifen,  may 
spare  asthma  sufferers  many  of  the  potentially  harm- 
ful side  effects  of  steroid  therapy,  which  in  some  cases 
is  the  only  possible  treatment. 

Mrs.  Naylor’s  physician.  Dr.  C.  E.  Buckley  III,  said 
the  Sandoz  Pharmaceutical  Co.  of  East  Hanover, 
N.J.,  is  supporting  the  clinical  trials.  Buckley,  profes- 
sor of  medicine  and  director  of  Duke’s  allergy  and  im- 
munology laboratory,  will  be  conducting  the  research 


along  with  Drs.  Gene  Burke,  John  R.  Cohn  and  Car- 
mine Dalto,  fellows  in  pulmonary  medicine. 

In  an  interview,  the  scientist  said  Ketotifen  is 
thought  to  work  as  well  as  a recently  licensed  drug 
called  cromolyn,  but  has  the  advantage  that  it  can  be 
swallowed  in  pill  form  instead  of  inhaled  as  a powder, 
a process  that  sometimes  irritates  the  lungs  and  makes 
the  asthma  worse. 

Both  drugs  increase  the  stability  of  lung  cell  mem- 
branes that  during  an  attack  release  substances  like 
histamines,  which  cause  lung  muscles  and  tissues  to 
contract  and  make  breathing  tremendously  difficult. 

* * * 

Dr.  Eugene  A.  Stead  Jr.,  Florence  McAlister  Pro- 
fessor Emeritus  at  the  medical  center  and  Distin- 
guished Physician  of  the  Veterans  Administration, 
was  awarded  the  Association  of  American  Physicians’ 
Kober  medal  at  the  group’s  May  1 1 meeting  in  Wash- 
ington, D.C.  The  award  was  established  in  1924  and  is 
given  annually  to  an  association  member  who  has 
“contributed  to  the  progress  and  achievement  of  the 
medical  sciences  and  preventive  medicine.” 

“Stead  is  one  of  the  giants  in  his  field,  and  the  Kober 
Medal  is  recognition  by  the  oldest,  most  senior  or- 
ganization in  the  country  in  internal  medicine,”  ac- 
cording to  Dr.  James  B.  Wyngaarden,  chairman  of 
medicine  and  a past  president  of  the  Association  of 
American  Physicians. 

The  presentation  was  made  by  a longtime  friend  and 
colleague  of  Stead’s,  Dr.  James  V.  Warren,  professor 
emeritus  of  medicine  at  Ohio  State  University. 

Wyngaarden  notes  that  Stead  is  being  honored  for 
his  contribution  to  undergraduate  and  graduate  edu- 
cation, the  development  of  medical  policy  over  the 
years,  and  research  in  cardiovascular  disease. 

“And  when  you  say  all  that,”  Wyngaarden  says, 
“you  still  can’t  capture  his  influence  in  developing 
people.”  Stead  has  trained  3,000  to  4,000  medical 
students  over  the  years,  and  35  of  his  former  staff 
members  have  gone  on  to  chair  their  departments. 

Stead  was  chairman  of  the  Department  of  Medicine 
from  1947  to  1967.  He  is  given  major  credit  for  de- 
veloping Duke’s  physicians’  associates  program 
which  is  now  accepted  across  the  country. 

* * * 

The  replantation  and  care  of  limbs  severed  in  acci- 
dents was  the  subject  of  discussion  May  19-21,  as 
some  50  surgeons  from  across  the  United  States 
gathered  at  the  medical  center  for  a course  on  “Micro- 
surgery in  Reconstruction  of  the  Upper  and  Lower 
Extremities.” 

The  course,  sponsored  by  the  American  Academy 
of  Orthopaedic  Surgeons,  examined  current  concepts 
of  microsurgical  technique,  the  selection  of  patients, 
post-operative  management  and  long-term  follow-up, 
according  to  Dr.  James  R.  Urbaniak,  professor  of 
orthopaedics  and  course  chairman. 

Since  1974,  Duke  orthopaedic  surgeons  have  per- 
formed more  than  425  operations  restoring  partially  or 
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completely  severed  limbs,  Urbaniak  said.  The  success 
rate  in  cases  of  complete  amputation  has  been  83%, 
and  the  success  rate  in  partial  amputations  has  been 
93%. 

* * * 

Dr.  David  C.  Sabiston  Jr.,  James  B.  Duke  Professor 
and  chairman  of  the  Department  of  Surgery,  received 
a $143,867  grant  from  the  National  Heart,  Lung,  and 
Blood  Institute  for  the  study  of  “Coronary  Insuffi- 
ciency and  Myocardial  Revascularization.” 

* * * 

Dr.  Robert  L.  Hill,  professor  and  chairman  of  the 
Department  of  Biochemistry,  received  a grant  from 
the  National  Institute  of  General  Medical  Sciences. 
Hill  received  $371,381  for  the  study  of  organization 
and  functions  of  cellular  structures.  Hill  also  received 
a $595,621  grant  for  the  medical  scientist  training  pro- 
gram. 


Dr.  John  P.  Grant,  assistant  professor  of  surgery, 
has  written  a “Handbook  of  Total  Parenteral  Nutri- 
tion.” The  textbook  was  published  by  Saunders  Pub- 
lishing Company. 

* * * 

Dr.  David  A.  Davis,  professor  of  anesthesiology, 
received  a Faculty-Alumni  Distinguished  Service 
Award  from  the  University  of  North  Carolina  (UNC) 
at  Chapel  Hill. 

The  award  recognizes  individuals  whose  distin- 
guished careers  and  unselfish  contributions  have 
added  prestige  to  UNC  and  its  medical  school.  Davis 
was  appointed  to  the  UNC  faculty  in  1952  as  professor 
and  first  director  of  the  division  of  anesthesiology.  He 
was  honored  for  his  development  of  telemetric  sys- 
tems and  for  building  a clinical  anesthesiology  pro- 
gram. 

Davis  was  appointed  to  the  Duke  faculty  in  1971. 
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The  American  Medical  Association  has  urged  the 
Democratic  Party  Platform  Committee  to  favor  the 
direction  of  more  federal  effort  toward  the  support  of 
the  private  sector  in  order  to  strengthen  the  quality 
and  improve  the  accessibility  of  medical  care  for  all 
Americans. 

Testifying  before  the  platform  committee  in  Wash- 
ington, AMA  Chairman  Lowell  Steen,  M.D.,  said  the 
private  sector  is  best  equipped  to  take  the  lead  in  these 
activities  with  the  role  of  the  government  limited  to  a 
supportive  one. 

The  platform  should  include  a strong  statement 
urging  the  elimination  of  unnecessary  federal  regula- 
tion in  medicine.  Dr.  Steen  said. 

Noting  that  the  medical  profession  is  not  opposed  to 
all  regulation,  the  AMA  official  said  that  any  regula- 
tion attempting  to  dictate  medical  judgment  and  prac- 
tice must  be  avoided.  Any  interference  with  the 
doctor-patient  relationship  and  its  confidentiality 
should  be  opposed,  Dr.  Steen  said. 

A key  proposal  was  that  the  platform  call  for  in- 
creased efforts  to  improve  the  nation’s  health.  “In- 
cluded should  be  continued  support  for  medical 
manpower  and  health  care  facility  development,  with 
increased  research  in  the  basic  medical  sciences.  Spe- 
cial efforts  should  be  concentrated  in  areas  of  health 
education  for  all  individuals.” 

The  Democratic  Committee  was  asked  to  recognize 
the  Voluntary  Effort  (VE)  initiated  by  various  private 
sector  parties  as  the  most  effective  and  appropriate 
means  of  meeting  hospital  cost  issues.  “It  has  suc- 
ceeded in  holding  down  the  rate  of  increase,”  said  Dr. 
Steen. 

“The  AMA  has  also  called  on  individual  physicians 
to  hold  down  fee  increases,  and  the  success  of  this 
effort  is  evident  from  the  fact  that  the  physician  fee 
component  of  the  Consumer  Price  Index  during  the 
past  year  was  significantly  below  the  ‘all  items’  ele- 
ment. We  urge  the  Democratic  Party  to  include  in  its 
platform  support  for  the  VE  as  the  best  means  of 
controlling  the  health  care  inflation.” 

The  platform  should  emphasize  support  to  efforts  in 
the  private  sector  to  improve  health  insurance  cover- 
age and  protection,  especially  against  catastrophic  ill- 
ness, Dr.  Steen  indicated.  Improvements  also  should 
be  sought  in  Medicare  and  Medicaid  to  assure  appro- 
priate medical  care,  he  added. 

“The  overwhelming  majority  of  the  population  has 
coverage  for  medical  services,  but  there  are  still  gaps 
in  that  coverage,”  Dr.  Steen  said.  “However,  those 
problems  do  not  necessitate  a radical  restructuring  of 


the  health  care  delivery  system,  such  as  is  proposed 
by  the  President  or  by  Senator  Kennedy  in  their 
National  Health  Insurance  plans.” 

The  AMA  chairman  said,  “We  reject  the  notion 
that,  to  meet  the  challenges  of  tomorrow,  we  must 
scrap  the  success  of  yesterday  and  today.  Private 
health  insurance  has  been  a successful  vehicle  in  im- 
proving access  to  medical  care  for  the  vast  majority  of 
our  population.  We  believe  that  the  private  sector  can, 
in  cooperation  with  the  federal  government  where 
necessary,  close  the  remaining  gaps  in  insurance  cov- 
erage.” 

Dr.  Steen  said  the  Democrats  should  include  in  their 
platform  a call  on  the  federal  government  “to  keep  its 
promise  to  the  elderly  and  the  poor  — that  Medicare 
and  Medicaid  eliminate,  not  perpetuate,  financial  bar- 
riers to  medical  care.” 

In  concluding.  Dr.  Steen  said,  “We  believe  the 
challenges  of  the  ‘80s  are  to  maintain  and  improve  the 
quality  of  medical  care  and  to  ensure  continued  access 
to  that  care  for  all  citizens.” 

* * * 

A more  moderate  treatment  of  people  found  guilty 
of  simple  possession  of  marijauna  has  been  urged  by 
the  AMA. 

A substantial  reduction  in  penalties  might  be  inter- 
preted (particularly  by  young  people)  as  societal  ap- 
proval of  marijuana  use,  the  AMA  told  the  Senate 
Judiciary  Committee,  but  the  maintaining  of  existing 
criminal  penalties  may  be  too  extreme. 

“We  believe  that  a middle  ground  between  the  stiff 
penalties  permitted  under  the  current  law  and  those 
proposed  in  S.  1722  (a  bill  before  the  committee) 
would  be  more  appropriate,”  wrote  James  H.  Sam- 
mons, M.D.,  AMA  Executive  Vice  President.  “We 
are  particularly  concerned  by  the  stigma  that  any 
period  of  imprisonment  or  a felony  conviction  at- 
taches to  a young  person’s  record  and  the  lifelong 
barriers  to  many  avenues  of  employment  and  other 
future  development  that  may  result  from  sporadic  use 
of  marijuana  or  even  a moment  of  youthful  misdirec- 
tion.” 

Dr.  Sammons  said  severe  penalties  should  be  kept 
for  those  who  traffic  in  the  illicit  marketing  of  control- 
led substances,  including  marijuana. 

* * * 

Nine  national  organizations  in  the  health  field,  in- 
cluding the  AMA,  expressed  concern  to  Congress 
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about  a proposal  to  make  chiropractic  education  eligi- 
ble for  federal  aid. 

The  proposal  has  been  advanced  by  Sen.  Harrison 
Williams  (D-NJ),  chairman  of  the  Senate  Labor  and 
Human  Resources  Committee,  as  part  of  the  overall 
health  professions  assistance  package. 

The  eight  other  organizations  are  the  American  As- 
sociation of  Dental  Schools,  the  Association  of 
American  Medical  Colleges,  the  American  Associa- 
tion of  Colleges  of  Pharmacy,  the  American  Associa- 
tion of  Colleges  of  Osteopathic  Medicine,  the  Ameri- 
can Dental  Association,  the  American  Pharmaceutical 
Association,  the  Association  of  American  Veterinary 
Medical  Colleges  and  the  American  Veterinary  Medi- 
cal Association. 

In  a letter  to  committee  members.  Sens.  Edward 
Kennedy  (D-Mass.),  and  Richard  Schweiker  (R-Pa.), 
the  organizations  said: 

"We  are  concerned  over,  among  other  things, 
the  timing  of  this  development  and  the  impact  it 
may  have  on  the  existing  programs  under  Titles 
VII  and  VIII  of  the  Public  Health  Service  Act. 
That  is,  at  a time  when  all  segments  of  health 
manpower  are  being  asked  to  accept  across-the- 
board  cutbacks  ...  it  would  seem  a little  incon- 
sistent to  simultaneously  expand  the  base  of 
eligibility  and  participation. 

"...  it  further  troubles  us  that  a proposal  to 
establish  entitlement  for  a new  health  provider 


group  such  as  chiropractic  would  come  without 
any  of  the  normal  legislative  deliberations  to 
which  the  committee  has  customarily  adhered. 
Indeed,  without  any  recommendations  from  the 
administration,  any  public  hearings,  and  in  gen- 
eral any  of  the  close  scrutiny  which  each  of  our 
professions  has  undergone  before  being  covered 
under  the  act,  a very  significant  and  major  dilu- 
tion of  the  program  has  been  announced  in  this 
instance  as  almost  a consensus  modification. 

"...  if  there  is  now  an  appropriate  place  for 
chiropractic  or  any  other  discipline  within  the 
Health  Professions  Education  and  Distribution 
Act  of  1980,  there  should  be  no  difficulty  in  sub- 
stantiating it  through  a full  and  complete  evalua- 
tion." 

* * * 

The  Carter  Administration  has  taken  a quick  step 
backwards  in  its  proposed  directive  to  limit  federal 
support  for  hospital  construction.  Within  a day.  White 
House  officials  withdrew  from  the  proposal  a provi- 
sion that  state  and  local  health  planning  agencies 
would  review  and  comment  on  proposed  federal  hos- 
pitals. 

American  Hospital  Association  president  J.  A. 
McMahon  said  that  the  change  of  mind  makes  the 
entire  program  "all  the  more  political.  They  pulled 
back  the  only  thing  in  the  proposal  that  made  any 
sense." 


Free,  Professional,  Confidential 

Problem  Pregnancy  Counseling 

Our  counselor  will  travel  to  your  patient 
if  she  cannot  come  to  our  office. 


The  Children’s  Home  Society  of  N.C.,  Inc. 

founded  1903 

P.O.Box  6587  Greensboro,  N.C.  27405 


Asheville  (704)  258-1661 
Chapel  Hill  (919)  929-4708 
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Fayetteville  (919)  483-8913 
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McMahon  speculated  that  pressure  from  veterans’ 
groups  was  responsible  for  the  White  House  reversal. 
“They  (the  White  House)  didn't  want  to  take  on  the 
veterans  in  an  election  year,”  McMahon  said. 

An  American  Legion  spokesman  confirmed  that  a 
strong  protest  was  lodged  at  the  White  House  against 
inclusion  of  Veterans’  Administration  facilities  in  the 
health  planning  process. 

Later  in  the  month,  however,  the  White  House  Of- 
fice of  Management  and  Budget  (OMB)  published  in 
the  Federal  Register  a proposed  memorandum  that 
would  establish  policies  and  procedures  under  the 
Carter  plan  to  limit  federal  support  for  hospital  con- 
struction in  areas  with  too  many  beds.  The  OMB 
document  includes  background  data,  definitions,  and 
outlines  of  the  policies  and  implementation  proce- 
dures for  hospitals. 

* * * 

Insisting  there  were  no  political  strings  attached, 
the  administration  has  signed  an  agreement  with  New 
York  State  and  New  York  City  providing  federal 
funds  to  keep  open  two  Harlem  hospitals  slated  for 
shutdown. 

Under  the  agreement  the  federal  government  will 
spend  $7.7  million  to  establish  a Health  Maintenance 
Organization  at  Metropolitan  Hospital.  The  city  and 
state  together  will  contribute  a similar  amount. 

In  addition,  the  federal  government  will  provide  an 
unspecified  amount  to  establish  a specialized  alcohol, 
drug  abuse  and  mental  illness  program  at  Sydenham 
Hospital. 

Both  hospitals  had  been  slated  for  closing  by  the 
city.  They  will  remain  open  with  the  new  federal  pro- 
grams. 

“Metropolitan  Hospital  will  become  ‘family  doctor' 
to  the  people  of  the  community,”  Patricia  Harris, 
Secretary  of  the  Health  and  Human  Services  (HHS) 
Department,  said.  “If  this  demonstration  is  success- 
ful, at  the  end  of  five  years  we  will  have  a model 
delivery  system  which  can  be  used  by  other  inner  city 
areas  with  similar  problems.” 

The  city  plans  to  enroll  at  least  17,000  city  workers 
and  others  with  health  insurance  in  the  program,  giv- 
ing it  a stable  base. 

Mrs.  Harris  insisted  there  were  no  political  strings 
to  the  agreement.  “This  is  not,  as  some  have  said,  an 
attempt  to  buy  votes,”  Mrs.  Harris  said.  “The  votes 
of  the  people  of  New  York  are  not  for  sale.” 

Confronted  by  the  first  of  a series  of  hospital  clos- 
ings in  New  York  City  last  year,  Mrs.  Harris  took  a 
tough  stand,  insisting  it  wasn’t  federal  government’s 
responsibility  to  bail  out  failing  hospitals.  Ironically, 
New  York  State  has  a tightly  regulated  hospital  sys- 
tem which  federal  planners  often  cite  approvingly  for 
keeping  a lid  on  rate  increases. 

The  agreement  was  signed  at  an  elaborate  White 
House  ceremony  starring  Mrs.  Harris,  Vice  President 
Walter  Mondale,  New  York  Mayor  Edward  Koch  and 
lawmakers  from  the  state. 


The  troublesome  ethical  and  economic  problem  of 
providing  heart  transplants  as  a Medicare  benefit  will 
be  weighed  by  a special  study  at  the  HHS  Department. 

Meantime,  the  agency  is  halting  the  benefit  which 
had  been  granted  on  an  ad  hoc  basis  for  Medicare 
patients  receiving  transplants  at  the  Stanford  Univer- 
sity Medical  Center  which  performs  about  25  such 
procedures  annually. 

Medicare  has  financed  23  transplants  over  the 
years.  Heart  transplantation  has  been  developed  at 
Stanford  under  Norman  Shumway,  M.D.,  into  a pro- 
cedure that  has  shown  promise  of  greatly  extending 
life. 

HHS  Secretary  Patricia  Harris  told  a news  confer- 
ence that  “it  is  the  promise  of  the  extended  life  this 
new  technique  offers  those  facing  death,  along  with 
the  prospect  of  its  increased  use  in  future  years,  that 
makes  the  department’s  policy  decision  in  this  area  a 
matter  of  critical  interest  to  the  American  public.” 

There  are  too  many  unanswered  questions  to  justify 
a final  decision  on  general  Medicare  coverage,  Harris 
said.  These  include  the  patient  selection  process,  the 
long-term  social,  economic  and  ethical  consequences 
of  the  procedure,  and  the  potential  for  national  expan- 
sion of  the  heart  transplantation  procedure. 

New  medical  techniques  and  technologies  “de- 
mand that  we  develop  a rational  process  that  makes  it 
possible  to  define  what  constitutes  ‘reasonable  and 
necessary’  medical  services  which  can  be  funded  by 
Medicare  in  the  case  of  heart  transplants  and  other 
procedures,”  she  said. 

The  department’s  two-year  study  will  be  conducted 
by  the  Health  Care  Financing  Administration  in  coop- 
eration with  the  Public  Health  Service’s  National 
Center  for  Health  Care  Technology. 

* * * 

Despite  the  insistence  of  the  Food  and  Drug  Ad- 
ministration that  there  is  no  lag  time  in  the  approval 
process  for  new  drugs,  the  U.S.  Genera!  Accounting 
Office  has  declared  the  drug  lag  official. 

In  a recent  report  entitled  “FDA  Drug  Approval  — 
A Lengthy  Process  That  Delays  the  Availability  of 
Important  New  Drugs,”  the  GAO  said  that  for  some 
important  drugs  (those  providing  a major  or  modest 
gain  over  any  other  marketed  drugs)  the  approval 
process  delays  the  availability  of  the  therapeutic  ben- 
efits a drug  may  provide  to  the  public.” 

The  report  found  that  during  one  particular  period 
— July,  1975  to  February,  1978  — the  FDA  approved 
14  significant  new  drugs,  13  of  which  had  already  been 
approved  abroad.  Norway,  Canada  and  Switzerland 
approve  new  drugs  in  an  average  of  one-half  the  U.S. 
approval  time,  while  England  averages  one-fifth  the 
U.S.  approval  time. 

The  GAO  report  did  not  reserve  all  its  criticism  for 
the  FDA.  Industry  must  also  share  the  blame  for  a 
slow  approval  process.  The  report  charged  that  drug 
companies  submit  incomplete  new  drug  applications 
and  are  slow  to  resolve  deficiencies.  The  FDA  is  re- 
sponsible for  other  major  delay  factors  including: 


August  1980,  NCMJ 


555 


• scientific  and  professional  disagreement  between 
FDA  and  industry. 

• imprecise  FDA  guidelines,  subject  to  varying  in- 
terpretations. 

• slow  or  inadequate  FDA  feedback  to  industry  and 
lack  of  promptness  in  notifying  drug  firms  of  de- 
ficiences  in  applications. 

• limited  time  spent  reviewing  an  uneven  work- 
load. 

• lengthy  chemistry  and  manufacturing  control  re- 
views. 

“Other  (delaying)  factors  include  intense  congres- 
sional and  consumer  scrutiny  of  the  drug  approval 
process,  adversary  relationships  between  FDA  and 
the  drug  industry,  and  FDA’s  conservative  approach 
to  drug  regulations,”  said  the  GAO  report. 

* * * 

The  FI FIS  Department  is  sending  a catalogue  of 
comparative  price  information  on  184  prescription 
drugs  to  all  physicians  and  pharmacists. 

The  catalogue  divides  184  of  the  most  frequently 
prescribed  drugs  plus  aspirin  and  acetaminophen  into 
16  therapeutic  categories  such  as  analgesics  and 
anti-infectives. 

Under  each  category,  the  guide  lists  the  generic  and 
trade  names  for  each  drug,  the  marketer  of  the  prod- 
ucts, and  the  cost  to  the  pharmacy  of  an  amount  equal 


to  one  day  of  therapy  with  each  drug.  Bar  graphs  show 
the  daily  cost  of  therapy  with  each  drug  compared  to 
other  brands  of  the  same  agent. 

The  guide  is  intended  to  help  physicians  and  phar- 
macists consider  the  cost  of  different  drugs  when  they 
prepare  prescriptions,  HHS  said. 

HHS  said  about  half  of  the  drugs  commonly  pre- 
scribed in  the  U.S.  are  available  from  many  sources  — 
by  both  brand  and  generic  names  — and  at  widely 
varying  prices. 

Current  statistics  show  that  only  12%  of  written 
prescriptions  specify  the  generic  names. 

Pharmacists  are  allowed  in  35  states  to  dispense 
lower  priced  generic  drugs  in  place  of  brand  name 
products  without  the  consent  of  the  physician  unless 
the  physician  indicates  that  the  patient  needs  the 
higher  priced  preparation. 

* * * 

Howard  Newman,  president  of  the  Dartmouth- 
Hitchcock  Medical  Center,  Hanover,  N.H.,  has  been 
appointed  Administrator  of  the  Health  Care  Financing 
Administration  (HCFA),  succeeding  Leonard 
Schaeffer,  who  resigned.  HCFA  runs  the  Medicare 
and  Medicaid  programs  in  the  HHS  Department. 

In  the  early  1970s  Newman  was  commissioner  of 
the  Medical  Services  Administration  which  operated 
the  Medicaid  program. 
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Classified  Ads 


THE  NAVY  MEDICAL  CORPS  currently  has  openings  in  the  U.S. 
and  abroad  for  physicians  in  many  specialties.  You  may  choose  to 
accept  your  commission  as  a Naval  Officer  only  when  satisfied  with 
your  initial  assignment.  Starting  salary  is  comparable  to  a $140,000 
practice.  Regular  working  hours  and  30  days  paid  vacation  annu- 
ally allows  you  time  to  enjoy  family,  friends,  and  hobbies.  The 
Physician  Programs,  Navy  Recruiting  District,  1001  Navaho  Drive, 
Raleigh,  N.C.  27609.  Call  toll  free  in  North  Carolina  1-800-662- 
7568  or  919/872-2547  collect. 

DIRECTOR  OF  ANESTHESIOLOGY— Position  located  in  lovely 
community  of  eastern  North  Carolina.  Choice  of  establishing  pri- 
vate solo  practice  with  stipend  for  directorship  or  taking  salary 
position  as  employee  in  well-equipped  and  computerized  hospital. 
Back-up  coverage  provided.  Good  benefits.  Call  Durham  Medical 
Search  at  (716)  852-5911.  505-N  Statler  Office  Building,  Buffalo, 
NY  14202. 

EMERGENCY  PHYSICIANS  — Locum  Tenens  positions  available 
immediately  and  throughout  the  year  in  coastal.  Triangle,  and 
mountain  locations  of  North  Carolina.  Wide  range  of  patient  vol- 
ume. Malpractice  provided.  Contact:  Coastal  Emergency  Physi- 
cians, P.O.  Box  8703,  Durham,  N.C.  27707,  (919)  489-6521,  in 
North  Carolina  (800)  672-1665. 

EMERGENCY  PHYSICIANS  — Full  Time  — Directorships  avail- 
able. Immediate  openings  in  coastal,  Triangle,  and  mountain  loca- 
tions in  North  Carolina.  Malpractice  provided,  excellent  benefits. 
All  inquiries  confidential.  Grow  with  an  expanding  group.  Contact: 


Coastal  Emergency  Physicians,  P.O.  Box  8703,  Durham,  N.C. 
27707,  (919)  489-6521,  in  North  Carolina  (800)  672-1665. 

THE  NORTH  CAROLINA  ACADEMY  of  Physician’s  Assistants  has 
established  an  Employment  Committee.  The  purpose  of  this  com- 
mittee is  to  assist  physicians  who  are  interested  in  hiring  physician’s 
assistants,  as  well  as  to  assist  the  P.  A.  in  their  search  for  satisfac- 
tory employment.  Any  physician  or  group  of  physicians  may  utilize 
the  services  of  this  committee  by  contacting  Ed  Manning,  P.A., 
Chairman,  Employment  Committee,  P.O.  Box  86,  Broughton 
Hospital,  Morganton,  N.C.  28655.  Home  telephone:  (704)  433-4914 
(after  5:00  p.m.);  work  telephone  (704)  433-2514  (8:00  a. m. -5:00 
p.m.) 

NORTH  CAROLINA  — Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
beaches.  Starting  from  $55,000  to  $60,000  guaranteed.  Unlimited 
growth  — excellent  benefit  package.  Call  or  write  about  this  ex- 
cellent opportunity:  Community  Physicians,  Inc.  113  Landmark 
Square,  Virginia  Beach,  Virginia  23452  (804)  486-0844. 

VIRGINIA  — Unique  opportunity,  Emergency  Medicine.  Modern 
service.  Immediate  or  delayed  openings  for  career-oriented  physi- 
cians, unlimited  potential.  Guaranteed  income  of  $55,000  to 
$60,000  plus  excellent  benefits.  For  additional  information  contact: 
Community  Physicians,  Inc.,  113  Landmark  Square,  Virginia 
Beach,  Virginia  23452  (804)  486-0844. 
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Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CARO  UNA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 
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IN  THIS  ISSUE: 

{Laparoscopic  Sterilization  in  a Community  Hospital  with  a Two-Year  Follow-Up:  Joshua  Tayloe,  M.D. 

Discussion  of  “Laparoscopic  Sterilization  in  a Community  Hospital  with  a Two-Year  Follow-Up”  Given  by  Dr.  Joshua  Tayloe: 

A.  C.  Christakos,  M.D. 
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half-life 

Just  one  built-in  advantage 


Ensures  smooth  therapeutic  eftect  even 
if  a dose  is  missed  The  relatively  longer  halt- 
life  of  Valium' (diazepam/Roche)  has  impor- 
tant clinical  and  pharmacological  implica- 
tions. Steady- state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
alf-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly.* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

♦Sellers  EM:  Drug  Metab  Rev  5(1):5-11, 1978 


in  the  management  of 
symptoms  of  anxiety 


2-mg,  5-mg,  10-mg  scored  tablets 


effective  therapg  through 

efficient  pharmacodynamics 


Before  prescribing,  please  see  summary  of  product  information  on  next  page 


Valium 

dazepam/Roche 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety;  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal.  ad|unctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age. 

Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy,  gradually  taper  dosage. 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed;  drugs  such 
as  phenothiazines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression. or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


PROSTATIC  ACID  PHOSPHATASE 
By 

RADIOIMMUNOASSAY 


Prostatic  Acid  Phosphatase 
by  Radioimmunoassay  is  a major  advance  in 
early  detection  of  prostatic  cancer.  This  test 
along  with  hundreds  of  others  is  done  daily  in 
our  laboratory  to  provide  you  with  the  best 
possible  service.  For  further  information 
please  call  Marketing  Department  Toll  Free 
1-800-438-6915  (in  N.C.  1-800-432-6078) 


DIAGNOSTIC 

LABORATORIES 


2000  Freedom  Dr.,  Charlotte,  North  Carolina  28208 


We  provide  overnight  service  with  our  efficient  courier  network. 
Supplies  are  furnished  at  no  charge. 


NC  • SC  • VA  • WV  • TN  • KY  • OH  • PA  • MD 


NOW  OUR  BUSINESS 
IS  AS  GOOD  AS  OUR  PRACTICE 


KB 


We’re  physicians.  But  we're 
also  business  people.  That's 
why  our  group  practice  has  a 
business  manager. 

It  takes  a lot  of  work  to  man- 
age all  the  business  details  of 
a growing  practice  like  ours. 
That's  why  we  have  BASMED. 
It  cuts  work  and  handles  the 
details. 

That  makes  everything  a lot 
easier.  Like  insurance  pro- 
cessing. With  BASMED  we  do 
little  more  than  enter  the  name, 
date,  and  procedure  for  each 
patient.  BASMED  fills  in  the 
rest  from  its  vast  electronic 
files.  It  prints  the  forms  for  the 
right  insurance  companies, 
ready  for  mailing. 

BASMED  makes  short  work 
of  administrative  tasks  too— 


like  balancing  daily  receipts 
and  charges.  And  it  generates 
periodic  reports  at  the  touch  of 
a button.  For  example,  if  we 
want  information  on  account 
aging,  total  dollars  and  units 
by  procedure,  charges  by  doc- 
tor, or  insurance  claims  aging, 
BASMED  puts  it  right  in  our 
hands. 

The  result  is  a more  efficient 
office  and  improved  cashflow. 
In  fact,  BASMED  does  its  job 
so  well  that  we  hardly  know 
it's  there. 

But  our  business  manager 
does.  And  our  office  staff  does. 
They're  very  happy  with 
BASMED. 

That  makes  us  happy. 

And  that  means  we  all  do  a 
better  job. 


For  more  information  on 
how  to  give  your  practice  the 
business,  call  TOLL  FREE: 

1-800-334-7010 

In  NC  call  collect: 

919-851-8512 


Medical  Systems  Division 
Business  Application  Systems 

BASMED 

The  Medical 
Business  System 


business  application  systems,  inc. 
7334  chapel  hill  road 
raleigh,n.c.  27607 
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For  the  high-dosage 
aspirin  needs 
of  arthritis 
patients... 

introducing 

Neolin 


Each  tablet  contains  5 gr.  (324  mg.|  aspirin 

with  225  mg.  magnesium  carbonate  and  200  mg.  calcium  carbonate 


® 


BRISTOL-MYERsWpROFESSIONAL  PRODUCTS 

Bristol-Myers  Products,  a Division  of  Bristol-Myers  Company, New  York,  N Y.  10154 


iffective  anti-arthritic  activity 
rith  fewer  G.l.  side-effects 
lan  with  plain  aspirin 

70.8%  to  87.5%  less  gastric  intolerance 
than  with  plain  aspirin1 

73%  less  G.l.  blood  loss  than  with  plain  aspirin2 

More  rapid  absorption  than  plain  aspirin 
resulting  in  less  aspirin  contact  time 
with  gastric  mucosa3  4 

ignificantly  greater  acid-neutralizing 
apacity  in  vitro  than  other 
uffered  aspirin  products5 

48.2%  greater  than  Ascriptin'  A/D 
3 times  greater  than  Ascriptin* 

1.  Four  Gastric  Tolerance  Studies:  crossover  design:  34.  50,  50,  50  subjects:  dosage-2  five  grain  tablets  q.r.d.  over  14  days  for  each  drug.  Some  subjects  participated  in  more  than  one  trial. 

2.  G.l.  Blood  Loss  Study:  crossover  design:  1 5 subjects:  dosage-2  five-grain  tablets  g.i.d.  over  7 days  for  each  drug.  Leonards,  J.R.  and  Levy,  G.:  Effect  of  pharmaceutical  formulation  on  gastrointestinal 
bleeding  from  aspirin  tablets,  Arch.  Intern  Med.  129:  457,  1972.  (Neolin  is  designated  as  Product  A in  this  study). 

3.  Leonards,  J.R  and  Levy,  G.:  Biopharmaceutical  aspects  of  aspirin-induced  gastrointestinal  blood  loss  in  man.  J Pharm.  Sci  58.1277,  1969. 

4.  Salicylate  Blood  Level  Study:  crossover  design.  9 subjects.  Leonards.  J.R  and  Levy,  G.:  Effect  of  pharmaceutical  formulation  on  gastrointestinal  bleeding  from  aspirin  tablets. 

Arch.  Intern  Med  129:457,  1972. 

5.  Bristol-Myers  test  method  designed  to  evaluate  the  acid-neutralizing  capacity  of  buffered  aspirin  preparations.  2 five-grain  Neolin  tablets;  2 Ascriptin  tablets;  2 Ascriptin  A/D  tablets. 

Each  product  stirred  for  15  minutes  in  50  cc.  of  0.1N  HCI,  at  25  °C.  and  back  titrated  with  NaOH  to  pH  2.8. 


ew 

Neolin 

:h  tablet  contains  5 gr.  (324  mg.)  aspirin  with  225  mg.  magnesium 
jbonate  and  200  mg.  calcium  carbonate 

ighly  buffered  aspirin 
prmulation  with  improved 
lastric  tolerance 

HE  RECOGNIZED  STANDARD  FOR  ARTHRITIS  THERAPY 
. NEW  STANDARD  FOR  G.l.  TOLERANCE 


© 1 980,  BRISTOL-MYERS  PROFESSIONAL  PRODUCTS 


Where’s  the  Money? 


Your  billings  say  you've  made  it, 
but  your  checkbook  doesn't  show  it. 

Where's  the  money? 

Because  doctors  are  often  among  the  last 
to  be  paid,  you're  tax  rich  but  cash  poor. 
That's  where  MFS  can  help  you.  Our 
Instant  Reimbursement  Plan  provides  you 
with  instant  payment  for  all  services* 
rendered  without  any  departure  from  your 
current  office  procedures. 


In  today's  economy,  what's  the 

cost  to  you  of  not  having  your  money 

immediately? 

We  know  that  doctors  need  cash  for 
practice  expansion,  investments  and  many 
other  important  purposes.  Call  us  for  more 
information.  We  can  help  you  with  your 
specific  needs. 

•excluding  Medicaid  and  assigned  Medicare. 


Medical  Funding  Services,  Inc. 

Exclusively  serving  the  financial  needs  of  physicians,  dentists,  allied  professionals. 


MEDICAL 

FINANCING 


404-952-4591 

SUITE  B-I06,  3260  POWERS  FERRY  RD. 
MARIETTA,  GA.  30067 


□ Accounts  Receivable  Financing  (will  take  all  receivables,  open  and  insured 
!□  Signature  loans:  $5,000  to  $50,000  (72  months) . 

j.  1 Hquipment  Leasing  with  graduated  payments  Ikt 

[ 1 Sale  Leaseback  (includes  equipment  and  real  estate)  J ; 


Leadership. 

It  took  time  to  achieve  it. 

It  takes  dedication  to  keep  it. 


Purepac  became  the  largest  generic  drug  manufacturing  facility  in  the  United  States  by 
providing  high  quality  generic  pharmaceuticals  at  the  lowest  possible  cost.  We  know  that  to  be  on  top 
tomorrow,  we’ve  got  to  stay  a few  steps  ahead  today.  Here  are  some  of  the  steps  we  ve  already  taken. 

Full-time  Medical  Vice  President  with  staff  of  PhDs  to  spearhead  Purepac ’s  research 
activities,  product  development  and  new  drug  introduction. 

ANDA/Patent  Review  Departments  to  guarantee  that  all  Purepac  products  are  legal,  do  not 
violate  patent  rights  and  have  the  required  AND  A approval. 

State  Formulary  Manager  to  insure  Purepac ’s  products  meet  all  requirements  for  listing  in 
your  State  Formulary  and  are  authorized  for  substitution. 

Regulatory  Affairs  Department  which  files  for  ANDAs  and  NDAs  to  be  certain  that  products 
and  labels  are  in  compliance  with  the  most  current  FDA  requirements. 

Quality  Control  Department  to  assure  uniformity  of  size,  shape  and  color  ot  Purepac 
Pharmaceuticals,  so  products  are  identical  from  refill  to  refill. 

Comprehensive  Support  Programs  to  provide  you  with  advertising  tools  and  marketing  ideas, 
all  designed  to  let  you  maintain  your  growth  in  the  generic  drug  market. 

It  took  Purepac  50  years  to  achieve  this  leadership  position.  And  we  re  determined  to  provide 
you  with  even  more  quality  products  and  dedicated  services  in  the  next  50  years. 


Purepac 


PHARMACEUTICAL  CO 

Division  of  Kalipharma,  Inc.,  Elizabeth,  N.J.  07207 

1930-1980 


Celebrating  50  years  of  industry  leadership. 


REPRESENTATIVE  POSITIONS  IN 
THE  NAVY  MEDICAL  CORPS 


(This  list  does  not  contain  all  specialities  needed,  and  some  positions  listed  may  not 
be  open  at  this  time.  You  can  investigate  these  and  other  situations  without  any 
obligation  or  commitment.  Contact  LT  Joe  Bryan,  Navy  Recruiting  District,  1001 
Navaho  Drive,  Raleigh,  N.C.  27609  or  call  toll  free  1-800-662-7568.) 

Undersea  medicine  and  flight  surgery  are  open  to  most  specialties. 


ANESTHESIOLOGY 

Camp  Lejeune,  N.C. 
Cherry  Point,  N.C. 
Corpus  Christi,  Tx. 
Great  Lakes,  III. 
Guantanamo  Bay,  Cuba 
Memphis,  Tn. 

DERMATOLOGY 

Guam,  Mariana  Is. 
Jacksonville,  FI 
Orlando,  FI. 

Portsmouth,  Va. 

FAMILY  PRACTICE 

Charleston,  S.C. 

Cherry  Point,  N.C. 

Long  Beach,  Ca. 
Memphis,  Tn. 

Quantico,  Va. 

GENERAL  MEDICINE 

Camp  Lejeune,  N.C. 
Charleston,  S.C. 

Great  Lakes,  III. 
Philadelphia,  Pa. 
Portsmouth,  Va. 
Quantico,  Va. 

Yokosuka,  Japan 
Indian  Head,  Md. 

Pearl  Harbor,  Hi. 
Pensacola,  FI. 

INTERNAL  MEDICINE 

Camp  Pendleton,  Ca. 
Great  Lakes,  III. 

Long  Beach,  Ca. 
Philadelphia,  Pa 
Quantico,  Va. 

Okinana,  Japan 

NEUROLOGY 

Great  Lakes,  III. 
Philadelphia,  Pa. 


OBSTETRICS/GYNECOLOGY 

Beaufort,  S.C. 

Bremerton,  Wa. 

Camp  Lejeune,  N.C. 
Charleston,  S.C. 

Long  Beach,  Ca. 

Newport,  R.l. 

New  London,  Conn. 

San  Diego,  Ca. 

Okinana,  Japan 


OPHTHALMOLOGY 

Corpus  Christi,  Tx. 
Great  Lakes,  III. 
Portsmouth,  Va. 


ORTHOPEDICS 

Beaufort,  S.C. 

Camp  Lejeune,  N.C. 
Charleston,  S.C. 

Corpus  Christi,  Tx. 

Guam,  Mariana  Is. 
Guantanamo  Bay,  Cuba 
Long  Beach,  Ca. 

Memphis,  Tn. 

Newport,  R.l. 

Orlando,  FI. 

Pax  River,  Md. 

Philadelphia,  Pa. 

Rota,  Spain 

Roosevelt  Roads,  Puerto  Rico 
Subic  Bay,  Philippines 
Whidbey  Island,  Wa. 
Yokosuka,  Japan 


OTOLARYNGOLOGY 

Corpus  Christi,  Tx. 
Jacksonville,  FI. 

Memphis,  Tn. 

New  London,  Conn. 

Rota,  Spain 

Roosevelt  Roads,  Puerto  Rico 
Yokosuka,  Japan 


PEDIATRICS 

Corpus  Christi,  Tx. 
Philadelphia,  Pa. 
Yokosuka,  Japan 
Okinana,  Japan 


PSYCHIATRY 

Guantanamo  Bay,  Cuba 
New  London,  Conn. 


RADIOLOGY 

Bremerton,  Wa. 
Camp  Lejeune,  N.C. 
Charleston,  S.C. 
Great  Lakes,  III. 
Long  Beach,  Ca. 
Newport,  R.l. 


SURGERY  (GENERAL) 

Camp  Lejeune,  N.C. 
Camp  Pendleton,  Ca. 
Charleston,  S.C. 
Jacksonville,  FI. 
Keflavik,  Iceland 
Long  Beach,  Ca. 
Memphis,  Tn. 

Newport,  R.l. 

Oakland,  Ca. 
Pensacola,  FI. 

San  Diego,  Ca. 
Yokosuka,  Japan 


NEUROSURGERY 

Guam,  Mariana  Is. 


UROLOGY 

Bremerton,  Wa. 
Philadelphia,  Pa. 
Yokosuka,  Japan 
Okinana,  Japan 
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Pioneers  in  Medicine 
For  the  Family 

BOOTS  PHARMACEUTICALS,  INC. 

Operating  in  the  U.S.  since  1977,  Boots  is  a world-wide 
leader  in  pharmaceutical  research  and  manufacture.  Boots 
has  directed  its  efforts  toward  providing  products  useful  in 
the  practice  of  family  medicine. 

Some  of  our  better  known  products  are  Ru-Tuss®  and 
Ru-Vert® . This  advertisement  highlights  three  other 
products  particularly  useful  for  the  family. 

F-E-P  CREME®  TWIN-K®  SU-TON® 


The  4 in  1 Corticosteroid  Cream 

Anti-inflammatory,  antifungal,  antibacterial  actic 
and,  uniquely,  a topical  anesthetic  for  imr 
diate  relief  of  the  itching  or  burning  t 
frequently  accompanies  skin  pr< 
lems.  One  size  (1/2  ounce),  c 
strength  for  ease  of  prescriptior 


♦This  drus  has  been  evaluated  as  possibly  effe 
for  these  indications.  See  prescribing  inform 
on  last  page  of  this  advertisement. 


For  the  Majority  of  Steroid-Responsr 
Dermatoses*  Seen  in  Family  Practio 

F-E-P  CREME8 

( lodochlorhydroxyquin  — Pramoxine  HCI  — Hydrocortisone) 


For  Potassium  Supplementation 


TW1N-K 


Each  15  ml  supplies  20  mEq  of  potassium 
as  a combination  of  potassium  gluconate 
(15  mEq)  and  potassium  citrate  (5  mEq)  in  a sorbitol  base. 


The  good  tasting  potassium  supplement 

• Designed  for  prophylactic  use  with  diuretics  and 
adrenocorticoids. 

• Pleasant  taste  and  convenient  b.i.d.  dosage  aid 
patient  compliance. 

• Avoids  the  problems  of  a chloride  salt. 

“The  organic  salt  can  be 
given  as  a liquid  without 
producing  significant 
gastric  symptoms  and 
without  an  untoward 
effect  on  the  mucosa 
of  the  small  intestine.”1 


Note:  In  hypokalemic  hypochloremic  alkalosis,  potassium 
chloride  supplementation  may  be  preferred. 


1 Beeson-McDermott,  Textbook  of  Medicine,  15th  Ed  1979,  W B 
Saunders  Co.,  Philadelphia,  p 1959 


See  prescribing  information  on  last  page 
of  this  advertisement. 


A 


r the  Geriatric  Patient 


U-TON 

id  Tonic 


)leasant  tasting  prescription  tonic  containing  iron,  vitamins, 
lerals,  an  analeptic  and  18%  alcohol.  Ideal  for  those  who 
/ benefit  from  vitamin  deficiency  prevention.  Just  one 
lespoon  before  each  meal. 

h 45  ml  (3  tablespoonfuls)  contains: 

tylenetetrazol 30  mg 

:in 50  mg 

min  B-1 10  mg 

min  B-2 5 mg 

min  B-6 1 mg 

min  B-1 2 3 meg 

'line 100  mg 

itol 50  mg 

iganese  (as  Manganese  Sulfate) 1 mg 

jnesium  (as  Magnesium  Sulfate) 2 mg 

: (as  Zinc  Sulfate) 1 mg 

(as  Ferric  Pyrophosphate,  Soluble) 22  mg 

bhol 18% 


prescribing  information  on  last  page  of  this  advertisement. 


Please  send  me  patient  starter  samples  of: 


□ F-E-P  CREME® 


□ TWIN-K® 

□ SU-TON® 


Name 


Street  Address 


City State Zip 


F-E-P  CREME9 

DESCRIPTION:  F-E-P  Creme  is  a topical  water  soluble  anti-inflam- 
matory, anesthetic,  preparation  intended  for  treatment  of  various 
inflammatory  skin  disorders.  The  drugcontains  the  following  active 


ingredients: 

lodochlorhydroxyquin 3.0% 

Pramoxine  Hydrochloride 0.5% 

Hydrocortisone 1.0% 

INDICATIONS  AND  USAGE: 


Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  indications  as  follows,  "Possibly 
effective":  Contact  or  atopic  dermatitis;  impetiginized 
eczema;  nummular  eczema,  infantile  eczema;  endogenous 
chronic  infectious  dermatitis;  stasis  dermatitis,  pyoderma, 
nuchal  eczema  and  chronic  eczematoid  otitis  externa;  acne 
urticata;  localized  or  disseminated  neurodermatitis;  lichen 
simplex  chronicus;  anogenital  pruritus  (vulvae,  scroti,  ani), 
folliculitis;  bacterial  dermatoses;  mycotic  dermatoses  such  as 
tinea  (capitis,  cruris,  corporis,  pedis);  moniliasis;  intertrigo. 
Final  classification  on  the  less-than-effective  indications 
requires  further  investigation. 


Pramoxine  Hydrochloride  promptly  relieves  pain  and  itch.  This 
compound  may  be  used  safely  on  the  skin  of  those  patients  sen- 
sitive to  the  ''caine"  type  local  anesthetics. 
CONTRAINDICATIONS:  Hypersensitivity  to  F-E-P  Creme,  or  any  of 
its  ingredients  or  related  compounds;  lesions  of  the  eye; 
tuberculosis  of  the  skin;  most  viral  skin  lesions  (including  herpes 
simplex,  vaccinia  and  varicella). 

WARNINGS:  This  product  is  not  for  ophthalmic  use.  In  the 
presence  of  systemic  infections,  appropriate  antibiotics  should 
be  used. 

USE  IN  PREGNANCY:  Topical  steroids  have  not  been  reported  to 
have  an  adverse  effect  on  pregnancy.  However,  fetal  abnormal- 
ities have  been  produced  in  pregnant  laboatory  animals  that  have 
been  exposed  to  large  doses  of  topical  corticosteroids.  Drugs  of 
this  class  should  not  be  used  extensively  during  pregnancy, 
PRECAUTIONS:  F-E-P  Creme  may  be  irritating  to  the  skin  in  some 
patients.  If  irritation  occurs  discontinue  therapy.  Staining  of 
clothes  or  hair  may  also  occur  with  use  of  this  preparation. 
Although  systemic  toxicity  has  not  been  reported  with  this  drug, 
adrenal  pituitary  suppression  is  possible,  especially  when  the 
drug  is  used  extensively  or  kept  under  an  occlusive  dressing  for  a 
prolonged  period,  lodochlorhydroxyquin  can  be  absorbed 
through  the  skin  and  interfere  with  thyroid  function  tests.  Therapy 
with  this  preparation  should  stop  at  least  a month  before 
performance  of  these  tests. 

The  ferric  chloride  test  for  phenylketonuria  (PKU)  can  be  positive 
if  F-E-P  Creme  is  on  the  diaper  or  in  the  urine.  Prolonged  use  of 
this  drug  may  result  in  an  overgrowth  of  nonsusceptible 
organisms  requiring  appropriate  therapy. 

ADVERSE  REACTIONS:  Skin  rash  or  hypersensitivity  may  occur  fol- 
lowing topical  application.  The  following  local  adverse  reactions 
have  been  reported  with  topical  corticosteroids,  especially 
under  occlusive  dressings:  burning,  itching,  irritation,  dryness, 
folliculitis,  hypertrichosis,  acneiform  eruptions,  hypopigmenta- 
tion,  perioral  dermatitis,  allergic  contact  dermatitis,  maceration 
of  the  skin,  secondary  infection,  skin  atrophy,  striae,  miliara. 
Discontinue  therapy  if  untoward  reactions  occur. 

DOSAGE  AND  ADMINISTRATION:  Apply  a thin  layer  of  the  drug 
to  affected  parts  3-4  times  daily. 

Note: 

1 . F-E-P  Creme  is  distributed  with  3.0%  iodochlorhydroxyquin  for 
use  when  antibacterial/antifungal  activity  is  desired. 

2.  F-E-P  Creme  (Plain)  is  the  regular  formulation,  but  without 
iodochlorhydroxyquin 

Both  of  these  preparations  contain  pramoxine  hydrochloride, 
which  has  topical  anesthetic  properties.  Pramoxine  is  not  chem- 
ically related  to  benzoic  acid  or  amide  type  topical  anesthetics. 
Patients  can  tolerate  pramoxine  although  they  may  be  sensitive  to 
other  "caine”  type  of  topical  or  local  anesthetics. 

HOW  SUPPLIED: 

F-E-P  Creme  F-E-P  Creme  Plain 

'A  ounce  (15  gm)  tubes  jounce  (15  gm)  tubes 

NDC  0524-0026-51  NDC  0524-0025-51 

CAUTION:  Federal  law  prohibits  dispensing  without  a prescrip- 
tion. 


TWIN-K® 

DESCRIPTION:  Each  15  milliliter  (tablespoonful)  supplies  20  mEq 
of  elemental  potassium  as  a combination  of  potassium  gluconate 
(15  mEq)  and  potassium  citrate  (5  mEq)  in  a sorbitol  base  with 
flavoring. 

INDICATIONS  AND  USAGE:  For  use  as  oral  potassium  therapy  in 
the  prevention  or  treatment  of  hypokalemia  which  may  occur 
secondary  to  diuretic  or  corticosteroid  administration.  It  may  be 
used  in  the  treatment  of  cardiac  arrhythmias  due  to  digitalis 
intoxication. 

CONTRAINDICATIONS:  Severe  renal  impairment  with  oliguria  or 
azotemia,  untreated  Addison's  disease,  adynamia  episodica 
hereditaria,  acute  dehydration,  heat  cramps  and  hyperkalemia 
from  any  cause.  This  product  should  not  be  used  in  patients 
receiving  aldosterone  antagonists  or  triamterene, 

WARNINGS:  TWIN-K  (potassium  gluconate  and  potassium  citrate) 
is  a palatable  form  of  oral  potassium  replacement.  It  appears  that 
little  if  any  potassium  gluconate-citrate  penetrates  as  far  as  the 
jejunum  or  ileum  where  enteric  coated  potassium  chloride 
lesions  have  been  noted.  Excessive,  undiluted  doses  of  TWIN-K 
may  cause  a saline  laxative  effect. 

To  minimize  gastrointestinal  irritation  it  is  recommended  that 
TWIN-K  be  taken  with  meals  or  diluted  with  water  or  fruit  juice.  A 
tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic.  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution. 

PRECAUTIONS:  Potassium  is  a major  intracellular  cation  which 
plays  a significant  role  in  body  physiology.  The  serum  level  of 
potassium  is  normally  3.8  -5.0  mEq/liter,  While  the  serum  or 
plasma  level  is  a poor  indicator  of  total  body  stores,  a plasma  or 
serum  level  below  3.5  mEq/liter  is  considered  to  be  indicative 
of  hypokalemia. 

The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine.  However,  hypokalemia  can  also  occur 
with  vomiting,  gastric  drainage  and  diarrhea. 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements.  With  normal  kidney  function  it 
is  difficult  to  produce  potassium  intoxication  by  oral 
administration.  However,  potassium  supplements  must  be 
administered  with  caution  since  usually  the  exact  amount  of  the 
deficiency  is  not  accurately  known.  Checks  on  the  patient's 
clinical  status  and  periodic  E.K.G.  and/or  serum  potassium  levels 
should  be  made.  High  serum  potassium  levels  may  cause  death 
by  cardiac  depression,  arrhythmias  or  arrest. 

In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions.  TWIN-K  is  not 
recommended  for  use  in  these  patients. 

ADVERSE  REACTIONS:  Symptoms  of  potassium  intoxication 
include  paresthesias  of  the  extremities,  flacid  paralysis,  listless- 
ness, mental  confusion,  weakness  and  heaviness  of  the  legs,  fall  in 
blood  pressure,  cardiac  arrhythmias  and  heart  block.  Hyper- 
kalemia may  exhibit  the  following  electrocardiographic 
abnormalities:  disappearance  of  the  P wave,  widening  and 
slurring  of  the  QRS  complex,  changes  of  the  ST  segment  and  tall 
peaked  T waves. 

TWIN-K  taken  on  an  empty  stomach  in  undiluted  doses  larger  than 
30  ml  can  produce  gastric  irritation  with  nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort. 

OVERDOSAGE:  The  administration  of  oral  potassium  supple- 
ments to  persons  with  normal  kidney  function  rarely  causes 
serious  hyperkalemia.  However,  if  the  renal  excretory  function  is 
impaired  potentially  fatal  hyperkalemia  can  result.  It  is  important 
to  note  that  hyperkalemia  is  usually  asymptomatic  and  may  be 
manifested  only  by  an  increased  serum  potassium  concentration 
with  E.K.G.  changes. 

Treatment  measures  include: 

1 . Elimination  of  potassium  containing  drugs  or  foods. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10 -20  units  of  crystalline  insulin 
per  1000  milliliters, 

3.  Correction  of  acidosis. 

4.  Use  of  exchange  resins  or  peritoneal  dialysis. 

In  treating  hyperkalemia  it  should  be  noted  that  patients 
stabilized  on  digitalis  can  develop  digitalis  toxicity  when  the 
serum  potassium  concentration  is  changed  too  rapidly. 

DOSAGE  AND  ADMINISTRATION:  The  usual  adult  dosage  is  one 
tablespoonful  (15  ml)  in  6-8  fluid  ounces  of  water  or  fruit  juice, 
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two  to  four  times  a day.  This  will  supply  40  to  ! 
elemental  potassium.  The  usual  preventative  dose  of  c 
20  mEq  per  day  while  therapeutic  doses  range  from 
100  mEq  per  day.  Because  of  the  potential  for  gasti 
irritation,  undiluted  large  single  doses  (30  ml  or  more 
are  to  be  avoided. 

Deviations  from  this  schedule  may  be  indicated,  since 
total  daily  dose  can  be  defined,  but  must  be  govern* 
observation  for  clinical  effects. 

HOW  SUPPLIED:  Pint  bottles  NDC  0524-0021-16 
CAUTION:  Federal  law  prohibits  dispensing  without 
tion. 


SU-TON® 

DESCRIPTION:  Forty-five  ml  of  SU-TON  contains  the 
ingredients: 

Pentylenetetrazol 

Niacin .-. .» 

Vitamin  B-1 

Vitamin  B-2 

Vitamin  B-6 

Vitamin  B-1 2 

Choline X 

Inositol .Lv ■ ■ 

Manganese  (as  Manganese  Sulfate) 

Magnesium  (as  Magnesium  Sulfate) 

Zinc  (as  Zinc  Sulfate) 

Iron  (as  Ferric  Pyrophosphate,  Soluble) 

Alcohol 

INDICATIONS  AND  USAGE:  SU-TON  contains  pentyl* 
which  may  be  helpful  in  the  older  patient  as  an  anali 
when  mental  confusion  and  memory  defects  are  prese 
also  contains  vitamins,  trace  minerals,  and  iron,  fortho 
who  may  benefit  by  preventing  the  development  of  a 
CONTRAINDICATIONS:  Epilepsy,  convulsive  disorder 
history  of  sensitivity  to  any  of  the  listed  active  ingredi 
WARNINGS:  The  safety  of  this  preparation  during  pre; 
lactation  has  not  been  established.  Use  of  this  drug  re 
the  physician  evaluate  the  potential  benefits  of  the  0 
any  possible  hazard  to  the  mother  and  child. 
PRECAUTIONS:  Although  there  are  no  absolute  cc 
tions  to  pentylenetetrazol,  it  should  be  used  with 
epileptic  patients  or  those  known  to  have  a low 
threshold  or  a focal  brain  lesion.  Caution  should  b< 
when  treating  patients  with  high  doses  of  SU-TON  who 
disease.  While  pentylenetetrazol  does  not  act  direi 
myocardium,  the  results  from  central  vagal  stimula 
cause  bradycardia. 

ADVERSE  REACTIONS:  Pentylenetetrazol  in  high  t 
produce  toxic  symptoms  typical  of  central  nerw 
stimulants,  which  act  on  the  higher  motor  centers  ark 
cord.  Convulsions  resulting  from  this  drug  are  spont* 
are  not  induced  by  external  stimuli.  They  usually  last 
minutes  and  are  followed  by  profound  depre 
respiratory  paralysis.  Death  has  been  reported  from  th 
of  10  grams  of  pentylenetetrazol. 

DRUG  ABUSE:  Drug  dependence  has  not  been  rep 
SU-TON. 

OVERDOSAGE:  Signs  and  symptoms  of  acute  overdt 
due  principally  from  overstimulation  of  the  centr 
system  and  from  excessive  vasodilatation  with 
autonomic  nervous  system  imbalance.  The  symptomsr 
the  following:  vomiting,  agitation,  tremors,  hyperrefk 
ing,  confusion,  hallucinations,  headache,  hy 
tachycardia.  Treatment  consists  of  appropriate  s 
measures  If  signs  and  symptoms  are  not  too  seve; 
patient  is  conscious,  gastric  evacuation  may  be  accon 
induction  of  emesis  or  gastric  lavage. 

Intensive  care  must  be  provided  to  maintain  adequ 
tion  and  respiratory  exchange, 

DOSAGE  AND  ADMINISTRATION:  One  tablespoonfi 
times  a day  20-30  minutes  before  meals.  This  drug  is  nc 
children  under  12  years  of  age. 

HOW  SUPPLIED: 

Bottles  of  473  ml  ( 16  floz)  NDC  05' 

CAUTION:  Federal  law  prohibits  dispensing  without 
tion. 
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PRESIDENT'S  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


NO.  4 SEPTEMBER  1980 

Greetings : 

Enclosed  you  will  find  a brochure  from  the  Division  of  Library  and  Archives  Services  of 
the  AMA.  I would  propose  to  send  you  brochures  each  month  familiarizing  you  with  some  of 
the  many,  many  services  provided  to  AMA  members.  I am  unaware,  myself,  of  many  of  the 
valuable  services  that  are  available  to  us . I felt  that  this  might  make  you  more  aware 
of  some  of  the  good  works  of  the  AMA.  I would  hope  that  this  would  encourage  those  non- 
members to  consider  joining  the  AMA. 

The  political  arena,  of  course,  as  you  know  is  heating  up!  I would  again  commend  to  you 
the  necessity  for  support  of  your  candidates  and  active  participation  in  their  campaigns. 
You  should  make  every  effort  to  contact  the  candidates  prior  to  the  election.  I would 
commend  the  Durham-Orange,  Craven-Pamlico-Jones , Forsyth,  and  Gaston  County  Medical 
Societies  who  have  either  planned  or  already  had  meetings  with  some  of  their  candidates. 

I hope  many  of  the  other  medical  societies  will  follow  these  very  excellent  examples. 

The  Graduate  Medical  Education  National  Advisory  Committee  for  HHS  is  polishing  up  a four- 
year  study  on  physician  manpower.  This  committee  is  principally  composed  of  physicians 
in  the  practice  of  medicine  with  only  three  bureaucrats  on  this  committee.  Over  100 
recommendations  are  expected  from  this  study.  This  committee  has  estimated  an  excess 
of  59,000  physicians  by  1990  if  changes  are  not  made  in  the  present  medical  educational 
system. 

The  Conclave  of  Committees  of  the  Medical  Society  will  begin  in  Mid  Pines  on  Wednesday, 
September  24th.  I urge  all  committee  members  to  attend  and  participate.  All  members  who 
can  and  want  to  attend  are  invited.  A schedule  of  times  of  the  various  committee  meetings 
is  available  on  request  from  the  Raleigh  Headquarters,  919-833-3836.  Many  important 
issues  will  be  discussed.  The  directions  and  policies  recommended  by  the  committees  will 
be  presented  to  the  Executive  Council  by  the  Commissioners  on  Sunday,  September  28th. 

The  Executive  Council  serves  as  the  governing  body  of  the  Medical  Society  between  Annual 
Meetings  of  the  House  of  Delegates.  These  Council  meetings  are  open  to  all  members.  We 
welcome  and  invite  attendance. 

The  CME  requirements  established  by  your  House  of  Delegates  for  continued  Society  member- 
ship requires  50  hours  per  year,  reported  in  a three-year  cycle.  Twenty-five  hours  per 
year  is  required  in  Category  A and  25  hours  in  Category  B.  This  three-year  cycle  ending 
in  1980  has  the  largest  number  of  members  (3,483)  . Of  this  number  1,898  have  filed  com- 
pleted reports  to-date  and  598  are  partially  completed.  987  members  of  this  group  have 
filed  no  report  to-date.  Please  do  this  NOW.  This  will  avoid  an  expensive  and  worrisome 
follow-up . 

The  public  hearing  of  the  Governmental  Evaluation  Commission  (Sunset  Commission)  Staff 
Report  of  the  North  Carolina  Board  of  Medical  Examiners  will  be  held  at  1:30  p.m.,  Friday, 
September  19,  1980,  in  Raleigh.  The  Executive  Council  and  Committee  on  Legislation  have 
previously  been  contacted  and  requested  to  atttend  this  public  hearing.  All  of  you  are 
invited  and  encouraged  to  attend  this  important  public  hearing.  A snack  lunch  will  be 
provided  at  12:00  noon  at  the  Medical  Society  Headquarters  with  a briefing  by  Tom  Adams. 

If  you  would  like  to  attend  the  luncheon,  please  call  the  Medical  Society  and  let  them 
know  so  that  they  can  prepare  for  you.  The  Board  of  Medical  Examiners  has  done  an 


outstanding  job  for  medicine  and  the  citizens  of  North  Carolina  in  the  past.  We  need  to 
support  continuation  of  this  excellent  Board.  The  items  for  presentation  at  the  public 
hearing  include  (1)  a recommendation  to  license  osteopaths  for  full  medical  practice  by 
the  Board  of  Osteopathy;  (2)  enact  a mandatory  reporting  statute  that  will  provide  complete 
disciplinary  information  to  the  Board;  (3)  establish  a grievance  committee  to  conduct 
initial  screening  of  complaints;  (4)  add  three  public  members  to  the  Board;  (5)  limit  the 
tenure  of  Board  members  to  two  complete  consecutive  three-year  terms;  and  (6)  grant  the 
Governor  unrestricted  authority  to  appoint  any  licensed  North  Carolina  medical  doctor  to 
the  Board.  Currently  the  Medical  Society  elects  members  of  the  Board  of  Medical  Examiners 
at  the  House  of  Delegates  meeting.  It  seems  to  me  that  physicians  are  in  a better  posi- 
tion to  judge  those  physicians  best  qualified  for  this  task  rather  than  putting  it  into 
the  political  arena.  Your  attendance  and  support  is  urgently  needed. 

The  Legislative  Commission  on  Prepaid  Health  Plans  is  meeting  four  days  in  September  to 
receive  staff  and  consultant  reports.  This  is  to  allow  completion  of  the  report  of  the 
Commission  for  submission  to  the  Legislature  by  September  30th  regarding  prepaid  health 
plans  in  North  Carolina.  The  Kiser  Group  Consultant  Study  has  concluded  that  an  HMO  in 
the  Triangle  Area  (Raleigh,  Durham,  Chapel  Hill)  is  feasible.  Multiple  satellite  clinics 
in  each  city  are  suggested.  The  conclusions  of  this  Commission  regarding  this  recommenda- 
tion and  what  other  recommendations  regarding  the  formation  of  Independent  Practice 
Associations  will  be  of  significant  interest  to  all  of  us. 

The  Blue  Cross  staff  and  their  consultants  met  for  the  third  time  on  September  3rd  with 
the  physician  advisory  group.  Discussions  continue  on  the  proposed  Blue  Cross  IPA  plan. 
The  plan,  as  being  developed,  will  be  presented  to  the  Blue  Cross  Board  in  November  with 
action  expected  in  December.  If  the  recommendation  for  a Blue  Cross  IPA  insurance  plan 
is  accepted  by  the  Board,  physicians,  of  course,  would  then  be  contacted  regarding  their 
interest  in  participation  in  such  a plan. 

Because  of  the  obvious  need  for  local  and  possible  state  physician  organization  to  respond 
to  prepaid  plans,  the  North  Carolina  Medical  Peer  Review  Foundation  Board  has  requested  it! 
Executive  Committee  to  present  a plan  to  the  Foundation  Board  in  Mid  Pines  on  September  27' 
The  Executive  Committee  of  the  Foundation  is  pursuing  discussions  regarding  possible 
physician  organizations  in  a local  area  or  possibly  a statewide  physician  organization. 
More  information  will  follow. 

Quoting  from  the  Constitution  of  the  North  Carolina  Medical  Society:  "The  purposes  of  The 
Society  are:  To  federate  and  bring  into  one  compact  organization  the  medical  profession 
of  the  State  of  North  Carolina;  to  unite  with  similar  organizations  within  other  states 
to  form  the  American  Medical  Association;  to  extend  medical  knowledge,  and  advance  medical 
science;  to  elevate  the  standards  of  medical  education  and  service;  to  promote  friendly 
intercourse  among  physicians;  and  to  inform  the  public  with  such  regard  for  the  problems 
of  medical  care  and  public  health,  that  the  profession  can  become  more  capable  within 
itself,  and  more  useful  in  the  prevention  and  cure  of  disease,  and  in  prolonging  and 
adding  comfort  to  life.".  I would  ask;  Are  we  doing  our  best  as  a group  and  particularly 
as  individuals  to  meet  these  purposes?  How  can  we  perform  better  to  meet  our  fellow 
citizens'  needs?  Providing  care  to  people  is  so  important;  but  to  do  the  best,  we  also 
need  to  care  about  people! 

Congratulations  to  Dr.  Henry  S.  Miller,  Jr.,  of  Winston-Salem,  President-Elect  of  the 
American  College  of  Sports  Medicine  and  to  Dr.  John  L.  McCain  of  Wilson,  appointed  to  the 
National  Council  on  Health  Planning. 

Again,  please  communicate  to  me  your  concerns  and  directions.  I hope  you  have  had  a 
fine  summer.  With  kindest  personal  regards,  I am 


You  can  expect  to 
add  an  actual  11 
extra  years 
to  your  life,  if 
you  follow 
these  7 rules. 


1 Start  each  day  with  breakfast. 

Your  body  needs  refueling  in 
the  AM. Try  a sandwich  or  spaghetti 
if  your  taste  isn't  for  cereal  bacon 
or  eggs. 

2EaUhree  meals  a day. 

Skipping  meals  could  shorten 
your  life,  so  eat  regularly  and  w 
—three  square  meals  a 
day  to  stay  healthy. 

3 Limit 
alcoholic 
beverages. 

If  you  drink,  do 
it  in  moderation. 

Try  to  avoid  drinks 
served  on  the  rocks  or 
straight  up.  Have  some  food 
in  your  stomach.  And  sip,  don't  gulp. 

4Umit  your  smoking. 

If  you  smoke,  use  moderation. 
Don't  smoke  your  cigarette  all  the 
way  down.  Limit  the  number  of  cig- 
arettes you  smoke.  Don't  smoke 
till  noon.  You'll  breathe  a lot  easier 
if  you  cut  down  a little  or  even  stop. 

5 Watch  your  weight. 

Each  extra  pound  you  put  on 
brings  you  closer  to  diseases  of 
the  heart,  arteries,  internal  organs, 
even  diabetes.  But  diet  wisely. 

Follow  your  doctor's  advice. 


Blue  Cross 
Blue  Shield 


6 Schedule  enough  sleep. 

Your  body  needs  enough  time 
to  rest.  Get  7-8  hours  sleep  if  you're 
between  20  and  55.  If  you're  over 
55,  you  could  get  by  on  slightly  less. 

7 Get  plenty  of  exercise. 

Long  walks  count  as  exercise. 
So  does  dancing,  gardening,  climb- 
ing stairs.  Plan  to  get  moderate 


exercise  of  some  sort  two  or  three 
times  a week. 

For  a free  brochure  on  how  to  get 
all  the  life  that's  coming  to  you, 
write  to:  Public  Relations,  Blue 
Cross  and  Blue  Shield  of  North 
Carolina,  PO.  Box  2291 , Durham, 
North  Carolina  27702. 


GET  A BIGGER  SLICE 
OF  LIFE. 


®'  of  North  Carolina 
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Frank  Sohmer,  M.D.,  2240  Cloverdale  Ave.,  Ste.  88,  Winston- 
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WHEN  YOU  THINK  OFaDISABILITY— 

What  comes  to  your  mind???? 

Accidental  Injury  — unexpected  sickness! 

Loss  of  your  professional  income! 

Forced  change  in  family  life  style! 

Even  loss  of  your  professional  practice! 


THE  PRESCRIBED  TREATMENT  TS.T- 

Full  participation  in  your 
SPONSORED  & RECOMMENDED 

N.C.  MEDICAL  SOCIETY  DISABILITY  INCOME  PLAN 

Since  1939 

The  only  “group”  plan  that  most  professional  people  insure  with  in  N.C. 

REASON  — the  broadest  coverage  at  the  lowest  premium  scale  — 

Recently  reduced  rates  for  members  under  age  50  by  virtue  of  Society  sponsorship  and 
high  participation  of  members. 

New  increase  of  monthly  benefits  up  to  $2,500  for  eligible  members  under  age  50! 
Variety  of  options  to  meet  either  persona!  or  corporate  needs! 

No  medical  exam  required  nor  restriction  of  benefit  due  to  other  coverage! 

Personal  attention  including  payment  of  all  claims  from  our  Durham  office! 


For  details  please  call  collect  or  write  to: 


&5SS&S  V S&&8S 


% , .*  ..  •*,  ,■(-  V-OV  vsisv^>w.  'SZs  .. 

J.  L.  & J.  SLADE  CRUMPTON 

INCORPORATED 

PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 


s'  w'  s '-.  w S s ' 


Academy  Center  • 3001  Academy  Road  * P.O.  Box  8500  • Durham,  N.C.  27707  • (919)  493-2441 
APPROVED  INSURERS  TO:  N.C.  Medical  • N.C.  Dental  • N.C.  Bar  Groups  • N.C.  Engineers  • N.C.  AIA  • N.C.  CPA’s 


Imagine... 

...if  there  weren't  an 
American  Medical  Association 


Who  Would... 

represent  your  interests  and  your  patients  before  Congress, 
the  courts,  regulatory  agencies,  the  media  and  other 
important  public  forums? 

NO  ONE! 

Join  the  AMA  and  make  sure  that  there  is  an  organization  to 
represent  all  physicians. 


For  more  information  or  an  application,  call  or  write  the  AMA  Office  of 


Membership  Development  at  312-751-6410.  535  N.  Dearborn  St..  Chicago.  IL  60610. 


\ non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

EQUAGESIC e 

meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


IUAGESIC — Abbreviated  Summary 
INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
[Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows. 

i "Possibly"  effective  tor  the  treatment  of  pain  accom- 
, panied  by  tension  and/or  anxiety  in  patients  with  mus- 
; culoskeletal  disease  or  tension  headache. 

•Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation. 

I The  effectiveness  of  Equagesic  in  long-term  use,  i.e. 
more  than  four  months,  has  not  been  assessed  by 
systematic  clinical  studies.  The  physician  should  pe- 
riodically reassess  usefulness  of  the  drug  for  the  indi- 
vidual patient. 

'NTRAINDICATIONS:  Equagesic  should  not  be  given  to 
ividuals  with  a history  of  sensitivity  or  severe  intolerance 
aspirin,  meprobamate,  or  ethoheptazine  citrate 
kRNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
ibed  for  patients  is  advised,  especially  with  those  patients 
1 known  propensity  for  taking  excessive  quantities  of  drugs 
:essive  and  prolonged  use  in  susceptible  persons,  eg  , 
oholics,  former  addicts,  and  other  severe  psychoneurot- 
has  been  reported  to  result  in  dependence  on  or  habit- 
ion  to  the  drug.  Where  excessive  dosage  has  continued 
weeks  or  months,  dosage  should  be  reduced  gradually 
ier  than  abruptly  stopped,  since  withdrawal  of  a "crutch" 
y precipitate  withdrawal  reaction  of  greater  proportions 
n that  for  which  the  drug  was  originally  prescribed  Abrupt 
continuance  of  doses  in  excess  of  the  recommended  dose 
> resulted  in  some  cases  in  the  occurrence  of  epileptiform 
zures 

iscial  care  should  be  taken  to  warn  patients  taking  mepro- 
mate  that  tolerance  to  alcohol  may  be  lowered  with  re- 
liant slowing  of  reaction  time  and  impairment  of  judgement 
f coordination 

AGE  IN  PREGNANCY  AND  LACTATION:  An  in- 
ased  risk  of  congenital  malformations  associated  with 
use  of  minor  tranquilizers  (meprobamate,  chlordi- 

. 


azepoxide,  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies.  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered.  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbiiical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  afaxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced.  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery. 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended.  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies.  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels.  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given.  Should  respiration  become  very  shallow 
and  slow,  CNS  stimulants,  e g , caffeine,  Metrazol,  or  am- 


phetamine, may  be  cautiously  administered.  If  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenterally 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress.  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage.  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued.  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions. This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug.  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous. maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae,  ecchymoses.  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia.  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported;  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug. 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
light-headedness,  with  uneventful  recovery.  Howeve',  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting.  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication.  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration,  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombmemia  which,  if 
it  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin. 

Copyright  ©1980,  Wyeth  Laboratories 
All  rights  reserved. 

•This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 


Wyeth 

L U 


Laboratories 

Philadelphia.  Pa  19101 


FOR 

MODERATE 

PAIN 

A therapeutic  dose 
of  acetaminophen 
in  one  tablet 

A therapeutic  dose 
of  two  complementary 
analgesics 

The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 


WHY  NOT  WYGESKT 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC— Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance.  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and.'or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosaqe  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad 
verse  reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness,  head- 
ache weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics, and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume,  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics, which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotox-city  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV,  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient's 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen.  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric  ’ 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoaL 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami-i 
nophen  in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage  administration  ol 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-1C ; 
hours)  N-acetylcysteme  is  under  investigation  as  2, 
less  toxic  alternative  to  mercaptamme,  which  ma> 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  furthei 
information  (JAMA  237  2406-2407,  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  mav 
be  delayed  up  to  one  week  Acetaminophen  plasm? 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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Major  Hospital  and  Nurse  Expense  Insurance 
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paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 
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Laparoscopic  Sterilization  in  a Community  Hospital 

With  a Two-Year  Follow-Up 

Joshua  Tayloe,  M.D. 


EDITOR’S  NOTE:  This  paper  and 
the  discussion  which  follows  it  are 
among  seven  chosen  from  the  April, 
1979,  meeting  of  the  N.C.  Obstetrical 
and  Gynecological  Society  for  publi- 
cation in  the  “Journal.”  The  others 
are  scheduled  to  appear  in  the  Oc- 
tober and  November  issues. 


INTRODUCTION 

Analysis  of  the  results  of  201 
laparoscopic  sterilizations 
performed  at  Beaufort  County 
Hospital  for  an  18-month  period 
(July  1,  1975,  through  December  31, 
1976)  and  our  follow-up  of  these  pa- 
tients through  December  31,  1978, 
comprises  the  basis  of  this  report. 


METHODS 

All  patients  were  operated  upon 
under  general  endotracheal  anes- 
thesia by  one  of  two  physicians  at 
Beaufort  County  Hospital,  a 150- 
bed  community  hospital  in  Wash- 
ington, N.C.  Sixty-one  laparo- 
scopic sterilizations  were  per- 
formed in  the  second  half  of  1975 
and  140  in  1976.  All  the  procedures 
were  performed  using  the  two-hole 
puncture  technique  and  bipolar 
electrosurgical  current.  Adequate 
coagulation  of  1.5  cm  of  tube  was 
performed  followed  by  tubal  divi- 
sion. Most  of  the  patients  were  ad- 
mitted to  the  hospital  the  morning  of 
surgery  and  discharged  the  follow- 
ing morning. 
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RESULTS 

The  patients  ranged  in  age  from 
19  to  45  years  (mean  age,  32.2). 
Three  19-year-olds  were  a gravida 
3,  a gravida  2 with  a RH  incompati- 
bility problem,  and  a gravida  3 who 
underwent  a suction  therapeutic 
abortion  and  laparoscopic  steriliza- 
tion. Two  patients  were  45  years  of 
age,  one  a gravida  10  and  the  other  a 
gravida  14.  The  45-year-old  gravida 
14  underwent  a suction  therapeutic 
abortion  and  laparoscopic  steriliza- 
tion. 

The  average  parity  was  2.7  rang- 
ing from  0 to  14.  A 27-year-old  nul- 
lipara had  long-standing  diabetes. 
Of  the  201  patients,  173  were  white 
and  28  black,  a ratio  of  6 to  1 . The 
natural  distribution  of  patients  at 
Beaufort  County  Hospital  is  around 
3 to  1 , white  to  black. 

Average  weight  was  140  pounds 
with  a range  of  97  to  231.  Sixteen 
patients  weighed  more  than  180 
pounds,  5 over  200  pounds.  Al- 
though obesity  is  considered  a rela- 
tive contraindication,  only  one 
obese  patient  suffered  an  operative 
complication,  a 31-year-old  gravida 
2 weighing  182  pounds  whose  right 
tube  could  not  be  coagulated  and 
divided  due  to  adhesions  and  inade- 


TABLEI 

Previous  Surgery 

Appendectomy  18 

Cholecystectomy  6 

Wedge  resection  of  ovary  2 

Gunshot  wound  of  the  upper  abdomen  1 

Adhesions  1 

Resection  of  ileum  (enteritis)  1 

Cesarean  section  (2)  1 


quate  visualization.  Thirty  patients 
had  had  previous  abdominal  sur- 
gery (Table  I). 

Previous  methods  of  contracep- 
tion are  detailed  in  Table  II. 

Eighteen  patients  had  menstrual 
irregularity  prior  to  the  laparo- 
scopic sterilization:  eight  had  IUDs. 
Four  of  the  18  patients  had  con- 
tinued menstrual  irregularity  fol- 
lowing a D & C combined  with  the 
laparoscopic  sterilization.  Of  these 
four,  one  underwent  a repeat  D & C 
in  November  of  1978  showing  pro- 
liferative endometrium  and  has 
done  well  since.  Eleven  other  pa- 
tients had  menstrual  irregularity 
after  laparoscopic  sterilization.  Of 
these  15  patients,  eight  later  under- 
went a D & C and/or  hysterectomy. 

FAILED  ATTEMPTS  AND 
COMPLICATIONS 

Two  attempts  (1%)  failed.  One 
was  a 33-year-old  gravida  3 with  a 
previous  appendectomy.  The  lapa- 
roscopic sterilization  failed  due  to 
adhesions  and  the  patient,  there- 
fore, underwent  laparotomy,  a 
Pomeroy  sterilization  being  per- 
formed without  further  complica- 
tions. The  other  was  a 37-year-old 
gravida  2 weighing  106  pounds  with 


TABLE  II 


Previous  Contraception 


Birth  control  medication 

98 

Intrauterine  device 

31 

Foam  and/or  condom 

14 

Diaphragm 

4 

Pregnant  at  initial  visit 

25 

Unknown 

29 
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a history  of  a gunshot  wound  of  the 
upper  abdomen  10  years  earlier. 
She  sustained  an  omental  laceration 
with  the  larger  trocar  necessitating 
laparotomy  with  repair  and  Pome- 
roy sterilization.  Her  postoperative 
course  was  uneventful. 

One  patient  had  contusion  of  the 
mesentery  and  was  hospitalized  an 
extra  day.  Another  suffered  contu- 
sion without  perforation  of  the 
colon.  She  was  in  the  hospital  two 
extra  days  but  did  not  require 
laparotomy.  Both  these  patients 
had  had  appendectomies.  One  pa- 
tient was  found  to  have  a large  der- 
moid cyst  requiring  laparotomy 
with  right  oophorectomy,  wedge  re- 
section of  the  left  ovary  and  inci- 
dental appendectomy  as  well  as  a 
Pomeroy  sterilization.  There  were 
10  cases  of  subcutaneous  applica- 
tion of  carbon  dioxide  but  surgery 
was  carried  out  as  planned.  One  pa- 
tient who  had  a pulmonary  embolus 
responded  readily  to  medical 
therapy. 


FOLLOW-UP  AND  LATE 
COMPLICATIONS 

Eighteen  patients  were  not  fol- 
lowed up,  seven  of  these  women 
who  had  had  therapeutic  abortions 
combined  with  the  sterilization 
procedure.  Thirty-nine  patients 
returned  for  the  four-week  post- 
operative check-up  only.  The  re- 
maining 144  patients  (72%)  have 
been  followed  through  1978  and 
some  longer.  Two  of  the  201  pa- 
tients subsequently  became  preg- 
nant. One  was  a 27-year-old  gravida 
3 with  a ruptured  right  ectopic  preg- 
nancy 10  months  after  her  laparo- 
scopic procedure.  At  laparotomy 
both  tubes  were  adequately  coagu- 
lated and  divided. 

The  other  pregnancy  occurred  in 
a 31-year-old  gravida  2 weighing  182 
pounds  whose  right  tube  was  not 
coagulated  and  divided  due  to  adhe- 
sions and  inadequate  visualization. 
A therapeutic  abortion  and  right 
salpingectomy  were  performed  on 
this  patient  10  months  later. 


Seventeen  gynecologic  proce- 
dures were  later  performed  on  15 
patients.  Six  patients  had  D & Cs  for 
menstrual  irregularity,  2 of  whom 
required  hysterectomies.  Six  others 
also  underwent  hysterectomies; 
thus,  8 of  201  patients  were  sub- 
jected to  this  procedure.  Sympto- 
matic pelvic  relaxation  (3),  severe 
dysplasia  of  the  cervix  (1),  a large 
ovarian  cyst  with  dysmenorrhea 
and  dyspareunia  (1)  and  severe 
dysmenorrhea  and  menorrhagia  ( 1 ). 
Two  patients  underwent  conization 
of  the  cervix  for  repeated  Class  III 
Papanicolau  smears.  One  patient 
who  underwent  laparotomy  for 
pelvic  abscess  had  laparoscopic 
sterilization  and  was  found  to  have 
acute  salpingitis.  Two  months  later 
she  underwent  laparotomy  for 
pyosalpinx  and  pelvic  abscess. 
With  eight  hysterectomies  being 
performed  out  of  the  201  patients  ! 
during  a two-year  follow-up,  one 
would  wonder  how  many  more 
hysterectomies  will  be  performed  in 
this  group  during  the  next  10  years. 


As  theories  increase,  simple  medicines  were  more  and  more  disregarded  and  disused:  till  in 
a course  of  years  the  greater  part  of  them  were  forgotten,  at  least  in  the  politer  nations.  In  the 
room  of  these,  abundance  of  new  ones  were  introduced  by  reasoning,  speculative  men:  and 
those  more  and  more  difficult  to  be  applied,  as  being  more  remote  from  common  observation. 
Hence  rules  for  the  application  of  these,  and  medical  books  were  immensely  multiplied;  till  at 
length  physic  became  an  abstruse  science,  quite  out  of  the  reach  of  ordinary  men.  — John 
Wesley,  Primitive  Physic. 
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Discussion  of  “Laparoscopic  Sterilization  in  a 
Community  Hospital  With  a Two-Year  Follow-Up” 

Given  by  Dr.  Joshua  Tayloe 


A.  C.  Christakos,  M.D. 


DR.  JOSHUA  TAYLOE  has 
very  ably  presented  the  ex- 
perience he  and  his  partner  have 
had  with  laparoscopic  tubal  sterili- 
zation in  their  practice  during  an 
18-month  period  and  during  a two- 
year  follow-up.  Their  technique  is 
that  of  coagulation  of  a 1.5  cm  seg- 
ment of  tube  with  division  presum- 
ably in  the  isthmus.  Bipolar  elec- 
trosurgical  equipment  and  general 
endotracheal  anesthesia  were  used 
and  the  two-hole  puncture  tech- 
nique employed.  Dr.  Tayloe’s  tech- 
nique follows  the  trend  among 
the  American  Association  of 
Gynecological  Laparoscopists 
(AAGL)  as  revealed  in  a survey  of 
1,000  physicians  worldwide  in  1975* 
(Table  I).  His  patient  population  re- 
garding age,  parity,  race,  weight, 
history  of  previous  abdominal 
surgery  and  menstrual  history 
probably  varies  little  from  that  of 
other  gynecologists  in  North  Caro- 
lina. Including  a 45-year-old  multi- 
para and  a 27-year-old  nullipara  can 
be  justified  in  my  opinion  by  the 
facts  of  their  individual  circum- 
stances. Indeed,  one  of  the  more 
complex  decisions  required  of  con- 
scientious and  talented  gynecol- 
ogists is  sterilization  of  nulliparous 
individuals  without  severe  medical 
problems  such  as  long-standing 
diabetes  mellitus. 
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Morbidity  as  a direct  result  of  the 
procedure  in  Dr.  Tayloe’s  series  in- 
cluded contusion  of  intraperitoneal 
structures  in  women  who  had 
undergone  previous  celiotomies.  In 
addition,  laparoscopic  sterilization 
could  not  be  performed  in  two  pa- 
tients because  of  adhesions  result- 
ing from  previous  peritoneal  inva- 


TABLEI 

Techniques  of  sterilization  among 
1,000  physicians  polled  by  the  Ameri- 
can Association  of  Laparoscopists  in 
1975. 


No. 

% 

Coagulation  only 

214 

21.4 

Coagulation  & division 
Coagulation  & excision 

404 

40  4 

of  segment 

306 

30.6 

Other  procedures 

27 

2.7 

Not  answered 

6 

0.6 

No  sterilization  done 

43 

4.3 

sion.  The  AAGL  study  revealed 
morbidity  to  be  higher  when  a seg- 
ment of  tube  was  excised.  This 
probably  is  responsible  for 
coagulation-alone  technique  in- 
creasing from  15.3%  in  1974  to 
21.4%  in  1975.  Adequate  coagula- 
tion probably  obviates  the  necessity 
for  division  of  the  tube. 

Yuzpe,2  using  bipolar  equipment, 
had  no  pregnancies  in  335  patients 
in  whom  coagulation  alone  was 
utilized  (Table  II).  Dr.  Tayloe  re- 
ported two  pregnancies  but  ad- 
mitted that  one  of  those  occurred  in 
a patient  who  had  not  undergone 
bilateral  tubal  coagulation  and  divi- 
sion. He  had  no  patients  with  preg- 
nancies already  under  way,  that  is, 
he  reported  no  luteal  phase  preg- 
nancies such  as  those  reported  by 
Edgerton3  and  Wheeless4  who  per- 
formed laparoscopic  sterilization 


TABLE  II 

Failure  Rates  of  Commonly  Used  Techniques  of  Laparoscopy  Sterilization 


AUTHOR 

NUMBER 

FAILURES 

& 

OF 

DATE 

PATIENTS 

TECHNIQUE 

NUMBER 

PERCENT 

Wheeless4 

1,000 

Coagulation 

11 

1.1 

1973 

only 

1976 

1,600 

Coagulation. 

1 

0.1 

division  & 

recoagulation 

Yuzpe2 

335 

Coagulation 

0 

0 

1974 

only 

Edgerton3 

2.018 

Coagulation, 

12 

0.6 

1974 

division  & 

excision 

El-Serour5 

82 

Coagulation  & 

1975 

division 

3 

2.0 

70 

Coagulation 

only 
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during  luteal  phase  after  conception 
had  already  occurred.  There  were 
nine  such  pregnancies  among  a 
group  of  12  pregnancies  in  a popu- 
lation of  2,018  patients  in  Edger- 
ton's  series  done  by  coagulation, 
division  and  excision.  One  such 
pregnancy  occurred  in  1,600  pa- 
tients reported  by  Wheeless  who 
utilized  the  techniques  of  coagula- 
tion, division  and  recoagulation  of 
the  cut  ends.  One  would  be  wise  to 
heed  the  advice  to  perform  this  pro- 
cedure during  the  follicular  phase  of 
the  cycle  or  to  combine  with  D&C. 

Most  failures  resulting  in  preg- 
nancy theoretically  are  due  to  re- 
canalization, improper  timing  of  the 
procedure  (luteal  phase)  or  operator 
error.  It  is  obvious  that  one  of  Dr. 
Tayloe’s  failures  fell  into  the  first 
category  while  the  other  must  be 
attributed  to  operator  error  since 
one  of  the  tubes  was  inadequately 
visualized  and  not  coagulated. 

There  are  several  major  advan- 
tages to  laparoscopic  tubal  sterili- 
zation by  coagulation  which  will  be 
responsible  for  its  continued  use 
(Table  III).  It  is  a highly  effective 
and  relatively  rapid  procedure,  al- 
lowing visualization  of  pelvic  con- 
tents (cf.  Dr.  Tayloe's  patient  with 
dermoid  cyst). 

The  major  disadvantages  are 
listed  in  Table  IV.  To  this  list  should 


TABLE  III 

Major  Advantages  of 
Laparoscopic  Sterilization 

Highly  effective 
Visualization  of  pelvis 
Quick 

Outpatient  procedure 


be  added  the  relative  contraindica- 
tion to  laparoscopy  in  patients  with 
previous  intraperitoneal  proce- 
dures. Among  the  disadvantages  of 
laparoscopic  tubal  sterilization  is 
the  high  risk  of  burn  morbidity. 
Contusions  of  the  mesentery  and 
bowel  in  Dr.  Tayloe’s  series,  I as- 
sume, were  due  to  blunt  trauma  and 
not  due  to  electric  burns.  Both  pa- 
tients had  previously  undergone 
appendectomies.  This  raises  the 
question  of  distortion  of  anatomical 
relationships  from  postoperative 
adhesions  being  responsible  for 
such  trauma.  Furthermore,  the  one 
failure  in  Dr.  Tayloe’s  series  due  to 
failure  of  the  right  tube  to  be  coagu- 
lated because  of  adhesions  may 


TABLE  IV 

Major  Disadvantages  of 
Laparoscopic  Sterilization 

Sophisticated  and  expensive  equipment  required 

Successful  reversal  unlikely 

High  risk  of  burn  morbidity 

High  degree  of  surgical  skill  required 


very  well  have  been  a postoperative 
patient.  Another  disadvantage  may 
be  the  relatively  high  incidence  of 
post-laparoscopic  pelvic  surgery  for 
a variety  of  reasons.  Some  of  us  in 
the  society  have  been  impressed 
with  pelvic  pain,  abnormal  bleeding 
and  pelvic  vein  varicosities  follow- 
ing laparoscopic  tubal  sterilization 
requiring  further  gynecologic 
surgery.* 

Laparoscopic  procedures  require 
a high  degree  of  surgical  skill.  Sub- 
cutaneous insufflation  of  CO2  is  a 
common  complication  of  the 
neophyte.  I would  guess  that  the  10 
patients  who  suffered  this  mishap  in 
this  series  were  among  the  earlier 
subjects  in  this  study.  Experience 
with  this  technique  does  tend  to  im- 
prove its  execution. 
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*S.  A.  Gall:  Personal  communication. 


In  vain  we  compute  our  felicities  by  the  advantage  of  our  good  names,  since  bad  have  equall  durations; 
and  Thersites  is  like  to  live  as  long  as  Agamemnon.  Who  knows  whether  the  best  of  men  be  known?  or 
whether  there  be  not  more  remarkable  persons  forgot,  than  any  that  stand  remembred  in  the  known 
account  of  time?  Without  the  favour  of  the  everlasting  Register  the  first  man  had  been  as  unknown  as  the 
last,  and  Methuselahs  long  life  had  been  his  only  Chronicle. 

Oblivion  is  not  to  be  hired:  The  greater  part  must  be  content  to  be  as  though  they  had  not  been,  to  be 
found  in  the  Register  of  God,  not  in  the  record  of  man.  — Sir  Thomas  Browne,  Urne-Buriall. 
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SPECIAL  ARTICLE 


Report  on  . . . “The  Matter  of  the  Saturation  Point 
For  Physician  Assistants  in  This  State  ...” 

First  of  Two  Parts 


Committee  on  Allied  Health  Professionals 
F.  Maxton  Mauney,  Jr.,  M.D.,  Chairman 


INTRODUCTION 

SINCE  September  1978,  the 
Committee  on  Allied  Health 
Professionals  (COAHP)  and  its 
chairman  have  been  approached  by 
individuals  and  organizations  with 
questions  about  present  and  pro- 
jected use  of  physician  assistants 
(PAs)  and  nurse  practitioners 
(NPs).  Collectively,  these  allied 
health  professionals  have  been 
called  physician  extenders  (“ex- 
tenders”). Requests  for  various 
studies  and  reviews  have  been  re- 
ceived from  several  sources  in  the 
12-month  period  September 
1978-79.  A recapitulation  of  some  of 
these  requests  will  emphasize  the 
difficult  task  that  COAHP  has  in  re- 
sponding. 

The  late  Dr.  William  Raby  of 
Charlotte  forwarded  a four-page 
critique  of  the  concept  of  “ex- 
tenders” in  general  and  concluded 
his  letter  with  the  following  para- 
graph: “I  respectfully  request  that 
your  committee  evaluate  the  pres- 
ent employment  of  these  “ex- 
tenders” in  regards  to  distribution, 
type  of  practice,  specialty  of  physi- 
cians employing,  number  with  (and 
scope  of)  hospital  privileges,  and 


Submitted  to  the  Executive  Council,  North  Carolina  Medi- 
cal Society,  Feb.  3,  1980. 

Reprint  requests  to  Dr.  Mauney 
257  McDowell  St. 
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numbers  of  graduates  in  this  state 
and  other  states,  if  available.” 

The  second  request  was  com- 
municated to  COAHP  by  William 
Hilliard,  executive  director  of  the 
North  Carolina  Medical  Society 
(NCMS),  in  late  April  1979  as  a re- 
sult of  deliberations  by  the  NCMS 
Executive  Council  on  February  4, 
1979.  Bryant  L.  Galusha,  M.D., 
secretary  of  the  Board  of  Medical 
Examiners,  presented  the  following 
statement  to  that  session:  “At  the 
December  meeting  of  the  Board  (of 
Medical  Examiners),  the  question 
came  up  as  to  the  future  need  for 
physician  extenders.  As  a result  of 
that  discussion,  the  board  decided 
to  have  the  secretary  of  the  board, 
who  is  the  board’s  representative 
for  the  Executive  Council  of  the 
North  Carolina  Medical  Society, 
urge  the  Executive  Council  to  look 
into  the  matter  of  the  saturation 
point  for  physician  assistants  in  this 
state,  attempting  to  determine  if 
that  point  has  indeed  been  reached, 
or  already  passed,  and  for  the  sec- 
retary to  report  back  to  the  board 
the  Executive  Council's  response.” 
A formal  motion  stating  the  exact 
charge  to  our  committee  is  not  evi- 
dent except  in  the  paragraph  on 
Page  77  of  the  minutes  which  states: 
“His  (Dr.  Galusha’s)  other  recom- 
mendation for  a study  of  the  phy- 
sician assistants  program  in  North 


Carolina  will  be  referred  to  our 
Allied  Health  Committee  for  a rec- 
ommendation and  I’d  (President 
D.  E.  Ward)  like  to  ask  if  that  com- 
mittee will  meet  and  bring  back  a 
recommendation.” 

Lastly,  Don  C.  Chaplin,  M.D.,  a 
member  of  the  Joint  Practice  Com- 
mittee, wrote  to  the  chairman  of 
COAHP  on  September  21,  1979, 
and  concluded  his  letter  with  the 
following:  “Recognizing  the  prob- 
lems created  by  the  multitude  of 
physician  extenders,  i.e.,  physician 
assistants,  nurse  clinicians,  nurse 
practitioners,  etc.,  I hope  that  your 
committee  will  be  funded  and 
staffed  by  our  state  society  to  try  to 
get  at  least  a handle  on  the  type  of 
extenders  that  are  needed;  the  types 
of  training  that  they  need;  the  types 
of  on-going  professional  resources 
needed  to  maintain  their  skills:  and 
in  short,  a better  game  plan  for  the 
allocation  of  resources  of  the  train- 
ing of  all  types  of  health  care  pro- 
viders.” 

The  broad  and  multi-faceted  is- 
sues raised  by  these  communica- 
tions were  thought  to  be  too  difficult 
to  respond  to  at  our  regular  com- 
mittee meetings.  It  therefore 
seemed  appropriate  to  convene  in- 
terested parties  at  our  COAHP 
meeting  at  the  Mid  Pines  in  Sep- 
tember of  1979.  The  COAHP 
members  and  invited  guests  who 


September  1980,  NCMJ 


585 


Table  I 

Approved  PA/NP  Applications  by  Year 


Cumulative 


71 

72 

73 

74 

75 

76 

77 

78 

79 

Total 

PA 

2 

25 

33 

40 

58 

92 

135 

143 

132 

660 

NP 

— 

— 

— 

22 

62 

82 

93 

135 

112 

506 

1,166 


attended  this  meeting  include  prac- 
ticing physician  members  of  the 
North  Carolina  Medical  Society 
who  serve  on  the  Allied  Health 
Professionals  Committee,  directors 
and  educators  from  the  two  physi- 
cian assistant  training  programs 
(Duke  and  Bowman  Gray),  the 
single  surgical  assistant  program 
(UNC-Chapel  Hill)  and  the  three 
family  nurse  practitioner  programs 
(UNC-FNP,  ECU-FNP  and  the 
Asheville  MAHEC-FNP).  The 
Board  of  Medical  Examiners  was 
represented  by  its  executive  secre- 
tary, Bryant  Paris,  who  serves  as 
liaison  consultant  to  the  COAHP. 
The  physician  assistants’  state  or- 
ganization, the  North  Carolina  As- 
sociation of  Physician  Assistants 
(NCAPA),  was  represented  by 
James  Hill,  president.  The  Univer- 
sity of  North  Carolina  School  of 
Medicine,  which  funds  or  has  re- 
sponsibility for  multiple  training 
programs  for  “extenders”  as  well 
as  numerous  other  allied  health 
training  fields,  was  represented  by 
Barbara  Kramer,  Ph.D.,  assistant 
vice-chancellor  for  health  affairs. 
Finally,  the  sage  counsel  and  advice 
of  the  present  and  immediate  past 
presidents  of  the  North  Carolina 
Medical  Society  was  provided  by 
Ben  Warren,  M.D.,  and  E.  Harvey 
Estes,  M.D.,  respectively.  (For  the 
entire  attendance  roster,  see  Ad- 
dendum A.) 

This  was  the  first  time  that  all 
these  parties  had  met  to  discuss  and 
consider  the  broad  questions  in- 
volved. A few  conclusions  sum- 
marized very  simply  in  the  minutes 
of  this  meeting  somehow  fail  to 
convey  the  breadth  and  depth  of 
information  that  was  generously 
and  effectively  shared  in  a sharply 
focused  discussion.  This  report  is 
an  effort  to  collect  generally  avail- 
able data  which  relate  to  the  issues 
and  questions  being  discussed.  The 
COAHP  hopes  the  Executive 
Council  and  others  will  find  it  a use- 
ful document. 

The  intent  of  the  COAHP  chair- 
man has  been  to  prepare  a draft 
which  could  be  circulated  among 
the  conference  participants  for 
editorial  input  and  corrections. 
Time  constraints  now  prevent  this 
useful  step  and  therefore  the  chair- 


man assumes  full  responsibility  for 
all  errors  of  omission  and  commis- 
sion in  this  report. 

RATIOS  OF  PAs/NPs  TO 
PRACTICING  PHYSICIANS 

IN  NORTH  CAROLINA 

On  November  19,  1979,  there 
were  339  physician  assistants  and 
298  nurse  practitioners  currently 
approved  and  registered  for  prac- 
tice with  the  North  Carolina  Board 
of  Medical  Examiners.  The  total 
number  of  extender  applications 
that  have  been  approved  and  regis- 
tered by  the  board  for  the  past  nine 
years  is  illustrated  in  Table  I.  Some 
of  these  annual  applications  result 
from  a PA  or  NP  moving  from  one 
practice  to  an  entirely  different  one. 
This  relocation  would  require  a new 
application  but  would  not  mean  that 
a new  person  was  entering  the  ex- 
tender manpower  pool.  Further- 
more, some  of  the  discrepancy  be- 
tween the  637  extenders  currently 
approved  and  registered  and  the 
total  of  1,166  extender  applications 
processed  by  the  board  over  the 
past  nine  years  results  from  the 
movement  of  PAs/NPs  to  other 
states.  Table  II  shows  the  number  of 
new  PAs  and  NPs  added  to  the  total 
extender  pool  during  each  of  the 
previous  nine  years.  This  table, 
therefore,  lists  individuals  counted 
only  once,  although  they  may  have 
been  approved  four  or  five  times  for 
different  practices. 

Thus  while  476  PAs  and  372  NPs 
have  been  approved  over  the  past 
nine  and  six  year  periods,  respec- 
tively, only  339  PAs  and  298  NPs 


(637  extenders)  are  currently  “reg- 
istered” as  reported  by  the  Board  of 
Medical  Examiners’  executive  sec- 
retary November  19,  1979.  The  rea- 
sons for  this  discrepancy  are  many 
and  include  moving  away  from 
North  Carolina,  quitting  work  be- 
cause of  marriage,  pregnancy  or  ill- 
ness, pursuing  other  degrees  or 
careers,  etc.  For  the  purpose  of  de- 
veloping a “ratio”  of  extenders  to 
practicing  physicians  in  North  Car- 
olina only  the  number  of  “currently 
registered”  individuals  will  be  used. 

It  is  also  difficult  to  obtain  the 
precise  number  of  “practicing  phy- 
sicians” engaged  primarily  in  pa- 
tient care  in  North  Carolina  at  any 
particular  time.  However,  8,018 
non-federal  physicians  were  li- 
censed in  North  Carolina  as  of  late 
1977  (Table  III).  Of  these,  6,532 
physicians  are  totally  involved  in 
patient  care  and  an  additional  679 
are  engaged  in  “other  professional 
activities.”  Five  hundred  and  four- 
teen are  “inactive”  and  293  were 
“not  classified.”  Thus  to  calculate 
aratioofPAsandNPsto  M.D.s,  we 
have  combined  the  679  engaged  in 
“other  professional  activities” 
(many  in  teaching  centers  and  other 
institutions  where  extenders  are 
commonly  utilized)  with  the  6,532 
totally  involved  in  patient  care, 
which  gives  a ratio  of  637  extenders 
to  7,21 1 licensed  private  physicians 
or  one  extender  to  every  1 1 physi- 
cians (1:11).  This  is  skewed  some- 
what since  the  extender  data  are 
current  at  this  writing,  whereas 
the  physician  data  were  collected 
in  late  1977.  The  ratio  of  PAs  to  the 


Table  II 

Number  of  new  PAs/NPs  added  each  Year 


71 

72 

73 

74 

75 

76 

77 

78 

79 

Total  to  Data 

PA 

2 

24 

28 

37 

49 

67 

105 

98 

66 

476 

NP 

— 

— 

— 

22 

60 

69 

81 

86 

54 

372 

848 


586 
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Table  III 

AMA  National  Physician  Resource  Data  For  North  Carolina— 

-1977 

NON-FEDERAL  N C PHYSICIANS 

8.018 

Totally  Involved  in  Patient  Care 

6,532* 

“Other  Professional  Activities" 

679* 

Inactive 

514 

Not  Classified 

293 

8,018 

FEDERAL  EMPLOYED  PHYSICIANS 

150* 

8,168 

•7,361  N.C.  physicians  estimated  to  be  involved  in  practices  where  extenders  are  commonly  employed 

same  group  of  practicing  physicians 
would  be  1:21  and  NPs  to  phy- 
sicians, 1:24. 

The  absolute  ratio  of  one  ex- 
tender to  every  1 1 practicing  physi- 
cians as  defined  above  has  to  be 
considered  in  proper  context  be- 
cause it  can  be  quite  misleading.  For 
example,  a certain  number  of  “ap- 
proved” and  registered  extenders 
are  not  directly  engaged  in  private 
practices.  For  example,  the  De- 
partment of  Human  Resources 
employs  nearly  145  NPs  in  county 
health  departments.*  Approxi- 
mately 45  nurse  practitioners  are 
certified  only  as  Family  Planning 
Nurse  Practitioners  (FPNP).  The 
extender  pool  is  further  diluted  be- 
cause quite  a few  PAs  and  NPs  are 
directly  involved  in  administrative 
and  educational  activities  within  the 
six  training  programs  throughout 
the  state  and,  therefore,  have  little 
involvement  in  the  fee-for-service 
practice.  Thus,  a conservative  es- 
timate of  the  number  of  physician 
extenders  currently  in  traditional 
clinical  practice  would  be  about  500 
persons,  a “clinical  practice”  ratio 
of  about  one  extender  to  every  15 
(1:15)  practicing  physicians,  a 25% 
change  with  just  this  one  correction. 
Finally,  the  four  Veterans  Hospitals 
in  North  Carolina  employ  143  full- 
time physicians  and  the  Indian 
Hospital  at  Cherokee  employs  7 
full-time  physicians.  Since  these 
federal  facilities  utilize  extenders 
working  directly  under  their  medi- 
cal supervision,  these  150  physi- 
cians should  be  added  to  the  7,211 
physicians  used  for  the  earlier  cal- 
culation. If  the  physician  gain  for 
the  state  of  North  Carolina  were 
known  for  the  past  two  years  it 

; 

l*Tilson,  H.:  Personal  communication,  1979. 
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would  also  add  to  the  accuracy  of 
the  calculations. 

Considerable  interest  has  been 
expressed  regarding  the  exact 
number  of  North  Carolina  Medical 
Society  members  who  directly 
supervise  and  employ  extenders  as 
opposed  to  non-members.  This  is  of 
some  importance  since  the  degree 
and  appropriateness  of  supervised 
physician  responsibility  is  a major 
question  being  deliberated  by  the 
Executive  Council,  the  Board  of 
Medical  Examiners  and  individual 
members  of  this  society.  So  we  have 
done  a manual  cross  check  of  the 
current  computer  list  of  extenders 
from  the  Board  of  Medical  Exam- 
iners with  the  membership  roster  of 
the  medical  society  (5,665  members 
in  November  1979).  (See  Table  IV.) 
These  are  suspect  in  that  the  single 
“primary”  supervising  physician 
listed  on  the  computer  roster  may 
be  in  a group  or  partnership  practice 
with  others  who  are  included  on  the 
individual  extender’s  application. 
These  other  physicians  or  the  sec- 
ondary supervising  physician  is  not 
shown  on  the  computer  roster  from 
which  the  table  was  constructed. 
Therefore,  it  is  possible  that  the 
so-called  “primary  supervising 
physician”  may  not  be  a member  of 
the  society  whereas  other  physician 
supervisors  listed  on  the  extender’s 
practice  application  may  be  active 
members.  This  theoretical  error 
would  favor  an  even  higher  percent- 


age of  member  participation  in  the 
daily  supervision  of  extenders  than 
Table  IV  indicates. 

REVIEW  OF  NORTH  CAROLINA 
PHYSICIAN  ASSISTANT  AND 
SURGEONS  ASSISTANT 
TRAINING  PROGRAM 
CAPACITY 

Currently  physician  assistant 
programs  at  Duke  University  and 
Bowman  Gray  School  of  Medicine 
accept  40  students  per  class.  The 
surgeons  assistant  (SA)  program  at 
UNC  began  informally  several 
years  ago  but  in  the  past  year  has 
sought  accreditation  for  a class  of 
five.  Thus,  85  places  are  available 
each  year  in  North  Carolina  for  new 
PA  and  SA  students.  The  three  pro- 
grams have  neither  places  nor  funds 
for  expansion.  In  fact.  Dr.  Michael 
Hamilton,  director  of  the  Duke 
University  program,  indicated  that 
Duke  was  considering  a cutback  to 


Seventy-seven  percent  of  physician 

assistants  are  supervised 

by  a 

member  of  the  North  Carolina  Medical 

Society. 

Ratios 

All  extenders  (PAs  or  NPs)  to 

practicing  physicians 

1:11 

Corrected  clinical  practice  ratio 

1:15 

PA:MD 

1:21 

NP:MD 

1:24 

30  students  per  class.  John  C. 
Mueller,  M.D.,  medical  director  of 
the  physician  assistant  program  of 
the  Bowman  Gray  School  of  Medi- 
cine of  Wake  Forest  University, 
emphasized  that  they  do  a careful 
analysis  of  the  job  market  with  each 
graduating  class  which  suggests  that 
demand  for  their  graduates  may  be 
leveling  off.  Approximately  half  of 
the  1979  Bowman  Gray  graduating 
class  moved  out  of  state,  a trend 
being  watched  closely  although 
Bowman  Gray  is  not  presently  con- 
sidering a reduction  in  class  size. 

This  trend  in  North  Carolina  re- 


Table  IV 


PRIMARY  SUPERVISING  PHYSICIAN 

TOTAL  NUMBER 

REGISTERED  NCMS  MEMBER  NON-MEMBER 


PA 

339 

262 

(77%) 

77 

(23%) 

NP 

298 

222 

(75%) 

76 

(25%) 

484 

153 
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fleets  the  national  pattern  in  that  1 1 
physician  assistant  or  comparable 
programs  have  closed  in  the  past 
year  and  two  others  plan  to  termi- 
nate theirs.  These  actions  were  due 
primarily  to  financial  and/or  institu- 
tional political  pressures  and  were 
not  related  necessarily  to  net  de- 
crease in  demand  for  PA  services. 
Dr.  Harvey  Estes  (personal  com- 
munication) and  others  have  esti- 
mated that  there  could  be  a 20%  de- 
crease in  the  number  of  PAs  trained 
nationally  over  the  next  five  years. 
There  are  now  50  “primary  care" 
PA  training  programs  and  four  sur- 
gical assistant  programs  in  opera- 
tion nationwide,  suggesting  a trend 
toward  increasing  the  number  of 
surgical  assistant  training  pro- 
grams, especially  for  cardiovascu- 
lar and  general  surgery  specialties. 


Although  places  in  PA  training  pro- 
grams may  decrease  as  much  as  20% 
in  the  next  five  years,  more  surgical 
assistants  may  be  needed  and 
trained.  Facilities  and  capacity  for 
training  allied  health  professionals  in 
North  Carolina  seem  adequate  and 
the  program  responsive  to  need 
and  demand. 


If  one  assumes  that  50%  of  PA 
graduates  leave  North  Carolina  and 
if  the  Duke  program  is  reduced  to  30 
students  per  class,  one  could  pro- 
ject a maximum  annual  gain  of  ap- 
proximately 37  PAs/SAs  from 
North  Carolina  schools.  This  would 
result  in  an  annual  growth  rate  of 
about  10%  for  the  first  year,  but  the 
actual  rate  of  growth  of  the  extender 
pool  would  fall  off  as  the  graduate 
output  stayed  level  and  the  PA  pool 
grew  slightly  larger  each  year.  This 
growth  rate  estimate  obviously  con- 
siders only  North  Carolina  trained 
extenders. 

The  job  supply/demand  situation 
might  decrease  the  ratio  of  PAs  to 
physicians,  especially  if  North  Car- 
olina continues  to  increase  its  prac- 
ticing physician  pool  as  rapidly  as  it 
has  in  recent  years.  On  the  other 
hand,  improved  recruitment  and 
retention  of  physicians  in  rural  and 
medically  underserved  areas  may 
improve  job  opportunities  for  ex- 
tenders since  the  physician-ex- 
tender  team  has  been  emphasized  in 
these  settings. 


REVIEW  OF  NORTH  CAROLINA 
NURSE  PRACTITIONER 
TRAINING  PROGRAM 
CAPACITY  AND  OTHER 

INFLUENCES  ON  GROWTH 

OF  NURSE  PRACTITIONERS 

The  UNC-FNP  program  cur- 
rently accepts  24  students  per  class 
and  during  1970-79  graduated  214 
people,  190  nurse  practitioners  and 
24  geriatric  nurse  practitioners 
(GNP)  trained  under  a special  lim- 
ited grant  no  longer  in  existence. 
The  UNC-FNP  program  has  both 
certificate  FNP  and  master's  degree 
tracks  but  is  deleting  the  certificate 
program  to  concentrate  on  a mas- 
ter’s degree  program  for  its  FNP 
graduates.  Many  FNP  graduates 
who  obtain  master’s  degrees  leave 
North  Carolina  for  administrative 
and  educational  positions,  rather 
than  pursue  clinical  practice.  The 
phasing  out  of  the  certificate  pro- 
gram demonstrates  a sensitivity  to 
changing  supply-and-demand  in  the 
Raleigh-Durham-Chapel  Hill  area. 
The  Mountain  Area  Health  Educa- 
tion Center-FNP  accepts  12  stu- 
dents per  class  and  has  been  in  op- 
eration for  four  years  — 48  gradu- 
ates since  1975.  East  Carolina  Uni- 
versity accepts  a maximum  of  24 
students  per  class  and  since  its  be- 
ginning in  1975  has  graduated  61 
FNPs.  We  have  graduated  a total  of 
323  in-state  trained  FNPs  over  the 
past  nine  years.  Thus,  60  family 
nurse  practitioners  can  be  trained 
annually  in  our  three  programs  but 
this  could  be  reduced  in  the  near 
future.  All  three  directors  present 
at  the  Mid  Pines  meeting  stated  that 
no  plans  for  expansion  are  being 
considered.  It  was  further  empha- 
sized in  our  discussions  that  all 
three  programs  recruit  heavily 


from  local  communities  and  model 
practices  and  appreciate  the  need  to 
adjust  class  capacity  to  supply  and 
demand.  Most  FNP  graduates  re- 
turn to  their  local  communities  and 
to  model  practices  in  rural  or  medi- 
cally underserved  urban  areas  (Fig- 
ure 1).  Meeting  regional  or  commu- 
nity needs  by  varying  admission 
criteria  of  the  FNP  programs  differs 
somewhat  from  the  practice  of 
physician  assistants’  programs. 

One  concern  of  the  Board  of 
Medical  Examiners  is  the  recent 
large  influx  of  non-North  Carolina 
nurse  practitioners,  a phenomenon 
largely  attributable  to  the  rapid  in- 
crease in  the  use  of  family  planning 
nurse  practitioners  (FPNP)  by 
health  departments.  Approximately 
45-55  of  these  practitioners  have 
completed  a short  6-12  week  pro- 
gram outside  North  Carolina.  When 
actually  working  in  the  health  de- 
partment clinics  they  are  often  con- 
fronted with  requests  for  medical 
services  beyond  the  range  of  their 
experience.  As  a result,  additional 
course  work  has  been  especially  de- 
signed and  made  available  to  them 
to  improve  their  “generalist”  clini- 
cal skills.  This  has  resulted  in  tre- 
mendous support  for  the  develop- 
ment of  a minimum  core  curriculum 
for  all  nurse  practitioners  who  are 
approved  by  the  Board  of  Medical 
Examiners  for  practice  in  North 
Carolina. 

The  concept  of  a “minimal  core 
curriculum’’  was  presented  at  a 
public  hearing  of  the  Board  of 
Nursing  and  the  Board  of  Medical 
Examiners  on  December  10,  1979. 
This  approach  has  the  endorsement 
and  support  of  the  Joint  Practice 
Committee  of  the  NCMS,  the  North 
Carolina  Nursing  Association  and 


Table  V 

NORTH  CAROLINA  NURSE  PRACTITIONER 
TRAINING  PROGRAM  CAPACITY  1970-79 

CLASS 

SCHOOL 

GRADUATES 

SIZE 

UNC-Chapel  Hill  (1970-79) 

214- 

24 

Family  Nurse  Practitioners — 190 
Geriatric  Nurse  Practitioners  24 

12 

MAHEC- Asheville  (1975-79) 

48 

UNC-Greenville  (1975-79) 

61 

24 

323 

60 

"Includes  cerlllicate  and  masters  degrees 
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Figure  1 

(Numbers  of  NPs  per  County) 


the  Joint  Subcommittee  of  the 
Board  of  Medical  Examiners. 
Therefore,  adoption  of  stringent 
minimum  educational  standards 
defined  by  the  core  curriculum 
should  sharply  decrease  the  influx 
of  nurse  practitioners  who  graduate 
from  abbreviated  programs  outside 
the  state. 

In  summary,  a stable  institutional 
capacity  for  approximately  60  FNP 
graduates  per  year,  heavy  emphasis 
on  relating  FNP  needs  to  recruit- 
ment, and  implementation  of  an  es- 
sential core  curriculum  should  re- 
sult in  a leveling  off  of  the  rate  of 
increase  of  approved  nurse  prac- 


titioners and  a better  “fit”  between 
demand  and  supply  throughout  the 
state.  Concurrently,  clinical  skills 
and  the  supervised  practice  model 
should  improve. 

ADDENDUM  A 

The  Committee  on  Allied  Health 
Professionals  is  one  of  eight  in  the 
Advisory  and  Study  Commission, 

E.  Thomas  Marshburn,  Jr.,  M.D., 
Wilmington,  N.C.,  chairman.  The 
members  of  the  committee  are 

F.  Maxton  Mauney,  Jr.,  M.D., 
Asheville,  chairman;  William  R. 
Bullock,  M.D.,  Charlotte;  Joyce  H. 
Reynolds,  M.D.,  Kernersville; 


Wayne  B.  Venters,  M.D.,  Jackson- 
ville; Michael  D.  Weaver,  M.D., 
Greenville;  Thad  B.  Wester,  M.D., 
Lumberton;  Bryant  D.  Paris,  Jr., 
executive  secretary.  North  Caro- 
lina Board  of  Medical  Examiners, 
Raleigh,  liaison  consultant.  Par- 
ticipating with  the  committee  in  its 
discussions  were  James  E.  Hill,  Jr., 
PA-C,  president.  North  Carolina 
Academy  of  Physician  Assistants, 
Matthews;  Hettie  Nagel,  MAHEC 
Director  of  Nursing  Education  and 
FNP  Program,  Asheville;  Carol 
Garrison,  director,  UNC-Chapel 
Hill  FNP  Training  Program;  Donna 
Schaffer,  director.  East  Carolina 
University  FNP  Training  Program; 
Michael  Hamilton,  M.D.,  director, 
Physician  Assistant  Training  Pro- 
gram, Duke  University  Medical 
Center;  John  C.  Mueller,  M.D., 
medical  director,  and  Jimmie 
Pharis,  Ph.D.,  director,  Physician 
Assistant  Training  Program,  Bow- 
man Gray  School  of  Medicine  of 
Wake  Forest  University;  Paul  Big- 
gers,  M.D.,  director.  Surgeon’s  As- 
sistant Training  Program,  Univer- 
sity of  North  Carolina  School  of 
Medicine  at  Chapel  Hill;  Barbara 
Kramer,  Ph.D.,  assistant  vice- 
chancellor  for  Health  Affairs,  Uni- 
versity of  North  Carolina;  Edward 
B.  Yelling,  M.D.,  Raleigh;  Allene 
Cooley,  liaison  consultant.  Joint 
Practice  Committee,  Winston- 
Salem. 


Thus  have  wee  no  just  quarrell  with  Nature,  for  leaving  us  naked,  or  to  envie  the  homes,  hoofs,  skins, 
and  furs  of  other  creatures,  being  provided  with  reason,  that  can  supply  them  all.  Wee  need  not  labour 
with  so  many  arguments  to  confute  judiciall  Astrology;  for  if  there  be  a truth  therein,  it  doth  not  injure 
Divinity;  if  to  be  born  under  Mercury  disposeth  us  to  be  witty,  under  Jupiter  to  be  wealthy,  I doe  not  owe 
a knee  unto  these,  but  unto  that  merciful!  hand  that  hath  [disposed  and]  ordered  my  indifferent  and 
uncertaine  nativity  unto  such  benevolous  aspects.  — Sir  Thomas  Browne,  Religio  Medici. 
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SPECIAL  ARTICLE 


Recommendations  for  the  Optimal  Care  of  the 
Traumatized  and/or  Burned  Patient 

Part  1 

The  North  Carolina  Committee  on  Trauma  of  the  American  College  of  Surgeons 


INTRODUCTION 

The  passage  in  1973  by  the  North 
Carolina  General  Assembly  of  the 
Emergency  Medical  Services  (EMS) 
Act  made  possible  the  establishment 
and  development  of  an  office  of 
Emergency  Medical  Services  for  the 
purpose  of  establishing  an  effective 
system  for  the  administration  of  such 
care.  Under  such  legislation  state 
guidance  and  management  is  oblig- 
atory but  regional  implementation 
and  local  activities  are  essential  for 
proper  functioning  and  the  provision 
of  adequate  and  necessary  attention. 
Both  regional  and  local  activities 
have  been  and  must  be  based  on  ef- 
fective cooperation  between  physi- 
cians and  such  public  bodies  as  police 
and  fire  departments  in  both  counties 
and  municipalities. 

Since  EMS  may  seem  to  some  an 
impressive  title  for  what  to  them 
seems  to  be  “First  Aid,”  it  may  be 
worthwhile  to  consider  advances  in 
recent  years  in  surgical  and  medical 
management  of  acute  and  serious 
trauma  and  how  physicians  have 
reacted  to  increasing  need.  Begin- 
ning in  this  issue  and  continuing 
through  December,  the  Journal  will 
present  “Recommendations  for  the 
Optimal  Care  of  the  Traumatized 
and/or  Burned  Patient”  of  the  North 
Carolina  Committee  on  Trauma  of 
the  American  College  of  Surgeons,  a 
report  accepted  by  the  Executive 
Council  of  the  North  Carolina  Medi- 
cal Society.  The  Journal  believes 


their  recommendations  are  worth- 
while and  should  he  available  to  all 
physicians  in  the  state.  For  the  more 
curious  reader,  a report  prepared  by 
a task  force  of  the  Committee  on 
Trauma  of  the  American  College  of 
Surgeons  entitled  “Hospital  Re- 
sources for  Optimal  Care  of  the  In- 
jured Patient”  appeared  in  that  or- 
ganization's Bulletin  in  August  1979 
and  seven  valuable  appendices  were 
published  in  the  Bulletin  of  February 
1980.  Reprints  for  the  entire  series 
being  published  in  this  Journal  will 
be  made  available  to  physicians  in  the 
state  who  may  request  them  from  Dr. 
Herbert  Proctor,  Trauma  Section, 
Department  of  Surgery,  University 
of  North  Carolina  School  of  Medi- 
cine, Chapel  Hill,  N.C.  27514. 

MANY  states,  including  Illinois, 
Wisconsin,  Vermont  and 
Maryland,  have  categorized  hospi- 
tals and  developed  protocols  to  im- 
prove treatment  of  the  traumatized 
and/or  burned  patient.  Although  at 
times  difficult  to  interpret,  available 
data  appear  to  indicate  a reduction 
in  mortality  and  morbidity  as- 
sociated with  rapid  identification 
and  prompt  referral  of  the  most 
seriously  injured  to  a hospital  ap- 
propriately equipped  and  staffed. 
North  Carolina  has  not  progressed 
beyond  the  descriptive  phase  of 
categorization.  The  North  Carolina 
Committee  on  Trauma  of  the 
American  College  of  Surgeons  feels 


that  its  most  appropriate  role  is  that 
of  consultant  to  administrative,  ; 
legislative  and  medical  bodies  in- 
volved and  in  this  context  makes  the 
following  recommendations. 

The  descriptive  phase  of  cate- 
gorization now  being  completed  in  1 
North  Carolina,  although  adequate 
as  a first  step,  is  unlikely  to  improve 
the  care  of  traumatized  patients. 
Having  ascertained,  for  example, 
that  a geographic  region  has  three 
major  hospitals  and  two  com-  , 
prehensive  hospitals,  the  descrip- 
tive process  does  not  allow  a state-  ' 
ment  as  to  whether  these  are 
enough,  too  few  or  too  many.  Such 
a statement  cannot  be  made  until 
data  are  available  regarding  the 
number  and  types  of  trauma  and 
burn  patients  in  that  area.  The 
committee  urges  the  N.C.  Office  of 
Emergency  Medical  Services,  ; 
through  its  next  cycle  of  regional 
planning  grants,  to  collect  such 
data. 

In  December,  1978,  the  commit- 
tee felt  it  desirable  to  prepare  a po- 
sition paper  describing  its  role  in 
trauma  care  in  the  state. 

In  view  of  the  current  role  of  gov- 
ernment in  the  practice  of  medicine 
and  its  potential  impact  on  trauma 
care  in  North  Carolina,  we  felt  it 
desirable  to  design  a data  collection 
system  that  (a)  could  be  imple- 
mented easily,  (b)  was  capable  of 
producing  data  by  early  1980,  (c) 
was  inexpensive  to  develop,  and  (d)  > 
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TABLE  I — Data  Collection  Form 


'JORTH  CAROLINA  TRAUMA  STUDY  # 

1.  EMERGENCY  ROOM: 

2.  DATE: 


CARD  □ HSA  # □ Transfer  to  HSA  # 

id#  r~ 


1-8 


9-17 


TIME: 


18-26 


3.  AGE: 


JULIAN 


RACE: 


4.  PRIMARY  DIAGNOSIS  #1  (ICDA  CODE): 
PRIMARY  DIAGNOSIS  #2  (ICDA  CODE): 

5.  SECONDARY  DIAGNOSIS  #1  : 
SECONDARY  DIAGNOSIS  #2  : 

6.  WHEN  INJURY  OCCURRED: 


□ SEX:  □ 27-31 

1 1 ; HOSPITAL  TRAUMA  INDEX:  \^\  32-37 

; HOSPITAL  TRAUMA  INDEX:  [^]  38-43 


; HOSPITAL  TRAUMA  INDEX:  \^\  44-49 

; HOSPITAL  TRAUMA  INDEX:  Q 50-55 

: ]]  56-64 


TIME: 


MILITARY 


7.  WHERE  INJURY  OCCURRED:  01  At  home;  02  At  work;  03  At  play;  04  on  highway; 

Other,  specify: 


8.  WAS  THIS  A MOTOR  VEHICLE  ACCIDENT?  (Y=yes,  N = no)  \^\  67 

If  yes,  what  type  of  vehicle?  


65-66 


9.  DISPOSITION  FROM  ER:  1 Dead 

2 Referred  to 


10RTH  CAROLINA  TRAUMA  STUDY  # 


3 Admitted  to  same  hospital  as  ER 

CARD  \^\  1-6 


□ 68 
I I 69 


0.  IF  ADMITTED  TO  SAME  HOSPITAL  AS  ER,  MORBIDITY  DURING  STAY: 

08  Pneumonia 

09  Pulmonary  insufficiency 

10  Atelectasis 

11  Metabolic 

12  Coagulopathy 

13  Stroke 

14  Other: 


01 

None  beyond  injury 

08 

02 

Wound  infection 

09 

03 

Abscess 

10 

04 

Fistula 

11 

05 

Myocardial  infarction 

12 

06 

Phlebitis 

13 

07 

Renal  failure 

14 

7-8 


II.  TREATMENT  IN  HOSPITAL: 


2.  DATE  OF  DISCHARGE  FROM  HOSPITAL: 


9-17 

18-22 


3.  DISCHARGE  STATUS:  01  No  permanent  disability 

02  Moderate  temporary  disability 

03  Moderate  permanent  disability 

04  Severe  disability 

05  Dead 

14.  CANDIDATE  FOR  FUTURE  SPECIALIZED  HOSPITAL  CARE?  (Y=yes,  N = no)  {^\  25 

15.  FORM  COMPLETED  BY: 


23-24 


26-28 


6/26/79 
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TABLE  II:  Injury  Severity  Score 
HOSPITAL  TRAUMA  INDEX 


Name: 


Hosp.  #: 


Date  Admitted: 


Discharged:^ 


INJURY 


CLASS 


INDEX 


NO  INJURY 

NO  INJURY 

0 

z 

Chest  discomfort — minimal  findings 

minor 

1 

o 

f— 

< 

Simple  rib  or  sternal  fracture  (fx) 
Chest  wall  contusion  c pleuritic  pain 

moderate 

2 

CL 

C/5 

LU 

1st  or  multi  rib  fx,  hemothorax,  pneumothorax 

major 

3 

oc 

Open  chest  wounds,  flail  chest,  tension  pneumothorax 
normal  (nl)  blood  pressure  (bp),  simple  lac  diaphragm 

severe 

4 

Acute  respiratory  failure  (cyanosis),  aspiration,  tension 
pneumo  c < bp,  bilateral  flail,  lac(s)  diaphragm 

critical 

5 

NO  INJURY 

no  injury 

0 

< 10%  (<  500  cc)  blood  volume  (bv)  loss. 
No  change  in  skin  perfusion 

minor 

1 

LL 

5 

3 

10-20%  bv  loss  (500-1000  cc).  < skin  perfusion, 
urine  normal  ( + 30  cc/hr).  Myocard  cont.  bp  normal 

moderate 

2 

O 

C/5 

< 

20-30%  bv  loss  (1000-1500  cc).  < skin  perfusion, 
urine  (>  30  cc).  Tamponade,  bp  80. 

major 

3 

O 

Q 

30-40%  bv  loss  (1500-2000  cc).  < skin  perfusion, 
urine  (<  10  cc).  Tamponade,  conscious,  bp  < 80. 

severe 

4 

DC 

< 

O 

40-50%  bv  loss.  Restless,  agitated,  coma.  Cardiac 
contusion  or  arrythmia.  bp  not  obtainable. 

critical 

5 

50%  + bv  loss.  Coma.  Cardiac  arrest.  No  vital  signs. 

fatal 

6 

NO  INJURY 

no  injury 

0 

Head  trauma  c or  s scalp  lacerations.  No  loss  conscious- 
ness (coma).  No  fracture  (fx). 

minor 

1 

LU 
1 — 
C/5 

Head  trauma  c brief  coma  (<  15'),  skull  fx,  cervical 
pain  c minimal  findings,  one  facial  fx. 

moderate 

2 

>- 

C/5 

C/5 

Cerebral  injury  c coma  (+15').  Depressed  skull  fx. 
Cervical  fx  c neuro  findings.  Multi  facial  fxs. 

major 

3 

3 

o 

> 

QQ 

Cerebral  injury  c coma  (+60')  or  neuro  findings. 
Cervical  fx  c major  neuro  findings,  i.e.  paraplegia 

severe 

4 

LU 

Z 

Cerebral  injury  c coma  c no  response  to  stimuli  up  to 
24  hours.  Cervical  fx  c quadriplegia. 

critical 

5 

Cerebral  injury  c no  response  to  stimuli  & c 
dilated  fixed  pupil(s). 

fatal 

6 

NO  INJURY 

no  injury 

0 

Mild  abdominal  wall,  flank  or  back  pain  & tenderness  s 
peritoneal  signs. 

minor 

1 

< 

z 

Acute  flank,  back  or  abdominal  discomfort  and  tenderness. 
Fx  of  a rib  7-12. 

moderate 

2 

5 

O 

Q 

CD 

< 

One  of:  Minor  liver,  sm  bowel,  spleen,  kidney,  body 
pancr.  mesentery,  ureter,  urethra.  Fxs  7-12  rib 

major 

3 

Two  major:  rupture  liver,  bladder,  head  pancr.,  duodenum, 
colon,  mesentery  (large). 

severe 

4 

Two  Severe:  crush  liver,  Major  vascular  including: 
thoracic  & abdominal  aorta,  cavae,  iliacs,  hepatic  veins 

critical 

5 

II  INJURY  FJ.  CLASS  INDEX 


Minor  sprains  & fx(s)  — no  long  bones 

minor 

1 

c n 

LU 

|_ 

Simple  (fx(s):  humerus,  clavicle,  radius,  ulna, 
tibia,  fibula.  Single  nerve 

moderate 

2 

2 

LU 

GC 

Multiple  moderate,  cpd  moderate.  Femur  (simple) 
Pelvic  (stable).  Dislocation  major,  major  nerve 

major 

3 

H 

X 

LU 

Two  major.  Cpd  femur,  limb  crush  or  amputation, 
unstable  pelvic  fx. 

severe 

4 

Two  severe,  multiple  major 

critical 

5 

NO  INJURY 

no  injury 

0 

< 5%  burn.  Abrasions,  contusions,  lacerations 

minor 

1 

SKIN  & 

SUBCUTANEOUS 

5-15%  burn.  Extensive  contusions,  avulsions  3-6" 
extensive  lacerations  (total  12") 

moderate 

2 

15-30%  burn.  Avulsions  12”. 

major 

3 

30-45%  burn.  Avulsions  entire  leg,  thigh  or  arm 

severe 

4 

45-60%  burn 

critical 

5 

60%  + burn 

fatal 

6 

COMPLICATIONS 


NO  SIGNIFICANT  COMPLICATIONS 

none  0 

Subsequent  wound  infection,  atelectasis,  cystitis.  Super- 
ficial thrombophlebitis.  Temp  < 38.5°  (101°F). 

minor  1 

Major  wound  infection,  atelectasis.  Pyelonephritis  septic 
or  deep  thrombophlebitis.  Temp  > 38.5° 

moderate  2 

i.p.  abscess,  pneumonia.  Anuria  or  oliguria  c > bun 
(no  dialysis).  Jaundice.  < 6u  gi  bleed.  Rds  < 1 day. 

major  3 

Septicemia,  empyema,  peritonitis,  pulm.  embolis  (nl  bp). 
Renal  failure  (dialysis  < 1 wk)  > 6 u bleed.  < 3d  rds 

severe  4 

Septicemia  c < bp.  Pulm  emb.  c < bp.  Renal  failure  7-4Gd. 
GI  Bleeding  > 12u.  Resp.  arrest.  > 3d  rds  c vent. 

critical  5 

Pulm.  emb.  c cardiac  arrest.  Cardiac  arrest.  Renal  failure 
> 6 wks.  Coma  > 6 wks.  > 3Qd  rds  c vent  or  > 80%  02  > 7d. 

fatal  6 

DEFINITIONS: 

minor  = trivial  injury. 

moderate  = minimal  injury,  short  hospitalization  anticipated, 
major  = major  injury,  not  immediately  life  threatening, 
severe  = life  threatening  but  survival  probable, 
critical  = survival  uncertain, 
fatal  = survival  unlikely. 

bp  — blood  pressure  i.p.  — intraperitoneal 

bv  — blood  volume  lac  — lacerations 

cpd  — compound  mult  — multiple 

c — with  n!  — normal 

d — days  rds  — respiratory  distress  syndrome 

fx fracture  s — without 


sgns  — signs 
u — units 
vent  — ventilator 
wnd  — wound 
> — greater  than 
< — less  than 
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was  to  be  completed  by  profes- 
sionals familiar  with  trauma  care 
problems  — thus  minimizing  the 
possibility  of  error. 

This  document  is  an  outgrowth  of 
that  need  and  represents  a portion 
of  the  position  paper.  It  reports 
work  completed,  but  it  should  be 
understood  that  the  number  of  pa- 
tients involved  is  very  small  and 
that  this  precludes  meaningful 
statements.  The  graphs  and  tables 
are  included  as  examples  of  the 
types  of  analysis  we  propose  for 
larger  investigative  effort. 

BACKGROUND 

Methods 

A data  form  (Table  I)  was  de- 
veloped consistent  with  the  re- 
quirements noted  above.  The 
number  and  type  of  data  included 
were  considered  to  be  those  avail- 
able in  a standard  emergency  de- 
partment (ED)  log  or  a standard 
hospital  chart,  requiring  little  sub- 
jective interpretation.  The  length  of 
the  form  was  limited  to  facilitate 
completion  and  uses  the  equivalent 
of  only  two  standard  IBM  cards. 

Before  proposing  the  data  ac- 
quisition form  for  statewide  use,  it 
was  tested  in  HSA  IV  in  a regional 
hospital  and  a community  hospital. 
All  hospitals  within  HSA  IV  were 
contacted  to  verify  the  availability 
of  the  required  information  and  to 
inquire  about  the  annual  number  of 
emergency  room  visits.  A commu- 
nity hospital  ( Hospital  # 1 ) and  a re- 
gional referral  center  (Hospital  #2) 
were  chosen  for  further  testing.  We 
initially  were  to  determine  the  total 
number  of  ED  visits,  the  total  ED 
visits  resulting  from  trauma  and  the 
number  of  trauma  patients  returned 
home,  admitted  and  transferred. 
Subsequently,  the  charts  of  all  pa- 
tients admitted  for  trauma  were  re- 
viewed to  obtain  the  additional  in- 
formation required  to  complete  the 
form. 

Arbitrarily  we  chose  to  examine 
100  charts  from  each  hospital. 
Based  upon  the  number  of  annual 
ED  visits  at  each  hospital,  a pro- 
jected trauma  load  of  30%  of  total 
ED  visits  and  a projected  admission 
ratio  of  10%,  150  randomly  selected 
days  were  reviewed  at  Hospital  #1 
and  40  randomly  selected  days  were 


reviewed  at  Hospital  #2.  A com- 
puter was  used  to  select  the  random 
days,  forcing  the  program  to  dis- 
tribute the  days  with  equal  weight 
given  the  seasons  and  the  days  of 
the  week. 

In  the  initial  testing  of  the  data 
acquisition  form  a physician  was 
used.  In  addition  to  noting  the  nec- 
essary additional  data  from  the 
charts,  his  judgment  was  used  to  as- 
sign an  Injury  Severity  Score  (ISS) 
(Table  II).  Each  chart  review  took 
about  15  minutes. 

Results 

All  hospitals  in  HSA  IV  stated 
that  their  record  keeping  was  such 
that  the  required  data  were  avail- 
able. The  hospitals  and  their  annual 
number  of  ED  visits  are  listed  in 
Table  III.  The  data  in  Table  IV  were 
readily  available  in  about  two  hours 
at  each  hospital.  It  is  apparent  that 
40%-50%  of  ED  visits,  both  at  the 
community  as  well  as  the  regional 
hospital,  were  related  to  trauma. 
The  projected  admission  rate  of 
10%  proved  to  be  quite  accurate  for 
Hospital  #2  but  was  a gross  overes- 
timation for  Hospital  #1. 

Employing  the  ISS  we  found  that 
the  trauma  patients  admitted  to 
Hospital  #1  were  less  severely  in- 
jured than  those  admitted  to  Hos- 
pital #2.  The  median  age  was  34 
years,  63%  were  male,  62%  white 
and  37%  black.  Motor  vehicle  acci- 
dents accounted  for  27%  of  ED  hos- 
pital admissions  for  trauma. 

Figures  1 and  2 show  the  inci- 
dence of  trauma  by  month  and  hour 
of  the  day.  While  there  appears  to 
be  a seasonal  peak  in  September 
and  a daily  peak  at  6 p.m.  (1800 
hours),  these  numbers  are  too  small 
to  allow  definite  conclusions. 

One  patient  with  an  ISS  of  36  died 


TABLE  III 

Emergency  Medical  Services 
Hospital  Data 
Beds  By  Service 


REGION  J 

County — Hospital 

0 of  ED  Visits 

Chatham 

Chatham 

7,128 

Durham 

Duke 

42,496 

Durham  County  General 

22.980 

Johnston 

Johnston  Memorial 

23.895 

Lee 

Lee  County 

14,922 

Orange 

North  Carolina  Memorial 

21,000 

Wake 

Rex 

31,968 

Wake  County  Medical  Center 

39,468 

Eastern  Wake 

1,841 

Northern  Wake 

956 

Southern  Wake 

1,339 

Western  Wake 

1,113 

REGION  K 

Franklin 

Franklin  Memorial 

12,000 

Granville 

Granville 

7,534 

Person 

Person  County 

9,000 

Vance 

Maria  Parham 

12,204 

Warren 

Warren  General 

1,977 

after  admission  to  Hospital  #2. 
Most  patients  (58%)  were  dis- 
charged from  the  hospital  with  what 
was  judged  to  be  mild  to  moderate 
temporary  disability.  Three  percent 
of  patients  were  expected  to  have 
permanent  disability  and  the  rest 
(39%)  had  no  disability  at  the  time  of 
discharge.  Ten  percent  of  patients 
discharged  required  further  spe- 
cialized care. 

The  admitting  International  Clas- 
sification of  Disease  Adapted 
(ICDA)  diagnostic  and  treatment 
codes  were  reviewed  and  covered  a 
wide  variety  of  problems  and  treat- 
ment. The  frequency  of  distribution 
was  such  that  no  meaningful  state- 
ment could  be  made  other  than  that 


TABLE  IV 


Estimated 

ED 

Visits' 

Total 
Visits  On 
Random 
Days 

Visits 

for 

Trauma 

Home 

Disposition 

Admit 

Transfer 

% 

% 

% 

% 

Hospital  #1 
Hospital  #2 

20,000 

9,029 

2,262 

3,716 

964  426 

1.874  50  4 

795  82  5 

1.835  979 

111  115 

20  1.1 

0 0 
19  10 

‘Computed  total  emergency  department  visits  are  derived  by  multiplying  the  randomly  surveyed  visits  by  a factor 
derived  by  dividing  the  number  of  random  days  surveyed  by  365 
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Time  of  Injury 


no  one  code  occurred  more  than 
five  times. 

DISCUSSION 

Because  the  data  selected  do  not 
represent  a statistically  valid  sam- 
ple to  enable  statements  about  the 
incidence  and  severity  of  trauma  in 
either  hospital  surveyed,  it  is  not 
possible  to  extrapolate  to  the  HSA 
or  state  level.  The  North  Carolina 
Committee  on  Trauma  does  feel, 
however,  that  if  data  were  collected 
on  a large  number  of  patients  visit- 
ing a variety  of  emergency  depart- 
ments in  rural  and  urban  areas,  the 
information  obtained  could  be  an 
invaluable  resource  for  trauma  care 
planning,  for  both  individual  HSAs 
and  the  state. 

As  seen  in  Table  V,  there  are  ap- 
proximately 2 million  emergency 
department  visits  per  year  in  North 
Carolina.  Assuming  an  estimated 
50%  of  these  are  related  to  trauma 
and  approximately  5%  of  these  pa- 
tients will  be  admitted  to  the  hospi- 
tal (or  transferred),  the  projected 
admissions  total  52,500. 

It  is  estimated  that  12,000  records 
(approximately  23%  of  52,500)  can 
be  reasonably  reviewed,  allowing 
2,000  records  for  each  of  the  six 
HSAs.  Based  on  the  pilot  study,  a 
nurse  working  one-quarter  time 
(500  hours)  can  tally  the  ED  log  and 
collect  information  on  2,000  rec- 
ords. 

Emergency  department  visits  will 
be  tallied  for  randomly  selected 
days,  weighted  equally  for  season  of 


TABLE  V 

# of  ED 

HSA 

# of  EDs 

Visits  In  1978 

I 

34 

366,813 

II 

19 

432,741 

III 

14 

411,776 

IV 

14 

250,671 

V 

19 

318,541 

VI 

23 

293,756 

TOTAL 

135 

2,074,298 

the  year  and  day  of  the  week,  and 
the  final  day  of  all  major  holidays 
will  be  included.  Four  lists  of  days 
will  be  prepared;  the  first  list  will 
consist  of  50  random  days.  Data 
from  trauma  patients  in  all  emer- 
gency departments  will  be  tallied  for 
these  50  days  and  hospital  records 
will  be  reviewed  for  all  trauma  ad- 
missions resulting  from  these  ED 
visits.  If  the  number  of  trauma  ad- 
missions has  not  reached  20, 
additional  lists  of  50  days  will  be 
used  to  insure  at  least  20  trauma 
admissions.  If  necessary,  all  days  of 
the  year  will  be  tallied.  In  this  de- 
sign, each  emergency  department 
will  be  represented  by  trauma  ad- 
missions occurring  on  at  least  50 
days  of  the  year;  for  EDs  with  rela- 
tively few  visits,  the  number  of  days 
will  be  systematically  increased  and 
can  include  all  days  of  the  year. 

The  application  of  the  ISS  system 
of  assigning  a numerical  score  to 
grade  severity  of  injury  allows  an 
audit  of  patient  care  for  comparison 
with  national  standards  and  allows 
projections  for  future  volume  of 
transfers  into  larger  centers  and  the 
economic  impact  on  hospitals  and 
physicians.  The  incidence  and  se- 
verity of  trauma  will  affect  staffing 
patterns,  ambulance  placement  and 
the  need  for  hospital  beds.  The  as- 
signment of  a trauma  survey  num- 
ber to  each  patient  allows  the 
tracking  of  a given  patient  through 
the  Emergency  Medical  Services 
(EMS)  system  if  he  or  she  is  trans- 
ferred, allowing  meaningful  state- 
ments regarding  morbidity  and 
mortality. 

During  the  pilot  study,  hospital 
administrators  and  human  rights 
committees  cooperated  readily,  fa- 
cilitating access  to  the  data  which 
were  easily  collected. 

A variety  of  mechanisms  are  en- 
visioned for  data  collection,  which 
should  best  be  performed  by  an 
emergency  department  or  trauma 


nurse,  or  equivalent,  with  a physi- 
cian interested  and  knowledgeable 
in  trauma  available  to  assist  in  in- 
terpretation. The  committee  feels 
that  in  order  to  assure  uniformity  of 
data  interpretation,  the  number  of 
nurses  should  be  kept  to  the  mini- 
mum commensurate  with  the  work 
load  and  suggests  one  nurse  for  each 
HSA,  working  under  the  direction 
of  the  trauma  consultant  for  each  of 
the  federal  EMS  grants.  Data  col- 
lection by  these  teams  within  each 
HSA  has  added  advantages  in  that  it 
allows  immediate  access  by  indi- 
viduals intimately  concerned  with 
planning  trauma  care  and  places  the 
collection  of  data  in  the  hands  of 
those  most  familiar  with  vagaries  of 
the  local  health  care  delivery  sys- 
tem. Each  phvsician-nurse  team 
would  be  assigned  a block  of  num- 
bers and  in  the  event  of  a patient 
referred  out  of  that  HSA,  they 
would  contact  the  appropriate 
physician-nurse  team  in  the  recip- 
ient HSA  so  that  the  same  number 
can  be  assigned  and  the  patient 
traced  through  the  EMS  system. 

The  processing  and  analysis  of 
the  data  will  be  done  by  the  De- 
partment of  Epidemiology,  School 
of  Public  Health,  University  of 
North  Carolina  at  Chapel  Hill, 
under  the  joint  direction  of  Dr.  Her- 
bert Proctor,  chairman  of  the  North 
Carolina  Committee  on  Trauma, 
and  Dr.  Caroline  Becker,  assistant 
professor  in  the  School  of  Public 
Health. 

In  lieu  of  the  above  proposed 
system,  the  North  Carolina  Com- 
mittee on  Trauma  stands  ready  to 
assist  in  the  data  collection,  with 
disbursement  of  funds  from  the 
North  Carolina  Office  of  Emer- 
gency Medical  Services  to  the 
North  Carolina  Chapter  of  the 
American  College  of  Surgeons, 
which  has  agreed  to  make  further 
disbursements  on  behalf  of  the 
Committee  on  Trauma. 
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Editorials 


WHAT  TO  DO  WITH  THE  DEBRIS? 

Some  call  our  times  “the  Atomic  Age’’  while  others 
like  the  sound  of  post-industrial  society  but  in  many 
ways  it  might  be  more  appropriately  named  “the  Era 
of  Garbage.”  Our  consuming  society  leaves  more  be- 
hind than  ever  before.  Look  at  the  automobile  burial 
grounds,  surrounded  by  their  Lady  Bird  Johnson 
fences,  on  our  highways  and  read  of  the  need  for  more 
landfills  for  the  production  of  mountains  of  trash. 
Think  of  the  challenge  to  archeologists  of  the  25th 
Century  who  will  have  to  sift  through  all  that  stuff  to 
figure  out  how  we  could  waste  so  much. 

Take  our  offices.  The  North  Carolina  Medical 
Journal,  as  our  readers  know  too  well,  is  not  a par- 
ticularly aggressive  organization  and  its  staff  is  made 
up  entirely  of  part-time  workers.  Our  readers  are  few 
because  few  subscribe  to  state  medical  journals  ex- 
cept libraries  and  members  of  the  state  societies  be- 


cause subscriptions  come  out  of  their  dues.  Still  state 
journals  serve  several  useful  functions  — archival, 
literary,  political,  sociological  as  well  as  clinical  — 
which  can  be  provided  in  no  other  way  and  also  pro- 
vide more  recipients  for  publicists  to  smother  with 
superficial  and  irrelevant  releases,  labelled  news  but 
mostly  wasted  trees.  Fortunately,  our  office  gets 
janitorial  service  twice  a day  or  we  would  have  to  find 
a place  for  another  wastebasket,  something  that  just 
couldn’t  be  done  even  by  the  most  accurate  and  im- 
passioned of  engineers. 

Editors’  tear,  scribble,  file,  review  and  try  to  pre- 
sent something  reasonably  interesting  to  subscribers. 
In  so  doing  an  amorphous  mass  of  material  accumu- 
lates, challenging  the  editor  to  do  something  with  it 
besides  throwing  it  into  a full  trash  can.  If  he  is  com-  i 
pulsive  enough,  he  will  finally  try  to  write  an  editorial 
incorporating  some  of  these  odds  and  ends,  wondering 
all  the  while  how  to  tie  them  together.  And  as  you,  the 
audience,  have  recognized,  if  you  haven’t  stopped 
reading,  this  is  such  an  exercise.  The  rest  of  it  will  be 
limited  to  observations  about  three  items  pulled  al- 
most at  random  from  the  pile. 

One  of  the  best  free  government  publications  is  the 
Morbidity  and  Mortality  Weekly  Report  of  the  Center 
for  Disease  Control  in  Atlanta  which  does  some 
superb  work  and  describes  it  promptly  and  usually 
succinctly.  Occasionally,  like  any  periodical,  it  makes 
an  error  in  fact  or  in  presentation.  Recently  concerned 
with  viral  hepatitis  type  B in  dental  care  of  In- 
dochinese refugees,  it  referred  to  “dental  care  for  the  i 
refugees  in  the  normal  dental  office”  and  to  “a  normal 
office  setting.”1  And  what  if  the  refugee  with  tooth-  I 
ache  appears  in  an  abnormal  dentist's  office  or  finds  | 
himself  or  herself  in  an  abnormal  dental  setting?  And 
which  is  abnormal?  The  dentist?  The  office?  The  set-  J 
ting? 

We  also  receive  the  HEW  (now  HHS)  News  for 
which  much  less  need  be  said.  A recent  handout  urged 
us  to  publicize  an  information  campaign  advocating  i 
second  opinions  on  surgery.  Secretary  Harris  thinks 
that  this  campaign  can  “help  reduce  unnecessary 
(non-emergency)  surgery”  but  she  fails  to  tell  us  how 
the  effort  will  be  assessed  or  how  the  consumer  will 
find  out  whether  the  campaign  will  cost  more  than  the  i 
surgery  which  might  be  prevented.  It  might  even  cost 
more  than  it  will  save.  Will  we  find  out?  Is  the  expense 
of  the  campaign  considered  a health  care  cost?  Are 
there  any  provisions  for  its  termination? 

Lest  the  Journal  be  accused  of  ignoring  patient  and 
governmental  complaints  and  requests  for  other 
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Air  Travelers  Face 
Jet  Lag  Fatigue 

Jet  Lag 
Is  Hazard 


The  most  obvious  con- 
tributor to  stress  in  the  mod- 
ern world  travel  style  is  “jet 
lag  fatigue.’’ 

An  air  traveler  who  de- 
parts from  New  York  for 
Italy  at  5:30  p.m.  crosses 
seven  time  zones  during  a 
seven-hour  flight,  and  ar- 
rives in  Rome  at  7:30  a.m. 
Rome  time.  But  it  is  12:30 
a.m.  in  New  York,  the  middle 
of  the  night  for  the  traveler. 

There  is  great  variability 
in  the  effects  of  time  zone 
changes  and  in  one’s  speed 
of  adjustment,  the  American 
Medical  Association  points 
out.  The  young  adjust  easily; 
older  individuals  more 
slowly. 

Tourists  planning  months 
in  advance  for  an  overseas 
vacation  should  take  condi- 
tioning exercises;  a two  to 
three-week  program  of  walk- 
ing up  to  three  miles  a day. 
Avoid  the  Bon  Voyage 
party,  unless  it  is  given  two 
or  three  days  prior  to 
departure. 

In  flight,  remember  that 
two  drinks  at  cruising  al- 
titude are  the  equivalent  of 
three  or  four  on  the  ground. 
Eat  moderately  and  drink 
sparingly.  Get  up  and  walk 
about  the  plane  frequently. 


The  single  most  important 
requirement  on  arrival  at  the 
overseas  destination  is  sleep 
and  rest.  A flight  to  Europe 
should  be  followed  by  a good 
night's  sleep  before  sight- 
seeing or  business. 

A simple  formula  often  is 
used  by  tour  groups.  It  calls 
for  rest  stops  of  a day  after 
crossing  four  to  six  time 
zones,  and  two  days  after 
seven  to  ten  zones.  As  cross- 
ings approach  a complete  re- 
versal ot  the  day-night  cycle, 
three  days  of  rest  are  wel- 
comed by  any  traveler,  par- 
ticularly if  in  late  middle  age 
or  afflicted  with  insomnia. 

North-south  flights  cross 
no  time  zones,  or  only  one, 
and  should  result  in  only 
normal  fatigue. 

A pretravel  health  review 
with  your  physician  may 
help  forestall  health 
emergencies  while  on  tour. 
There  are  some  individuals 
who  should  not  board  long 
jet  flights.  These  include 
women  beyond  the  eighth 
month  of  pregnancy,  infants 
less  than  two  weeks  old,  in- 
dividuals with  contagious 
disease,  those  with  large  un- 
supported hernias,  psycho- 
tics,  acute  respiratory  infec- 
tion patients  (severe  colds  or 
flu),  those  with  certain  heart 
problems  (ask  your  doctor), 
and  poorly  stabilized  con- 
valescent postoperative  or 
handicapped  people. 

Jet  lag  fatigue  may  be  held 
to  a minimum  by  proper 
planning  and  proper  rest  on 
arrival . 


August,  1980 
Frank  Chappell 
Science  News  Editor 
AMA 


with  symptomatic 
relief  of  moderate  anxiety 
with  depression 


Rapid  relief  of  anxiety 

The  tranquilizer  component  alleviates 
symptoms  of  anxiety  within  a few  days  without 
apparent  dulling  of  mental  acuity.  Hypnotic 
effects  appear  to  be  minimal,  particularly  in 
patients  permitted  to  remain  active.  However, 
TRIAVIL  may  impair  mental  and/or  physical 
abilities  required  for  the  performance  of 
hazardous  tasks. 

Dependable  antidepressant  action 

The  antidepressant  component  relieves 
symptoms  of  depression  such  as  poor 
concentration  and  feelings  of  hopelessness  as 
well  as  early  morning  awakening;  adequate 
relief  of  symptoms  may  take  a few  weeks  or 
even  longer. 


for  moderate  anxiety 
with  depression 


inavu 


containing  perphenazine  and  amitriptyline  HCI 


Treatment  with  TRIAVIL— 
a balanced  view 

TRIAVIL  is  contraindicated  in  CNS  depression 
from  drugs,  in  the  presence  of  evidence 
of  bone  marrow  depression,  and  in  patients 
hypersensitive  to  phenothiazines  or 
amitriptyline.  It  should  not  be  used  during  the 
acute  recovery  phase  following  myocardial 
infarction  or  in  patients  who  have  received  an 
MAOI  within  two  weeks.  Patients  with 
cardiovascular  disorders  should  be  watched 
closely.  Not  recommended  in  children  or  during 
pregnancy.  TRIAVIL  may  enhance  the  response 
to  alcohol.  Antiemetic  effects  may  obscure 
toxicity  due  to  overdosage  of  other  drugs  or 
mask  other  disorders.  The  possibility  of  suicide 
in  depressed  patients  remains  until  significant 
remission  occurs.  Such  patients  should 
not  have  access  to  large  quantities  of  the  drug. 
Hospitalize  as  soon  as  possible  any  patient 
suspected  of  having  taken  an  overdose. 
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by  providing  symptomatic  relief 
of  moderate  anxiety  with  depression 


containing  perphenazine  and  amitriptyline  HCI 

helps  patients  get  back  to  business 

Available: 

TRIAVIL"  2-25:  Each  tablet  contains 
2 mg  perphenazine  and  25  mg  amitriptyline  HCI. 

TRIAVIL-  2-10:  Each  tablet  contains 
2 mg  perphenazine  and  10  mg  amitriptyline  HCI. 

TRIAVIL"  4-50:  Each  tablet  contains 
4 mg  perphenazine  and  50  mg  amitriptyline  HCI. 

TRIAVIL"  4-25:  Each  tablet  contains 
4 mg  perphenazine  and  25  mg  amitriptyline  HCI 
TRIAVIL"  4-10:  Each  tablet  contains 
4 mg  perphenazine  and  10  mg  amitriptyline  HCI 

CONTRAINDICATIONS:  Central  nervous  system  depression  from  drugs  (bar- 
biturates, alcohol,  narcotics,  analgesics,  antihistamines);  evidence  of  bone  mar- 
row depression,  known  hypersensitivity  to  phenothiazines  or  amitriptyline.  Should 
not  be  given  concomitantly  with  a monoamine  oxidase  inhibitor  since  hyperpyretic 
crises,  severe  convulsions,  and  deaths  have  occurred  from  such  combinations. 
When  used  to  replace  a monoamine  oxidase  inhibitor,  allow  a minimum  of  14  days 
to  elapse  before  initiating  therapy  with  TRIAVIL.  Therapy  should  then  be  initiated 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is  achieved 
Not  recommended  for  use  during  acute  recovery  phase  following  myocardial 
infarction. 

WARNINGS:  TRIAVIL  should  not  be  given  concomitantly  with  guanethidine  or 
similarly  acting  compounds  since  TRIAVIL  may  block  the  anti  hypertensive  action 
of  such  compounds.  Use  cautiously  in  patients  with  history  of  urinary  retention, 
angle-closure  glaucoma,  increased  intraocular  pressure,  or  convulsive  disorders. 
Dosage  of  anticonvulsive  agents  may  have  to  be  increased.  In  patients  with 
angle-closure  glaucoma,  even  average  doses  may  precipitate  an  attack.  Patients 
with  cardiovascular  disorders  should  be  watched  closely.  Tricyclic  antidepres- 
sants, including  amitriptyline  HCI,  have  been  reported  to  produce  arrhythmias, 
sinus  tachycardia,  and  prolongation  of  conduction  time,  particularly  in  high  doses. 
Myocardial  infarction  and  stroke  have  been  reported  with  tricyclic  antidepressant 
drugs.  Close  supervision  is  required  for  hyperthyroid  patients  or  those  receiving 
thyroid  medication  May  impair  mental  and/or  physical  abilities  required  for 
performance  of  hazardous  tasks,  such  as  operating  machinery  or  driving  a motor 
vehicle.  In  patients  who  use  alcohol  excessively,  potentiation  may  increase  the 
danger  inherent  in  any  suicide  attempt  or  overdosage  Not  recommended  in 
children  or  during  pregnancy. 

PRECAUTIONS:  Suicide  is  a possibility  in  depressed  patients  and  may  remain 
until  significant  remission  occurs.  Such  patients  should  not  have  access  to  large 
quantities  of  this  drug. 

Perphenazine:  Should  not  be  used  indiscriminately.  Use  with  caution  in  patients 
who  have  previously  exhibited  severe  adverse  reactions  to  other  phenothiazines. 
Likelihood  of  some  untoward  actions  is  greater  with  high  doses.  Closely  supervise 
with  any  dosage.  The  antiemetic  effect  of  perphenazine  may  obscure  signs  of 
toxicity  due  to  overdosage  of  other  drugs  or  make  more  difficult  the  diagnosis  of 
disorders  such  as  brain  tumor  or  intestinal  obstruction,  A significant,  not  otherwise 
explained,  rise  in  body  temperature  may  suggest  individual  intolerance  to 
perphenazine,  in  which  case  discontinue. 

If  hypotension  develops,  epinephrine  should  not  be  employed,  as  its  action  is 
blocked  and  partially  reversed  by  perphenazine  Phenothiazines  may  potentiate 
the  action  of  central  nervous  system  depressants  (opiates,  analgesics,  antihis- 
tamines, barbiturates,  alcohol)  and  atropine  In  concurrent  therapy  with  any  of 
these, TRIAVIL  should  be  given  in  reduced  dosage.  May  also  potentiate  the  action 
of  heat  and  phosphorous  insecticides  There  is  sufficient  experimental  evidence  to 
conclude  that  chronic  administration  of  antipsychotic  drugs  which  increase 
prolactin  secretion  has  the  potential  to  induce  mammary  neoplasms  in  rodents 
under  the  appropriate  conditions.  There  are  recognized  differences  in  the 
physiological  role  of  prolactin  between  rodents  and  humans.  Since  there  are,  at 
present,  no  adequate  epidemiological  studies,  the  relevance  to  human  mammary 
cancer  risk  from  prolonged  exposure  to  perphenazine  and  other  antipsychotic 
drugs  is  not  known. 

Amitriptyline:  In  manic-depressive  psychosis,  depressed  patients  may  experi- 
ence a shift  toward  the  manic  phase  if  they  are  treated  with  an  antidepressant, 
ffetiems  with  paranoid  symptomatology  may  have  an  exaggeration  of  such 
s ym.pierTis.The  tranquilizing  effect  of  TRIAVIL  seems  to  reduce  the  likelihood  of  this 
effect.  When  amitriptyline  HCI  is  given  with  anticholinergic  agents  or  sympatho- 
mimetic drugs,  including  epinephrine  combined  with  local  anesthetics,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  Paralytic  ileus  may 
occur  in  patients  taking  tricyclic  antidepressants  in  combination  with  anticholiner- 
gic- type  drugs. 


Caution  is  advised  if  patients  receive  large  doses  of  ethchlorvynol  Concurrent- 
Transient  delirium  has  been  reported  in  patients  who  were  treated  with  1 g , 
ethchlorvynol  and  75-150  mg  of  amitriptyline  HCI 

Amitriptyline  HCI  may  enhance  the  response  to  alcohol  and  the  effects  ' 
barbiturates  and  other  CNS  depressants 

Concurrent  administration  of  amitriptyline  HCI  and  electroshock  therapy  m:  i 
increase  the  hazards  associated  with  such  therapy  Such  treatment  should  t I 
limited  to  patients  for  whom  it  is  essential  Discontinue  several  days  before  electn.  tj 
surgery  if  possible  Elevation  and  lowering  of  blood  sugar  levels  have  both  bee 
reported  Use  with  caution  in  patients  with  impaired  liver  function 

ADVERSE  REACTIONS:  Similar  to  those  reported  with  either  constituent  alon- 
Perphenazine:  Extrapyramidal  symptoms  (opisthotonus,  oculogyric  crisi  I 
hyperreflexia,  dystonia,  akathisia,  acute  dyskinesia,  ataxia,  parkinsonism)  hav 
been  reported  and  can  usually  be  controlled  by  the  concomitant  use  of  effectiv  > 
antiparkinsonian  drugs  and/or  by  reduction  in  dosage,  but  sometimes  persist affi 
discontinuation  of  the  phenothiazine 

Tardive  dyskinesia  may  appear  in  some  patients  on  long-term  therapy  or  mj 
occur  after  drug  therapy  with  phenothiazines  and  related  agents  has  bee 
discontinued  The  risk  appears  to  be  greater  in  elderly  patients  on  high-dos 
therapy,  especially  females.  Symptoms  are  persistent  and  in  some  patients  appe; 
to  be  irreversible.  The  syndrome  is  characterized  by  rhythmical  involuntai  i 
movements  of  the  tongue,  face,  mouth,  or  jaw.  Involuntary  movements  of  frl 
extremities  sometimes  occur.  There  is  no  known  treatment  for  tardive  dyskinesi;  -i 
antiparkinsonism  agents  usually  do  not  alleviate  the  symptoms.  It  is  advised  that ; 
antipsychotic  agents  be  discontinued  if  the  above  symptoms  appear.  If  treatment 
reinstituted,  or  dosage  of  the  particular  drug  increased,  or  another  drug  subsi  - 
tuted.  the  syndrome  may  be  masked  Fine  vermicular  movements  of  the  tongi ji 
may  be  an  early  sign  of  the  syndrome  The  full-blown  syndrome  may  not  develc 
if  medication  is  stopped  when  lingual  vermiculation  appears. 

Other  side  effects  are  skin  disorders  (photosensitivity,  itching,  erythem; 
urticaria,  eczema,  up  to  exfoliative  dermatitis);  other  allergic  reactions  (asthm;  j 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid  reactions);  peripher 
edema,  reversed  epinephrine  effect,  hyperglycemia,  endocrine  disturbance 
(lactation,  galactorrhea,  gynecomastia,  disturbances  of  menstrual  cycle);  altere 
cerebrospinal  fluid  proteins;  paradoxical  excitement;  hypertension,  hypotensioi  : 
tachycardia,  and  ECG  abnormalities  (quimdine-like  effect);  reactivation  of  ps 
chotic  processes;  catatonic-like  states;  autonomic  reactions,  such  as  dry  mous 
or  salivation,  headache,  anorexia,  nausea,  vomiting,  constipation,  obstipation 
urinary  frequency  or  incontinence,  blurred  vision,  nasal  congestion,  and  a chanc 
in  pulse  rate,  other  adverse  reactions  reported  with  various  phenothiazir : 
compounds,  but  not  with  perphenazine,  include  grand  mal  convulsions,  cerebr 
edema,  polyphagia,  pigmentary  retinopathy,  photophobia,  skin  pigmentation,  ar  i 
failure  of  ejaculation 

The  phenothiazine  compounds  have  produced  blood  dyscrasias  (pancytr 
pema,  thrombocytopenic  purpura,  leukopenia,  agranulocytosis,  eosinophilia 
and  liver  damage  (jaundice,  biliary  stasis). 

Pigmentation  of  the  cornea  and  lens  has  been  reported  to  occur  after  long-teri 
administration  of  some  phenothiazines  Although  it  has  not  been  reported 
patients  receiving  TRIAVIL,  the  possibility  that  it  might  occur  should  be  considerei  j 

Hypnotic  effects,  lassitude,  muscle  weakness,  and  mild  insomnia  have  als 
been  reported. 

Amitriptyline:  Note  Listing  includes  a few  reactions  not  reported  for  this  drug,  bi 
which  have  occurred  with  other  pharmacologically  similar  tricyclic  antidepressai 
drugs  and  must  be  considered  when  amitriptyline  is  administered.  Cardiovasc t I 
tar:  Hypotension;  hypertension;  tachycardia;  palpitation;  myocardial  infarctioi 
arrhythmias;  heart  block;  stroke.  CNS  and  Neuromuscular  Confusional  state- 
disturbed  concentration,  disorientation,  delusions;  hallucinations;  excitemen 
anxiety;  restlessness;  insomnia;  nightmares;  numbness,  tingling,  and  paresthesia 
of  the  extremities;  peripheral  neuropathy;  incoordination;  ataxia;  tremors;  se 
zures,  alteration  in  EEG  patterns;  extrapyramidal  symptoms,  tinnitus;  syndrome  < 
inappropriate  ADH  (antidiuretic  hormone)  secretion.  Anticholinergic  Dry  moutl 
blurred  vision;  disturbance  of  accommodation;  increased  intraocular  pressure  ( 
constipation,  paralytic  ileus;  urinary  retention;  dilatation  of  urinary  tract.  Allergii 
Skin  rash,  urticaria;  photosensitization,  edema  of  face  and  tongue  Hematoiogi < 
Bone  marrow  depression  including  agranulocytosis;  leukopenia;  eosinophili; 
purpura;  thrombocytopenia.  Gastrointestinal:  Nausea;  epigastric  distress;  vomi 
ing;  anorexia;  stomatitis;  peculiar  taste,  diarrhea;  parotid  swelling;  black  tongurj 
Rarely  hepatitis  (including  altered  liver  function  and  jaundice).  Endocrine  Testic 
ular  swelling  and  gynecomastia  in  the  male;  breast  enlargement  and  galactorrhe 
in  the  female;  increased  or  decreased  libido,  elevated  or  lowered  blood  sug; 
levels  Other  Dizziness,  weakness;  fatigue,  headache,  weight  gain  or  los: 
increased  perspiration;  urinary  frequency;  mydriasis,  drowsiness;  alopecia.  Witt 
drawal  Symptoms:  Abrupt  cessation  after  prolonged  administration  may  produc 
nausea,  headache,  and  malaise  These  are  not  indicative  of  addiction 
OVERDOSAGE:  All  patients  suspected  of  having  taken  an  overdosage  should  b 
admitted  to  a hospital  as  soon  as  possible  Treatment  is  symptomatic  an 
supportive  However,  the  intravenous  administration  of  1 -3  mg  of  physostigmin 
salicylate  is  reported  to  reverse  the  symptoms  of  tricyclic  antidepressant  poisor 
ing  Because  physostigmine  is  rapidly  metabolized,  the  dosage  of  physostigmin 
should  be  repeated  as  required  particularly  if  life-threatening  signs  such  a 
arrhythmias,  convulsions,  and  deep  coma  recur  or  persist  after  the  initial  dosage  c 
physostigmine  On  this  basis,  in  severe  overdosage  with  perphenazine-amitrii: 
tyline  combinations,  symptomatic  treatment  of  central  anticholinergic  effects  wit 
physostigmine  salicylate  should  be  considered  J9TR33  (DC66132H 
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For  more  detailed  information,  consult  your  MSD  Representative  mfrC 
or  see  lull  Prescribing  Information  Merck  Sharp  & Dohme,  Division  SHARF 
of  Merck  & Co  . Inc  .,  West  Point,  Pa  19486  DOHM  i 


opinions  as  we  rail  at  schemes  based  on  inadequate 
data,  we  do  commend  a recent  study  by  Shim  and 
Williams2  who  found  that  patients’  estimates  of  the 
severity  of  their  own  asthmatic  attacks  correlate  much 
better  with  measured  peak  expiratory  flow  rate  than 
does  the  physician’s  assessment.  This  should  tell  us 
that  we  as  physicians  need  to  be  challenged  about  the 
accuracy  of  our  judgments  if  our  skills  are  to  be  finely 
honed.  Second  opinions,  third  opinions  and  even 
fourth  opinions  should  be  requested  when  indicated. 
All  these  opinions  must  be  founded  on  sound  analysis 
of  symptoms,  signs  and  appropriate  ancillary  data. 
Would  that  HEW  would  approach  its  task  in  this 
spirit.  J.H.F. 
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ONE  MAN’S  TREASURE— 

A gentlemen  dapper 
stepped  out  of  the  — * 
phone  booth 

Group  Song 

One  measure  perhaps  of  a culture  is  how  it  disposes 
of  its  trash  and  its  excreta.  In  our  era  of  consumption, 
one  in  which  patients  even  consume  that  formless 
commodity,  health,  how  we  handle  such  matters 
draws  insufficient  attention  from  our  candidates  and 
from  such  oracles  as  Mike  Wallace,  Walter  Cronkite, 
Barbara  Walters  and  Oral  Roberts  among  others.  This 
is  to  be  expected  if  only  because  we  enjoy  a democ- 
racy of  definition  — one  man’s  trash  is  another  man’s 
treasure. 


*Thomas  Crapper  (1837-1910),  an  inventor  and  plumber  in  Victorian  England,  styled 
himself  a “Sanitary  Engineer”  and  was  official  royal  plumber  to  Her  Majesty.1  During  the 
realm  of  Queen  Elizabeth  I,  the  English  had  been  similarly  concerned  but  the  leader  of  the 
movement.  John  Harington  (1560-1612),  was  a member  of  the  court,  a poet  and  an  author 
who  wrote  A New  Discourse  of  a Stale  Subject,  Called  the  Metamorphosis  of  Ajax  in 
which  he  discussed  the  necessities  for  privies  and  offered  advanced  designs  for  the 
interested.2  But  England  did  not  have  the  resources  and  wasted  300  years  before  Crapper 
and  others  were  able  to  capitalize  in  the  19th  Century. 


Sigmund  Freud,  who  was  so  chummy  with  his  colon 
that  he  called  it  Konrad,  is  credited  with  a major 
psychologic  breakthrough  — the  discrimination  be- 
tween anal  and  oral  personalities  along  with  the  rec- 
ognition of  the  symbolic  significance  of  retained  feces. 
In  the  genteel  era  in  which  he  lived,  parental  anxiety 
justified  daily  stool  inspection  and  laxative  dosing  to 
provide  an  “inside  bath.’’  Pediatricians  conducted 
diaper  rounds,  emphasizing  the  critical  importance  of 
color,  consistency  and  volume.  Exercising  total  sen- 
sory commitment  might  have  required  dedication  and 
training  but  the  way  to  knowledge  is  hard  in  any  era. 

Our  age,  less  concerned  with  gentility,  is  naturally 
less  committed  to  the  arcane  aspects  of  bowel  training 
and  stool  gazing.  Anything  goes  on  television  and  the 
free  market  affords  us  new  insight  as  to  the  relation- 
ship between  trash  and  treasure.  For  a commercial 
battle  has  been  raging  between  the  laundries  who  pro- 
vide regular,  clean  cotton  diaper  service  and  the  in- 
dustrial giants  who  market  disposable  paper  and  plas- 
tic diapers.3  No  longer  apparently  do  we  have  a diaper 
pail,  its  water  delicately  laced  with  carbolic  acid  and 
no  longer  do  diapers  dry  in  the  sun.  In  the  wake  of  our 
falling  birthrate,  the  competition  is  becoming  fierce. 
The  rivals  are  invading  hospital  nurseries,  pediatri- 
cians’ offices,  television  and  radio.  Psychologists 
have  been  enrolled  on  each  side  to  offer  comments 
about  the  security  offered  by  a comfortable  diaper  and 
of  constructive  sensory  experiences  when  baby’s  skin 
is  touched  by  the  right  texture.  How  we  handle  this 
problem  may  well  be  an  indicator  of  the  maturity  of 
our  society.  But  in  the  marketplace  the  industrial 
giants  seem  to  be  winning  the  battle. 

J.H.F. 
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NEW  MEMBERS 

of  the  State  Society 


Adler,  Lee  Paul  (STUDENT)  4 13  Pritchard  Ave.,  Chapel  Hill  27514 

Anderson,  Page  Albert  Willis,  MD,  (PD)  Box  3218,  Duke  Med.  Ctr., 
Durham  27710 

Burba,  Alonzo  Richard,  MD,  (FP)  Middlesex  Cli . , P.O.  Box  100, 
Middlesex  27557 

Burnette,  J.  P.,  MD.  (IM)  Kenly  Cli.,  Highway  222  W..  Kenly 27542 

Clemmons,  Roy  Seawell.  MD,  (P-Renewal)  803  Simpson  St., 
Greensboro  27401 

Cooper,  Frank  Benton,  MD.  OPH  210  E.  Water  St.,  Statesville 
28677 

Cremer,  Steven  Marc,  MD,  (Resident)  421  Green  Mill  Run  Apts., 
Greenville  27834 

Dasher,  George  Albert,  MD,  (U)  1333  Romany  Road,  Charlotte 
28204 

Dodson,  Wm.  Warnick,  III  (STUDENT)  221 1 Morehead  Ave.  Apt. 
#3,  Durham  27705 


NEW 

TRIANGLE  X-RAY 
COMPANY 

2817  Brewton  Place 
Raleigh,  N.C.  27604 
(919)  876-6156—876-6849 


SALES  & SERVICE 

35  Years  Experience 


Dray,  Gregory  Joseph,  MD,  (ORS)  309  Doctor’s  Bldg.,  Asheville 
28801 

Fulghum,  Edwin  Morton,  Jr.,  MD,  (OBG)  223  N.  Oak  St.,  States- 
ville 28677 

Fulghum  Thomas  Grady  (STUDENT)  1500  Duke  Univ.  Rd.,  Apt. 
D2C,  Durham  27701 

Gable,  Ronald  Selman,  MD,  (OPH)  33  Lake  Concord  Rd.,  NE, 
Concord  28025 

Gearing,  Frank  Wilson,  III,  MD,  (PD)  Wilson  Clinic,  Wilson  27834 

Gurkin,  Worth  Wicker,  Jr.  (STUDENT)  206  N.  Oak  St.  #7,  Green- 
ville 27834 

Holbrook,  Carter  Tate,  III,  MD,  (PD)  315  Pinewood  Road,  Green- 
ville 27834 

Issa  Mahmoud  A.,  MD,  (GE)  439  Western  Blvd.,  Jacksonville 
28540 

Jarman,  Wayne  Thomas,  MD,  (GS)  708  Hartness  Rd.,  Statesville 
28677 

Jordan,  Richard  Liming,  MD,  (FP)  2608  N.  Elm  St.,  Lumberton 
28358 

Kim,  Youngsoon  (STUDENT)  104-C  Bernard  St.,  Chapel  Hill 
27514 

Langley,  Ricky  Lee  (STUDENT)  1902  E.  Queen  St.,  Apt.  D-5, 
Winston-Salem  27103 

McCaleb,  Jane  H.,  MD  (FP)  P.O.  Box  644,  Jackson  27845 

McLamb,  Samuel  Baggett,  Jr.,  MD,  (IM)  419  Dogwood  Trail, 
Goldsboro  27530 

Miranda.  Josefina  Kalingking,  MD,  (Resident)  P.O.  Box  1237,  Bur- 
gaw  28425 

Nickelsen,  Julie  A.,  MD,  (FP)  ECU  Family  Practice  Ctr.,  Green- 
ville 27834 

O’Leary,  James  Francis,  MD,  (GS)  Box  589,  Edenton  27932 

Rowland,  Michael  Clark.  MD,  (GS)  P.O.  Box  2000,  Pinehurst  28374 

Sidler,  Leonard  Oscar,  Jr.,  MD,  (IM)  3410  Executive  Dr.  Ste.  207, 
Raleigh  27609 

Smith,  Erastus,  Jr..  MD,  (IM)  136 Carbonton  Road,  P.O.  Box  1768, 
Sanford  27330 ' 

Stirman,  Jerry  Archibald,  Jr.,  MD,  (GS)  1108  Dresser  Court,  Ra- 
leigh 27609 

Taylor,  Michael  Alan,  MD,  (PD)  3900  Browning  Place,  Raleigh 
27609 

Thompson,  James  Nicholas,  MD,  (OTO)  Bowman  Gray, 
Winston-Salem  27103 

Wade,  Mark  Robert  (STUDENT)  1723‘/2  Virginia  Road,  Winston- 
Salem  27104 

Wehbie,  Charles  Sam  (STUDENT)  1900  Queen  St.,  Apt.  A-4, 
Winston-Salem  27103 

Wilson,  William  Faison,  MD,  (RHU)  203-A  Doctors  Bldg.,  Ashe- 
ville 28801 

Wright,  Paul  Harlan,  MD,  (Renewal)  UNC,  Cli.  Sci.  Bldg.  229-H, 
Chapel  Hill  27514 


EQUIPMENT  FOR:  SPECIAL  EQUIPMENT  FOR: 


FLUOROSCOPY 

RADIOGRAPHY 

TOMOGRAPHY 

MAMMOGRAPHY 


HEAD 

CHEST 

ORTHOPEDICS 

UROLOGY 


ACCESSORIES  FILMS 

SILVER  RECOVERY  CHEMICALS 

UNITS  SUPPLIES 


V MAY  WE  SERVE  YOU? J 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  A AFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
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when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion". 

October  1-2 

20th  Annual  Charlotte  Postgraduate  Seminar 
Place:  Charlotte  Memorial  Hospital 

For  Information:  Charles  T.  Ellithorpe,  M.D.,  North  Mecklenburg 
Family  Practice  Group,  Highway  115,  Huntersville  28078 

October  2-3 

Hospital-Health  Insurance  Institute 
Place:  Radisson  Plaza  Hotel,  Charlotte 
Fee:  $35 

For  Information:  Mattie  Preddy,  North  Carolina  Hospital  Associa- 
tion. P.O.  Box  10937.  Raleigh  27605,  (919)  832-9550. 

October  2 

Medical  Update  III — The  Future  Starts  Now! 

Place:  Burroughs  Wellcome  Auditorium,  Research  Triangle  Park 
Fee:  none 
Credit:  6 hours 

For  Information:  Sandy  Foster,  Burroughs  Wellcome,  3030  Corn- 
wallis Rd.,  Research  Triangle  Park  27709,  Phone:  541-9090 

October  4 

Disaster  Radiation 
Fee:  $50 
Credit:  6 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

October  6-10 

Microsurgery  Workshop 
Fee:  $450 
Credit:  40  hours 

For  Information:  Donald  Serafin,  M.D.,  Duke  University  Medical 
Center,  Durham  27710 


October  8 

Current  Approaches  to  Lung  Disease 
Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 
Credit:  3 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville  27834 

October  10 

Alumni  Scientific  Sessions 
Credit:  6 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

October  10-11 

Hypertension — 1980 
Place:  Grove  Park  Inn,  Asheville 
Fee:  $20 
Credit:  10  hours 

For  Information:  UNC-School  of  Medicine,  Continuing  Education, 
Chapel  Hill  933-2118 

October  15 

Placebos 

Place:  Pitt  County  Memorial  Hospital 
Fee:  $15 
Credit:  3 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 

October  22 

Acid  Base  Problems  for  the  Primary  Care  Physician 
Place:  Lee  County  Hospital 
Fee:  $6 

Credit:  3.5  hours 

For  Information:  R.  S.  Cline,  M.D.,  Lee  County  Hospital,  Sanford 
27330 


TM 


CIRCUBID 

For  Nocturnal  Leg  Cramps,  Cold  Hands  & Feet  Due 
to  Poor  Peripheral  Circulation 


150  MG 


Circubid  is  a prolonged  release  capsule  con 
taining  150  mg.  ethaverine  hydrochloride. 

Ethaverine  (ethyl  papaverine)  is  a more 
active  derivative  of  papaverine  obtained 
by  the  synthetic  replacement  of  four 
side  methoxy  groups.  Ethaverine  in- 
duces the  direct  relaxation  of  vascular 
smooth  muscle  which  may  improve 
circulation.  Circubid  (ethaverine 
hydrochloride)  may  be  particularly 
useful  for  nocturnal  leg  cramps  and 
paresthesia  exhibited  as  cold  hands 
and  feet.  For  the  geriatric,  the  pro- 
longed release  of  Circubid  (ethaverine 
hydrochloride)  with  a simplified  b i d. 
dosage  increases  compliance  and 
realizes  continuous  benefits,  especially 
in  the  forgetful  patient.  The  incidence 
of  side  effects  is  equal  or  less  than  a placebo  as 
shown  in  clinical  studies. ' Prescribe  Cir- 
cubid for  the  symptoms  that  are  of  major 
concern  to  your  geriatric  patient. 

William  J.  Oswald,  M.D.,  “Pharmacology  of  Ethaverine  HCI", 

Soulhem  Medical  Journal. 

December  1975 -Vol,  68.  No.  12. 


For  technical  discussion,  clinical  studies  & 
samples,  please  contact 


ETHAVERINE  HYDROCHLORIDE 
MICRO-DIALYSIS  CAPSULES 

Each  capsule*  contains:  Ethaverine  HCI.  150  mg  Action: 

Ethavenne  HCI.  acts  directly  on  the  smooth  muscle  cells  without 
involving  the  autonomic  nervous  system  or  its  receptors  Indica- 
tions: In  penpheral  and  cerebral  vascular  insufficiency  associated 
with  artenal  spasm,  in  spastic  conditions  of  the  gastro  intestinal  and 
gemtounnary  tracts,  Contraindications:  Contraindicated  in  the 
presence  of  complete  atnoventncular  dissociation.  Precautions:  It 
should  be  administered  with  caution  in  patients  with  glaucoma.  It 
should  not  be  used  in  pregnant  women  or  women  of  childbeanng 
age  unless  directed  by  a physician.  Adverse  reac- 
tions: Even  though  the  incidence  of  side  effects 
as  reported  in  literature  is  very  low,  it  is  possible 
for  the  patient  to  evidence  nausea,  anorexia,  ab- 
dominal distress,  dryness  of  the  throat,  hypoten- 
sion, flushing,  sweating,  vertigo,  respiratory  depres- 
sion, cardiac  depression,  cardiac  arrhythmia  and 
headache.  If  these  side  effects  occur,  reduce 
dosage  or  discontinue  medication.  Dosage:  The 
usual  adult  dose  is  300  mg.  daily,  one  capsule 
every  1 2 hours.  In  more  difficult  cases  the  dosage 
may  be  increased  to  600  mg,  daily  as  determined 
by  the  physician.  It  is  most  effective  given  early  in 
the  course  of  the  vascular  disorder.  Because  of  the 
chronic  nature  of  the  disease,  long-term  therapy  is 
required. 

' Manufactured  to  provide  a prolonged  therapeutic  effect 


W.F.  Merchant 

Pharmaceutical  Company, Inc. 

P.O.  Box  6 

Mt.  Rainier,  Md.  20822 

Call  Collect  202-635-7890 
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October  31-November  I 

13th  Annual  Malignant  Disease  Symposium 
Fee:  $1 10 
Credit:  10  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  231  MacNider  Building 
202-H.  Chapel  Hill  27514 

October  31-November  2 

Leadership  Workshop  for  Women  in  Medicine  and 
Minority  Women  in  Medicine:  Making  Change  Happen 
Place:  Duke  University  Medical  Center,  Durham 
Fees:  $35  Faculty  and  Practicing  Physicians.  $25  Residents.  $15 
Medical  Students. 

Credit:  Category  I.  $10  per  person. 

November  5-9 

1980  Urologic  Assembly:  Pediatric  Urology 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
Credit:  27  hours 

For  Information:  Ms.  Linda  Mace,  Assembly  Secretary,  Box  3707, 
Duke  University  Medical  Center,  Durham  27710 

November  9-15 

Update  in  Cardiovascular  Diseases 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

November  12 

Clinical  Pediatrics 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 
Credit:  3 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville  27834 


November  19 

Family  Practice  Education  Day 
Place:  Sheraton  Center  Hotel,  Charlotte 
Sponsor:  N.C.  Academy  of  Family  Physicians 
Fee:  $35 
Credit:  7 hours 

For  Information:  Sue  Makey,  Administrative  Assistant,  P.O. 
Drawer  1 1268,  Raleigh  27604 

November  20-22 

32nd  Annual  Scientific  Assembly  of  the  N.C.  Academy  of  Family 
Physicians 

Place:  Sheraton  Center  Hotel,  Charlotte 
Fee:  $75 
Credit:  20  hours 

For  Information:  Sue  Makey,  Administrative  Assistant,  P.O. 
Drawer  11268,  Raleigh  27604 

December  10 

Adolescent  Gynecology 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 
Credit:  3 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

PROGRAMS  IN  CONTIGUOUS  STATES 

October  23-26 

North  Carolina  Society  of  Internal  Medicine  Fall  Meeting 
Place:  The  Cloister,  Sea  Island,  Georgia 

For  information:  North  Carolina  Society  of  Internal  Medicine,  P.O. 
Box  27167.  Raleigh  27611 

October  24-25 

52nd  Annual  McGuire  Lecture  Series 

Place:  Richmond,  Virginia,  Holiday  Inn  1-64  West  End 

Credit:  12  hours 

For  Information:  Kathy  E.  Johnson,  Box  48,  MCV  Station,  Rich- 
mond, Virginia,  (804)  786-0494 


HOW  MUCH  OF  YOUR  TIME 
CAN  YOU  CALL  YOUR  OWN? 


? v v q°  - 


moiimzg1- 

A great  way  of  life. 


370E037 


Modern  medical  practice  has  become  a com 
piex  and  time-consuming  operation.  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon- 
sibilities to  his  professional  duties. 

If  you're  earning  more  but  enjoying  it  less:  if 
you've  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world.  Our  physicians  serve  in  modern,  well- 
equipped  hospitals  and  clinics  with  competent  and 
well-trained  staffs.  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max- 
imum time  for  patient  care  by  each  physician. 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements  These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali- 
zation at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  during  treatment 
Contact  USAF  Health  Professions  Recruiter,  1100 
Navaho  Drive,  Suite  GL-1,  Raleigh,  N.C  27604  Call 
Collect  (919)  755-4134 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 
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If 


Will  an  apple  a day  keep  the  doctor  away? 


Apples  alone  won’t  do  it. 

Good  nutrition  is  an  impor- 
tant part  of  staying  healthy, 
but  even  a well-balanced  diet 
can’t  guarantee  that  an  unexpected 
accident  or  sickness  won’t  happen  to  you. 
You  can  help  keep  your  financial  picture 
healthy  by  planning  ahead  for  a time  when 
you  may  be  disabled  and  your  income  is 
disrupted. 

As  a member  of  the  North  Carolina  Medical 
Society,  you  are  eligible  to  apply  for  Disability 
Income  Protection  for  younger  doctors.  This 
plan  can  provide  you  with  a regular  monthly 
benefit  when  a covered  sickness  or  injury 
keeps  you  from  your  practice.  You  can  use 
your  benefits  any  way  you  choose  — to  buy 
groceries,  make  house  or  car  payments  or 


provide  for  your  children’s 
education. 

If  you’  re  under  the  age  of  55  and 
are  active  full  time  in  your  practice, 
simply  fill  out  the  coupon  below  and  return 
it  today.  Mutual  of  Omaha,  underwriter  of 
this  plan,  will  provide  personal,  courteous 
service  in  furnishing  full  details  of  coverage. 
Of  course,  there’s  no  obligation. 


Mutual  of  Omaha  Insurance  Company 

Mutual  of  Omaha  Plaza 
Omaha,  Nebraska  68175 

Please  provide  me  complete  information  on  the  Disability 
Income  Protection  Plan  available  to  members  of  the 
North  Carolina  Medical  Society  who  are  under  age  55. 

Name 


Address 
City  


. State 


ZIP 


Mutual 

^maha.xl/ 

People  you  can  count  on... 

Life  Insurance  Affiliate:  United  of  Omaha 
Mutual  of  Omaha  Insurance  Company 
Home  Office:  Omaha,  Nebraska 


November  14-16 

Primary  Care  of  Hand  Injuries 
Place:  Sea  Island,  Georgia 

For  Information:  American  Society  for  Surgery  of  the  Hand,  2600 
South  Parker  Road,  Suite  132,  Aurora,  Colorado  80014 

November  21-23 

2nd  Annual  Pediatrics  Primary  Care  Conference 

Place:  Williamsburg  Hospitality  House,  Williamsburg,  Virginia 

Credit:  13  hours 

For  Information:  Kathy  E,  Johnson.  Box  48,  MCV  Station,  Rich- 
mond, Virginia  (804)  786-0494 

The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  “WHAT?  WHEN?  WHERE?”.  P.O.  Box 
27167,  Raleigh  2761 1,  by  the  10th  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A “Request  for  Listing”  form  is  available 
on  request. 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Heart  surgeons  at  North  Carolina  Memorial  Hos- 
pital are  saving  precious  blood  and  reducing  their  pa- 
tients' risk  of  disease  by  reusing  some  of  the  blood 
normally  lost  during  surgery. 

A new  machine  called  the  Cell  Saver  is  used  to 
collect  some  of  the  four  to  six  pints  of  blood  patients 
lose  during  open-heart  surgery.  The  red  cells  are  sepa- 
rated from  the  rest  of  the  blood,  cleansed  of  debris  and 
impurities  and  given  back  to  the  patient. 

Heart  surgeon  Dr.  John  Shallal  said  that  since  the 
patient's  own  blood  is  recycled,  less  donor  blood  is 
required.  “This  not  only  saves  blood,”  he  said,  “but 
reduces  the  risk  of  hepatitis  and  adverse  transfusion 
reactions.” 

The  Cell  Saver  has  been  used  in  open  heart  surgery 
cases  at  N.C.  Memorial  since  early  this  spring.  So  far, 
it  is  saving  about  three  units  of  blood  per  operation. 

So  far,  the  Cell  Saver  has  been  used  at  N.C.  Memo- 
rial primarily  in  connection  with  open-heart  surgery. 
But  Shallal  said  he  foresees  it  being  used  in  other  types 
of  surgery,  particularly  trauma  surgery,  in  which  large 
volumes  of  blood  are  required. 

* * * 

Doctors  in  four  North  Carolina  communities  will 
take  part  in  a study  to  see  how  well  they  observe  their 
own  standards  in  caring  for  patients  with  three  types 
of  female  cancer. 

The  three-year  study  is  being  funded  by  a $42 1 ,000 
grant  from  the  National  Cancer  Institute  and  will  be 
coordinated  by  the  Cancer  Research  Center  of  the 
School  of  Medicine. 

Dr.  Wesley  Fow  ler,  associate  director  of  the  cancer 
center  and  head  of  the  division  of  gynecologic  oncol- 
ogy, said  physicians  in  each  location  — Charlotte, 


Chapel  Hill,  a multi-county  area  around  Rocky  Mount 
and  a city  yet  to  be  determined  — will  establish  their 
own  criteria  for  the  proper  treatment  of  women  with 
cancer  of  the  breast,  cervix  and  endometrium  (outer 
layer  of  the  uterus).  After  a year,  study  coordinators 
will  review  the  medical  records  of  all  the  patients  in 
the  test  communities  who  have  been  treated  for  one  of 
those  cancers. 

In  addition  to  measuring  how  well  physicians  in 
each  area  observe  their  own  standards,  Fowler  said, 
the  study  will  reveal  any  significant  differences  in  the 
patterns  of  care  provided  in  a big  city  (Charlotte),  a 
largely  rural  area  (the  Rocky  Mount  area)  and  an 
academic  medical  center  (UNC-Chapel  Hill). 

“The  ultimate  goal  of  this  comparison  is  to  make 
sure  that  patients  in  every  part  of  the  state  have  access 
to  essentially  the  same  quality  of  care,”  said  Fowler. 

* * * 

The  Trauma  Center  at  N.C.  Memorial  has  received 
a $1 1 1 ,000  grant  from  the  Office  of  Naval  Research  to 
continue  its  investigation  into  the  reduction  of  ATP  in 
the  brain  cells  of  trauma  victims. 

Dr.  Herbert  Proctor,  Trauma  Center  director,  said 
the  inability  of  brain  cells  to  function  properly  after  an 
episode  of  shock  is  the  leading  cause  of  death  of 
trauma  victims.  And  he  said  that  understanding  the 
cause  of  lowered  ATP  levels  may  be  a key  to  prevent- 
ing impaired  brain  function  and  brain  death  after  ■ 
shock. 

* * * 

Dr.  Floyd  W.  Denny,  Alumni  Distinguished  profes- 
sor and  chairman  of  pediatrics,  will  be  stepping  down 
from  the  post  he's  held  for  the  last  20  years  to  return  to 
full-time  teaching,  research  and  patient  care. 

Since  he  became  chairman  in  1960,  Denny,  57,  has 
helped  build  the  department  from  a faculty  of  six  to 
nearly  50.  Under  his  chairmanship,  the  department 
also  has  developed  into  one  of  the  most  respected 
pediatric  training  programs  in  the  country. 

“His  contributions  to  pediatrics,  both  at  the  univer- 
sity and  nationally,  have  been  truly  monumental,” 
said  Dr.  Stuart  Bondurant,  dean.  “He  has  built  a 
strong  and  vital  department  here  that  is  educating 
excellent  community  pediatricians,  providing  superior 
subspecialty  care  for  sick  children,  and  making  major 
contributions  to  research.” 

The  dean  said  he  expects  to  name  a search  commit- 
tee for  Denny’s  successor  in  the  near  future,  and  he 
hopes  to  identify  a new  chairman  by  next  spring. 

* * * 

The  Arthritis  Foundation  has  announced  grants  to- 
taling more  than  $71,000  to  support  arthritis  research 
at  the  University  of  North  Carolina  at  Chapel  Hill. 

The  Arthritis  Clinical  Research  Center  of  the 
School  of  Medicine  will  receive  a $26,000  general  re- 
search grant  during  1980-81. 

John  Kline,  executive  vice  president  of  the  North 
Carolina  chapter  of  the  Arthritis  Foundation,  said  the 
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grant  will  give  the  medical  school  “the  flexibility  to 
follow  promising  new  leads  and  to  strengthen  its  pa- 
tient care  and  medical  education  programs  to  benefit 
arthritis  sufferers  in  North  Carolina  and  beyond.” 

The  Arthritis  Foundation  has  also  awarded  a 
$26,000  National  Research  Fellowship  to  Dr.  Robert 
A.  Eisenberg,  a researcher  in  the  School  of  Medicine’s 
division  of  rheumatology  and  immunology  and  an 
anonymous  gift  of  $19,460  to  the  division  of 
rheumatology  and  immunology  to  support  arthritis 
research. 

"An  Arthritis  Center,  such  as  the  one  in  Chapel 
Hill,  can  serve  only  a small  fraction  of  the  patients 
needing  care,”  Kline  noted.  "But  it  demonstrates  the 
up-to-date  treatment  techniques  that  can  be  effective 
in  keeping  arthritis  under  control,  reducing  pain  and 
preventing  disabilities.” 

The  Arthritis  Foundation  estimates  that  740,000 
people  in  North  Carolina  suffer  some  form  of  the 
painful,  crippling  disease. 

•I' 

Grants  totaling  more  than  $300,000  have  been 
awarded  by  the  American  Cancer  Society  (ACS)  to 
the  School  of  Medicine. 

The  largest  is  a $100,000,  one-year  grant  to  support 
research  by  Dr.  J.  Stephen  Haskell,  associate  profes- 
sor of  obstetrics  and  gynecology  and  bacteriology.  His 


program  is  titled  "Analysis  of  the  Host  Response 
within  Solid  Tumors.” 

Dr.  Robert  L.  Capizzi,  professor  of  medicine  and 
pharmacology,  received  a $60,455,  one-year  grant  for 
support  of  his  "Studies  of  Drug-Drug  Interactions 
between  L-Asparaginase  and  Other  Antineoplastic 
Agents.  ’ ’ Capizzi  is  co-director  of  the  School  of  Medi- 
cine’s hematology/oncology  division. 

ACS  Junior  Faculty  Research  Awards  have  been 
approved  for  two  assistant  professors  at  UNC-CH. 
The  three-year,  $54,000  grants  include  funds  for 
stipends  for  Drs.  Elizabeth  Fowler  and  W.  Jackson 
Pledger  of  the  departments  of  bacteriology  and  phar- 
macology, respectively. 

Haskell,  Capizzi,  Fowler  and  Pledger  are  core  fac- 
ulty members  of  the  Cancer  Research  Center. 

The  university’s  Institutional  Research  Grant  has 
been  renewed  by  the  ACS.  The  amount  for  1980-81  is 
$45,000,  12.5  percent  higher  than  the  previous  year's 
award,  according  to  Dr.  Mary  Ellen  Jones,  who  chairs 
the  UNC-CH  Institutional  Research  Grant  Commit- 
tee. Jones  is  Kenan  Professor  and  chairwoman  of  the 
department  of  biochemistry  and  nutrition. 

* * * 

The  School  of  Medicine  has  received  $8,766.62 
from  the  American  Medical  Association  Education 
and  Research  Foundation. 
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The  gift  was  presented  recently  during  the  annual 
meeting  of  the  North  Carolina  Medical  Society  in 
Pinehurst. 

Dr.  Stuart  Bondurant,  dean  of  the  School  of  Medi- 
cine, said  the  money  will  be  used  for  special  educa- 
tional, research  and  operational  needs  of  the  medical 
school  which  are  not  otherwise  funded. 

* * * 


Quinamm 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities. 


Dr.  Donald  M.  Cassata,  associate  professor  of  fam- 
ily medicine,  was  coordinator  of  a pre-conference 
seminar  May  15-16  in  Mexico  City.  The  topics  dis- 
cussed were  health  communication,  family  planning, 
rural  health,  and  public  health.  As  chairperson  of  the 
Health  Communications  Division  of  the  International 
Communications  Association,  he  coordinated  that 
division's  program  for  the  30th  International  Confer- 
ence on  Communication  May  18-23  in  Acapulco. 

* * * 

Dr.  Eugene  S.  Mayer,  director  of  AHEC,  Dr.  James 
W.  Lea,  and  Robert  Hollister,  INTRAH  (Interna- 
tional Training  in  Health),  participated  in  a national 
health  manpower  planning  conference  for  family 
planning  and  primary  care  June  3-5  in  Turkey.  Mayer 
presented  a paper  describing  the  implications  of  the 
North  Carolina  AHEC  Program  for  regional  education 
and  training  in  Turkey.  INTRAH  provides  resources 
for  training  development  activities  in  up  to  40  coun- 
tries in  Africa  and  the  Middle  East. 

* * * 

Dr.  Arthur  J.  Prange  Jr.,  professor  of  psychiatry, 
presented  an  invited  talk  at  the  11th  International 
Congress  of  the  International  Society  of  Psycho- 
neuroendocrinology entitled,  “Psychoendocrine  In- 
vestigations of  the  Thyroid  Axis”  June  16-20  in  Flor- 
ence, Italy. 


CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  quinine 
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6-phosphate  dehydrogenase  deficiency. 
Hemolysis  (with  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a G-6-PD 
deficiency  in  patients  taking  quinine. 

PRECAUTIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients.  Recovery  will  fol- 
low withdrawal  of  the  medication 
Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  Inde- 
pendent factors.  The  resulting  hypopro- 
hrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants. 
ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchomsm,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued. 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring.  When  necessary, 

1 additional  tablet  may  be  taken  following  the 
evening  meal 

Product  Information  as  of  September,  1977 
U S Patent  2,985,558 


* * * 

Dr.  David  E.  Eifrig,  professor  and  chairman  of 
ophthalmology,  has  received  funding  from  Research 
to  Prevent  Blindness,  Inc.  to  further  the  ophthalmol- 
ogy department’s  research  program.  Research  to  Pre- 
vent Blindness,  Inc.,  is  a national  voluntary  research 
foundation  established  to  meet  the  longstanding  need 
for  aggressive  action  to  intensify  scientific  research 
aimed  at  the  eradication  of  blinding  diseases. 

* * * 

Dr.  Robert  L.  Peiffer,  assistant  professor  of  oph- 
thalmology, has  edited  a symposium  on  ophthalmol- 
ogy for  the  Veterinary  Clinics  of  North  America.  The 
book  deals  with  the  practice  of  ophthalmology  on 
small  animals  using  most  of  the  modern  ophthalmic 
techniques  available  in  human  ophthalmology. 

* * * 

I he  appointments  of  three  assistant  professors  have 
been  announced  by  Chancellor  Christopher  C.  Ford- 
ham  III. 
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The  new  faculty  members  are  David  Chou,  depart- 
ment of  pathology.  School  of  Medicine;  Mary  G. 
Hammond,  department  of  obstetrics  and  gynecology, 
School  of  Medicine;  and  Jeffrey  R.  Vinton,  depart- 
ment of  oral  surgery.  School  of  Dentistry. 

* * * 

Dr.  Seymour  L.  Halleck,  professor  of  psychiatry, 
has  won  the  1980  Isaac  Ray  Award  of  the  American 
Psychiatric  Association. 

The  Isaac  Ray  Award  is  given  every  two  years  to  an 
individual,  not  always  a psychiatrist,  who  has  a distin- 
guished career  in  forensic  psychiatry. 

Halleck,  who  was  honored  at  a recent  meeting  of  the 
association  in  San  Francisco,  was  cited  for  his  ac- 
complishments and  career  in  forensic  psychiatry.  At 
the  same  meeting,  Halleck  also  was  installed  as  presi- 
dent of  the  Directors  of  Psychiatric  Residency  Train- 
ing. 

* * * 

The  UNC  Board  of  Governors  has  named  a 
UNC-CH  physician  to  receive  the  O.  Max  Gardner 
Award  for  1980.  The  award  is  presented  annually  to  a 
faculty  member  or  members  of  the  16-campus  UNC 
system  for  contributions  to  “the  welfare  of  the  human 
race.” 

Honored  at  ceremonies  May  9 was  Dr.  Judson  J. 
Van  Wyk,  Kenan  professor  of  pediatrics.  Van  Wyk 
has  earned  a worldwide  reputation  for  his  research 
which  has  led  to  improved  methods  for  diagnosing 
growth  abnormalities  in  children  and  adults. 

* * * 

The  university  has  been  awarded  $767,000  by  the 
National  Institute  of  General  Medical  Sciences  to  fund 
a predoctoral  fellowship  program  in  genetics. 

The  five-year  award  will  provide  tuition,  fees  and 
expense  money  for  15  graduate  students  taking  part  in 
the  National  Research  Award  program  in  genetics. 

The  UNC-CH  training  program  has  been  funded 
since  1961  by  the  National  Institutes  of  Health,  of 
which  the  NIGMS  is  a division.  The  program  is 
administered  through  the  UNC-CH  curriculum  in 
genetics. 

* * * 

Charles  P.  Schuch,  M.S.,  Cert.  P.T.,  UNC-CH  as- 
sociate professor  of  physical  therapy,  has  been  named 
acting  director  of  the  division  of  physical  therapy  in 
the  department  of  medical  allied  health  professions. 

Schuch  joined  the  UNC-CH  faculty  in  1970  as  co- 
ordinator of  physical  rehabilitation  at  Dorothea  Dix 
Hospital  in  Raleigh.  From  1954-70  he  was  director  of 
the  Rehabilitation  and  Cerebral  Palsy  Center  of  Wake 
County. 

A native  of  New  York,  Schuch  received  his  B.S.  in 
1949  from  Cortland  State  University  and  his  M.S.  in 
1952  from  the  University  of  Pennsylvania.  He  re- 


ceived his  physical  therapy  training  at  Stanford  Uni- 
versity. 

* * * 

Twelve  minority  high  school  students  from  across 
North  Carolina  with  special  interests  in  science  will  be 
able  to  pursue  those  interests  this  summer  at  the 
UNC-CH  School  of  Medicine. 

Apprenticeships  will  be  offered  in  all  six  basic  sci- 
ence departments  of  the  school,  funded  by  a $24,000 
grant  from  the  National  Institutes  of  Health,  said 
Marion  Phillips,  M.Th.,  D.Mn.,  associate  dean  for 
student  affairs. 

Phillips,  who  is  directing  the  program,  said  each 
participant  will  spend  eight  weeks  working  full-time 
on  a specific  research  project  under  the  guidance  of  a 
faculty  member  or  graduate  student. 

“We  will  introduce  these  young  scholars  to  a basic 
science  research  setting  with  the  hope  that  they  will 
get  a general  orientation  to  one  of  the  six  disciplines 
and  learn  something  specific  about  one  or  more  re- 
search techniques,”  Phillips  said. 

“We  hope  to  whet  their  appetites  and  stimulate 
long-term  interest,  perhaps  leading  to  a career  in  the 
basic  sciences.” 


The  division  of  physical  therapy  has  established 
three  awards  to  honor  one  current  and  two  former 
faculty  members. 
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The  awards  are  the  Margaret  L.  Moore  Scholar 
Award,  the  Mabel  M.  Parker  Award  for  Excellence  in 
Clinical  Education  and  the  Mary  Clyde  Singleton  Art 
and  Science  Award. 

The  Moore  award  will  be  given  for  outstanding 
academic  achievement  by  students  in  the  basic  pro- 
fessional program  in  physical  therapy  and  the  Parker 
award  will  go  to  individuals  who  have  made  out- 
standing contributions  to  the  clinical  education  of 
physical  therapy  students  at  UNC-CH. 

The  Singleton  award,  which  will  go  to  one  graduate 
student  each  year  beginning  in  1981,  will  recognize 
students  for  the  ability  to  maintain  high  academic 
standards  and  to  demonstrate  a concern  for  the  patient 
as  a person. 

* * * 

Since  most  babies  are  healthy  when  they  are  born, 
most  pediatricians  are  not  specialists  in  the  care  of 
infants  who  are  critically  ill. 

In  an  effort  to  improve  the  quality  of  care  available 
to  sick  newborns  all  over  the  state,  the  UNC-CH 
School  of  Medicine  offers  pediatricians,  obstetricians 
and  family  doctors  an  opportunity  to  receive  spe- 
cialized training  in  perinatal  medicine. 

Three  times  a year,  four  physicians  from  various 
parts  of  the  state  come  to  Chapel  Hill  to  gain  knowl- 
edge and  practical  experience  in  caring  for  high-risk 
infants.  Each  group  of  physicians  spends  two  days  a 


week  for  four  consecutive  weeks  in  what  has  been 
called  a mini-residency  program,  working  with  fetal 
and  infant  care  specialists  at  N.C.  Memorial  Hospital. 

Dr.  Ernest  Kraybill,  associate  professor  and  co- 
director of  the  mini-residency  program,  says  the  em- 
phasis is  on  anticipating  and  recognizing  problems 
that  can  endanger  newborns. 


News  Notes  from  the— 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Dr.  Deryl  Hart,  a retired  president  of  Duke  Univer- 
sity and  a pioneer  of  the  development  of  the  medical 
center,  died  June  1 at  his  Durham  home.  He  was  85. 

Hart  came  to  Duke  from  Johns  Hopkins  Hospital  to 
be  professor  and  the  first  chairman  of  the  Department 
of  Surgery  in  1930,  the  year  the  medical  center 
opened. 

“He  emphasized  the  excellence  of  clinical  care, 
bringing  in  specialists  in  every  area  of  surgery,”  said 
Dr.  David  C.  Sabiston  Jr.,  James  B.  Duke  Professor 
and  current  chairman  of  the  department.  “During  the 
30-year  period  that  he  was  chairman,  he  built  a very 
fine  department.” 

Sabiston  said  Hart  was  so  highly  regarded  that  he 
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* Chlorpheniramine  Maleate  12  mg. 

Action:  Antihistamine-Decongestant:  Chlorpheniramine  Maleate  is  a potent  antihistamine  with  an  ex- 
cellent therapeutic  index  and  low  incident  of  side  effects,  particularly  the  sedation  associated  with  many 
other  antihistamines. 

* Pseudoephedrine  HC1.  60  mg. 

Action:  Pseudoephedrine  hydrochloride  provides  a rapid  and  sustained  decongestant  effect  on  swollen 
mucosa  of  the  respiratory  tract.  It  does  this  by  vasoconstriction  and  opens  obstructed  airways  through  direct 
action  on  the  smooth  muscle  of  the  bronchi  The  vasoconstrictor  action  of  pseudoephednne  is  similar  to  that 
of  ephednne.  In  the  usual  oral  dosage,  it  has  minimal  vasopressor  effects 

* Methscopolamine  Nitrate  2.5  mg. 

Action:  Methscopolamine  Nitrate  affords  atropine-like  action  without  the  deep  CNS  stimulation  associated 
with  scopolamine.  As  a pure  alkaloid,  it  exhibits  a uniformity  of  clinical  response  with  fewer  extremes  of  side 
effects  than  are  seen  with  the  racemic  mixture  of  alkaloids  atropine  represents.  The  parasympathetic  nervous 
system  is  believed  to  play  an  important  role  in  the  pathogenesis  of  bronchial  asthma  In  addition  to  the  vagally 
mediated  irritant  response,  parasympathetic  nervous  system  stimulation  has  been  shown  to 
facilitate  and  exacerbate  bronchoconstriction  induced  by  mediators  released  by  the  reaction  of  antigen 
with  cell-fixed  antibody.*  In  the  past,  the  use  of  anticholinergics  in  asthma  and  bronchitis  was  avoided  due  to 
the  theoretical  risk  of  drying  bronchial  secretions  and  blocking  airways  with  viscid  sputum.  In  actual  clinical 
practice  when  the  compounds  are  used,  these  problems  do  not  seem  to  occur  * Recent  studies*  have  shown 
that  atropine  is  a potent  bronchodilator  when  used  in  patients  with  asthma  or  bronchitis.  In  the 
well-controlled  studies  that  have  been  published,  atropine  was  as  effective  as  isoproterenol  or  terbutaline.  The 
usefulness  of  atropine  is  predominant  in  patients  with  bronchitis  since  it  affects  both  large  and  small  airways  in 
this  condition  whereas,  in  asthma,  only  the  large  airways  are  affected.  Atropine  may  also  be  useful  in  preventing 
exercise-induced  bronchospasm  in  asthmatic  children. 

For  technical  discussion,  clinical  studies’  & 
samples  please  contact 
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was  elected  president  of  the  university.  “It  was  the 
only  time  we  have  had  a physician  at  Duke  as  presi- 
dent." Sabiston  said.  “I  think  it  was  a signal  honor  to 
Hart  that  he  was  chosen  for  that  post.” 

Hart  gave  up  chairmanship  of  the  surgery  depart- 
ment in  July  of  1960  to  become  president,  serving  until 
August  of  1963. 

A native  of  Buena  Vista,  Ga.,  Hart  did  his  under- 
graduate work  at  Emory  University  and  received  his 
master’s  and  M.D.  degrees  from  Johns  Hopkins.  He 
was  an  associate  surgeon  at  Johns  Hopkins  until  he 
came  to  Duke. 

Dr.  William  G.  Anlyan,  vice  president  for  health 
affairs,  said  Hart  was  “one  of  the  giants  of  American 
medical  education  and  surgery.” 

Hart  proposed  the  creation  of  a voluntary  coopera- 
tive group  practice  including  members  of  the  clinical 
staff,  forming  the  basis  for  the  private  diagnostic 
clinics.  As  president  of  the  university,  he  was  also 
responsible  for  raising  faculty  salaries  to  top-level  pay 
grades.  In  the  first  year  after  the  increases,  Duke 
joined  Harvard,  Yale  and  Princeton  as  the  top-paying 
American  universities.  In  addition,  the  number  of  dis- 
tinguished professors  was  doubled. 

* * * 

Scientists  at  the  medical  center  and  the  University 
of  North  Carolina  School  of  Medicine  have  found 


what  they  believe  to  be  a major  clue  to  the  biochemical 
defect  responsible  for  myotonic  muscular  dystrophy. 

The  scientists,  who  have  been  collaborating  closely 
on  myotonic  dystrophy  research  since  1977,  say  that  if 
the  clue  allows  them  to  pinpoint  the  specific  biochem- 
ical defect  that  causes  the  crippling  diseases,  some 
day  it  may  be  possible  to  delay  the  symptoms  indefi- 
nitely. In  an  interview.  Dr.  Allen  D.  Roses  said  he  and 
his  colleagues,  Drs.  Hillel  J.  Gitelman  and  Jane  E. 
Grey,  have  found  a marked  difference  between  red 
blood  cells  taken  from  normal  individuals  and  red  cells 
taken  from  persons  with  myotonic  dystrophy,  re- 
gardless of  how  far  the  illness  has  progressed. 

Roses  and  Gitelman  are  professors  of  medicine  at 
Duke  and  UNC,  respectively,  and  Grey  is  a research 
associate  in  Gitelman’s  laboratory. 

The  difference  between  the  normal  and  abnormal 
cells,  Roses  said,  lies  in  their  ability  to  metabolize 
phospholipids  — fatty  compounds  that  contain  phos- 
phorus and  are  essential  to  energy  production  in 
humans  and  animals. 

When  treated  with  calcium  in  the  laboratory,  cer- 
tain phospholipids  on  the  inner  side  of  normal  red  cell 
membranes  will  break  down  over  time  into  increasing 
amounts  of  a compound  known  as  phosphatidic  acid. 
Late  last  year,  however.  Dr.  Grey  observed  that  cal- 
cium will  not  stimulate  phosphatidic  acid  accumula- 
tion in  the  red  cells  of  patients  with  myotonic  dys- 
trophy. 
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“When  you  have  a whole  textbook  of  known  bio- 
chemical reactions  and  another  phantom  textbook  of 
biochemical  reactions  that  aren’t  known,  there  are  an 
enormous  number  of  possibilities  that  could  be 
tested,”  Roses  said.  “We  think  this  information  will 
put  us  into  the  correct  ballpark  for  trying  to  determine 
what  is  wrong  with  this  disease.” 

* * * 

Dr.  Charles  B.  Hammond  has  been  named  chairman 
of  the  medical  center’s  Department  of  Obstetrics  and 
Gynecology.  The  announcement  was  made  by  Dr. 
William  Bevan,  university  provost. 

Hammond,  43,  succeeded  Dr.  Roy  T.  Parker, 
F.  Bayard  Carter  Professor  of  Obstetrics  and 
Gynecology,  on  Sept.  1. 

“Sixteen  years  as  chairman  is  long  enough  for  me,” 
said  Parker,  who  will  continue  his  practice  at  the 
medical  center.  “This  is  a job  for  a bright  and  ener- 
getic young  man  like  Dr.  Hammond.  I’ve  felt  for  some 
time  now  that  I'd  like  to  have  my  last  five  to  10  years  at 
Duke  free  for  teaching,  writing  and  special  projects 
like  establishing  a first  class  ambulatory  patient  care 
unit.” 

Hammond  attended  The  Citadel  from  1954-57  and 
earned  his  B.S.  and  M.D.  degrees  at  Duke  in  1960  and 
1961,  respectively.  Between  1961-64,  he  was  an  intern 
in  surgery,  an  assistant  resident  and  fellow  in  obstet- 
rics and  gynecology,  and  a fellow  in  Duke's  Research 
Training  Program. 

He  then  spent  two  years  as  a clinical  associate  at  the 
National  Cancer  Institute  and  in  the  Endocrine  Divi- 
sion of  the  National  Institute  of  Child  Health  and 
Human  Development. 

The  physician  completed  his  residency  in  obstetrics 
and  gynecology  at  Duke  in  1968  and  joined  the  faculty 
as  an  associate  the  same  year.  A native  of  Ft. 
Leavenworth,  Kan.,  he  was  promoted  to  assistant 
professor  in  1969,  associate  professor  in  1972  and 
professor  in  1979. 

Throughout  his  career,  Hammond  has  been  in- 
terested in  cancer  of  the  placenta  (choriocarcinoma), 
and  related  trophoblastic  diseases.  In  1966,  he  estab- 
lished the  Southeastern  Regional  Center  for 
Trophoblastic  Disease  at  Duke.  Since  then,  more  than 
300  women  have  been  treated  at  the  center  with  a 
greater  than  95  percent  cure  rate  for  a cancer  that  was 
incurable  only  20  years  ago. 

In  addition,  he  has  been  studying  hormones  like 
estrogen  as  they  relate  to  infertility,  menopause  and 
cancer  and  has  been  involved  in  developing  new 
methods  of  measuring  tumor-produced  hormones  and 
new  drugs  for  treatment  of  gynecologic  malignancies. 

* * * 

A T-shirt  wasn’t  Dr.  Selman  Welt’s  usual  fee  for 
repairing  a womb,  but  then  15-year-old  Astarte  of  the 
Malagasy  Republic  wasn’t  his  typical  patient  either. 

In  fact.  Welt,  an  assistant  professor  of  obstetrics 
and  gynecology  at  the  medical  center,  hadn’t  expected 
any  payment.  His  work  might  be  called  a labor  of  love. 
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Astarte  (As-Tar-ti)  is  a red-beliied  lemur,  a prosim- 
ian primate  related  to  man,  although  less  closely  than 
monkeys  are.  She  is  the  only  member  of  her  species 
outside  of  her  native  island  of  Madagascar  and  the 
only  such  animal  in  captivity  anywhere. 

On  Saturday  morning.  May  16,  Welt  answered  a call 
for  help  from  the  Duke  Primate  Center  by  reattaching 
the  lemur’s  uterus  to  ligaments  inside  her  abdomen. 
He  had  performed  a similar  operation  on  her  in  June 
last  year,  but  she  had  somehow  jarred  it  loose  again. 

Welt  called  the  mishap  “sort  of  like  a hernia  of  the 
uterus”  and  said  the  operation  was  necessary  not  only 
to  protect  the  general  health  of  the  animal  but  to  allow 
her  to  reproduce. 

“Everything  went  well  during  surgery,  but  we 
won’t  know  if  the  operation  is  a success  until  she 
becomes  pregnant,”  he  said  in  an  interview. 

Astarte,  who  takes  her  name  from  the  ancient 
Phoenician  goddess  of  fertility  and  love,  seemed  ap- 
prehensive before  the  45-minute  procedure,  but  after 
the  anesthesia  wore  off,  she  was  up  and  running 
around  like  nothing  had  happened. 

“In  a way,  she  was  like  a child  is  after  an  opera- 
tion,” the  obstetrician  said.  “She  didn't  know  she  was 
supposed  to  feel  uncomfortable,  and  so  she  wasn't.” 

* * * 

Dr.  Henry  Kamin,  professor  of  biochemistry,  has 


been  named  chairman  of  the  Committee  on  Recom- 
mended Dietary  Allowances  of  the  National  Academy 
of  Sciences’  Food  and  Nutrition  Board. 

Kamin  has  been  vice  chairman  of  the  board,  widely 
recognized  as  the  nation’s  foremost  authority  on  the 
relationship  between  food  and  good  health,  since 
1978. 

Every  five  years,  work  of  the  committee  enables  the 
board  to  publish  “Recommended  Dietary  Allow- 
ances,” what  the  scientist  called  “the  best  small 
textbook  of  nutrition  that  exists.” 

The  “RDA  Tables,”  which  summarize  the  conclu- 
sions, are  widely  used,  he  said.  The  Food  and  Drug 
Administration,  for  example,  derives  its  standards  for 
the  nutritional  labelling  of  foods  — known  as  the  U.S. 
Recommended  Daily  Allowances  — from  the  report. 
* * * 

By  lifting  heavy  weights,  body  builders  increase  the 
size  and  strength  of  their  muscles. 

Similarly,  thoracic  surgeons  have  observed  that 
when  heart  muscles  are  forced  to  work  abnormally 
hard  because  of  diseased  valves  or  arteries,  they  will 
grow  larger. 

But  while  pumping  iron  is  generally  a harmless  pas- 
time, the  excess  work  involved  in  pumping  blood 
through  an  inefficient  heart  is  not.  Overgrown  and 
diseased  hearts  are  far  more  easily  damaged  during 
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open  heart  surgery  by  a temporary  lack  of  oxygen  than 
are  normal-sized  hearts. 

Now,  medical  center  scientists  are  beginning  a 
major  study  to  find  out  why.  Supported  by  a $484,000 
grant  from  the  National  Heart,  Lung  and  Blood  Insti- 
tute, they  hope  to  apply  their  findings  to  make  cardiac 
surgery  safer. 

Dr.  Andrew  Wechsler,  professor  of  surgery,  is  the 
three-year  project’s  principal  investigator.  In  an 
interview,  he  said  he  and  his  colleagues  will  examine 
the  effects  of  ischemia  — an  absence  of  oxygen- 
carrying blood  — in  both  normal  animal  hearts  and 
hearts  that  have  grown  too  large. 

They  will  focus  on  ischemia’s  impact  on  the  filling 
(diastolic)  and  contraction  (systolic)  mechanisms  of 
the  heart.  They  will  also  try  to  determine  the 
biochemical  changes  that  occur  in  the  thickened  walls 
of  the  ventricles,  the  major  pumping  chambers. 

“We  have  to  induce  temporary  ischemia  during 
open  heart  operations  so  that  we  can  repair  malfunc- 
tioning heart  valves  or  vessels  blocked  by  coronary 
artery  disease,”  the  surgeon  explained.  “Unfortu- 
nately, this  reversible  ischemia  can  create  its  own 
injury  in  people  who  have  very  marginal  heart  func- 
tion, and  it  increases  the  risk  of  the  operations.” 

* * * 

The  School  of  Medicine  has  begun  a special  effort  to 
raise  scholarship  and  loan  money  for  its  medical  stu- 
dents, stimulated  by  a challenge  grant  from  the  Henry 
J.  Kaiser  Family  Foundation  of  Palo  Alto,  Calif. 

The  foundation  will  provide  up  to  $50,000  on  a 
matching  basis.  Every  two  dollars  raised  for  scholar- 
ships will  be  matched  by  one  dollar  from  the  founda- 
tion; every  three  dollars  raised  for  education  loans  will 
be  matched  by  one  dollar. 

The  foundation  also  has  given  the  medical  school 
$100,000  for  scholarships  alone,  money  which  does 
not  have  to  be  matched. 

* * * 

In  an  attempt  to  help  youngsters  make  intelligent 
decisions  about  sex  rather  than  succumbing  to  peer 
pressure  and  misinformation,  health  professional  stu- 
dents at  the  medical  center  have  been  volunteering 
their  time  to  separate  the  facts  from  the  fallacies. 

For  the  past  11  years,  medical,  nursing,  physi- 
cians’s associates  and  graduate  students  have  been 
teaching  sex  education  to  seventh  graders  in  the  Dur- 
ham city  school  system  who  have  secured  parental 
permission  to  attend  the  classes. 

Questions  the  adolescents  posed  have  ranged  from 
the  provocative  to  the  humorous  and  back  again.  In 
recent  years,  some  of  the  tamer  ones  have  included: 

“Do  you  have  to  have  sex  with  a boyfriend?”  “If 
you  are  a woman  and  you  wear  high  heel  shoes,  will 
your  baby  come  out  lumpy?”  “Can  you  get  me  a 
picture  of  Mike  Gminski  (a  former  Duke  basketball 
star)  and  ask  him  to  sign  it?” 

“Who  first  discovered  sex,  and  how  did  it  happen?” 
“If  I don’t  have  sex  during  my  period,  I don't  have  to 


worry  about  getting  pregnant,  right?”  “Do  you  think 
it  is  true  when  you  kiss  a girl  she  will  become  preg- 
nant?” “What  is  love?” 

Rising  fourth-year  medical  student  Ed  Miller  is  a 
future  obstetrician-gynecologist  from  Columbus, 
Ohio,  who  coordinates  the  efforts  of  more  than  four 
dozen  volunteer  teachers. 

In  an  interview.  Miller  said  the  goals  of  the  course 
are  to  present  basic  facts  to  the  youngsters,  to  provide 
a reliable  and  open  outlet  for  their  curiosity  about  their 
bodies,  to  reduce  their  anxiety  about  sexual  matters 
and  to  encourage  them  to  develop  their  own  values. 

* * * 

A doctor,  a lawyer  and  a May  graduate  of  the  uni- 
versity have  been  named  to  the  university’s  36- 
member  board  of  trustees. 

The  three  are  Diana  Lynn  Hill  of  New  Orleans,  who 
recently  graduated  magnacum  laude;  Dr.  Kenneth  D. 
Weeks,  a specialist  in  internal  medicine  from  Rocky 
Mount;  and  L.  Neil  Williams,  a native  of  Charlotte 
who  practices  law  in  Atlanta. 

All  three  appointments  were  effective  July  1. 

* * * 

Results  of  a statewide  poll  show  widespread  interest 
in  cancer  information  throughout  North  Carolina, 
especially  among  women  and  among  persons  50-64 
years  old. 

Avid  newspaper  readers  and  those  who  watch  TV 
news  also  were  found  to  have  a strong  interest  in 
information  about  cancer. 

The  findings  emerged  from  this  spring’s  Carolina 
Poll,  a telephone  survey  conducted  twice  yearly  by 
journalism  students  at  the  University  of  North 
Carolina-Chapel  Hill.  The  March  poll  included  ques- 
tions on  cancer  commissioned  by  the  Cancer  Infor- 
mation Service  at  Duke’s  Comprehensive  Cancer 
Center. 

Pollsters  reached  443  persons  across  the  state,  all  at 
least  18  years  old. 

The  students,  under  the  direction  of  Dr.  Donald 
Shaw  and  Jim  Protzman  of  the  Journalism  School, 
asked  respondents  how  interested  they  were  in  getting 
more  information  about  cancer  — very  interested, 
somewhat  interested  or  not  very  interested. 

A higher  percentage  of  women  than  men  said  they 
were  very  interested  in  cancer  information  — 70  per- 
cent vs.  52  percent. 

“That  was  predicted,”  said  Dr.  Diane  McGrath, 
director  of  cancer  control  at  the  Comprehensive 
Cancer  Center  and  the  first  director  of  the  Cancer 
Information  Service. 

“Women  are  the  gatekeepers  for  health  care  in  the 
family.  They’re  generally  the  ones  who  carry  the  re- 
sponsibility for  everything  from  putting  on  Band- 
Aids,  to  making  appointments  with  the  doctor  to  giv- 
ing medicine.” 

* * * 

The  101 -year-old  man  complained  to  his  doctor 
about  a pain  in  his  left  leg. 
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“Well,”  said  the  physician,  “what  can  you  expect 
at  your  age?” 

“But  doctor,  my  right  leg  is  also  101 , and  it  doesn't 
hurt  a hit,”  the  man  replied. 

Like  that  patient's  sore  leg,  the  physical  and  mental 
problems  of  the  very  old  are  often  dismissed  as  simply 
the  infirmities  of  age,  says  Dr.  Erdman  Palmore,  pro- 
fessor of  medical  sociology. 

But  the  very  old  deserve  closer  attention  for  a 
number  of  reasons  beyond  the  fact  that  they  are  still 
human  beings,  Palmore  adds. 

“First  of  all,  they  are  members  of  a kind  of  elite 
group  — the  survivors  who  have  outlived  their  life 
expectancy,  and  so  by  definition,  they  are  superior 
individuals,”  he  said.  “On  the  other  hand,  disability 
tends  to  increase  rapidly  within  that  age  group,  and  the 
very  old  require  a disproportionately  large  share  of  the 
medical  and  service  resources  of  this  country.” 

Palmore  and  two  of  his  colleagues,  Drs.  Hsioh-Shan 
Wang  and  John  Nowlin,  are  beginning  a five-year 
longitudinal  study  of  the  very  old  in  an  effort  to  learn 
more  about  them  in  illness  and  health.  Dr.  George 
Maddox,  director  of  the  Center  for  the  Study  of  Aging 
and  Fluman  Development,  will  serve  as  a consultant 
for  the  study,  which  is  the  first  of  its  kind  ever  under- 
taken. 

The  research,  supported  by  a $555,000  grant  from 
the  National  Institute  of  Mental  Health,  will  compare 
the  factors  that  have  led  to  mental  illness  among  the 
“old-old”  with  factors  contributing  to  mental  well- 
being. They  will  also  examine  the  effects  of  mental 
illness  and  normal  aging  on  the  physical,  mental  and 
social  processes  of  growing  old.  A third  goal  is  to  try  to 
determine  how  potentially  helpful  family  and  social 
supports  vary  depending  on  the  nature  and  duration  of 
mental  disorders. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


Twenty-seven  new  physicians  are  participating  in 
the  postgraduate  training  program  sponsored  by  the 
East  Carolina  University  School  of  Medicine  and  Pitt 
County  Memorial  Hospital. 

The  program  now  includes  77  residents  who  are 
specializing  in  family  practice,  pediatrics,  medicine, 
surgery,  psychiatry,  and  obstetrics  and  gynecology. 

The  new  group  of  residents,  who  joined  the  hospi- 
tal's house  staff  July  1,  represent  13  medical  schools 
from  across  the  nation.  More  than  half  of  the  physi- 
cians are  specializing  in  family  practice. 

Residents  in  ECU’s  program  receive  most  of  their 
clinical  training  at  Pitt  Memorial,  but  they  also  are 
assigned  rotations  in  community  hospitals,  health  care 
agencies  and  local  physicians'  offices  throughout 
Eastern  North  Carolina. 

The  first  four  physicians  to  complete  all  their  post- 
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Tenuate  © 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan* 

(diethylpropion  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Oospan  are  indicated  in  the 
management  ot  exogenous  obesity  as  a short-term  adiunct  (a  few 
weeks)  in  a regimen  of  weigh!  reduction  based  on  caloric  restriction 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRA  INDICATIONS.  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result) 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  and  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion. changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  reguires  that  the  potential  benefits 
be  weighed  against  the  potential  risks  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  . Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary 

ADVERSE  REACTIONS  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness. insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting. abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances. Allergic  Urticaria,  rash,  ecchymosis,  erythema,  Endocrine 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema 
topoietic  System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger,  Tenuate 
Dospan  (diethylpropion  hydrochloride)  controllecT-release  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age 
OVERDOSAGE  Manifestations  of  acute  overdosage  include  rest 
lessness,  tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Managemen!  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
guate  to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Reqitine")  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inauiries  to 
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Cincinnati,  Ohio  45215,  U S.A 
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Overweight  may  not  always  be  simple... 
complications  can  develop*. 

Complicated  or  not... 


Tenuate -it  makes  sense. 

And  it’s  responsible  medicine. 


’Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 

Merrell 


For  prescribing  information  see  opposite  page. 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  require 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the 
complications  in  some  patients.  Diethyl propion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen. Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page. 

In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 
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Clinical  effectiveness. 

The  anorectic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.1  And 
the  unique  chemistry  of  Tenuate  provides ". . .anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.”2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


antianxiety/antisecretory/antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome  * 


Librax 


Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 


Indications:  Based  on  a review  of  this 
drug  oy  the  National  Academy  of 
Sciences— National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

"Possibly"  effective:  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis 
Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation 


Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction:  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 
clidimum  Bromide 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS 

>;  and  against  hazardous  occupations 
mplete  mental  alertness  (e  g.,  operat- 
sry,  driving):  Physical  and  psychologi- 
cal dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 


U 


tion-prone  individuals  or  those  who  might  increase 
dosage,  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially,  increase  gradually  as 
needed  and  tolerated)  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired  renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression  suicidal  tend- 
encies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 


and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifes 
tations  not  seen  with  either  compound  alone 
reported  with  Librax.  When  chlordiazepoxide  H 
is  used  alone,  drowsiness,  ataxia,  confusion  m< 
occur,  especially  in  elderly  and  debilitated,  avoi 
able  in  most  cases  by  proper  dosage  adiustme 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  A 
encountered  isolated  instances  of  skin  eruptior 
edema,  minor  menstrual  irregularities,  nausea  a 
constipation,  extrapyramidal  symptoms,  mcreas 
and  decreased  libido— all  infrequent,  generally 
controlled  with  dosage  reduction,  changes  in  El 
patterns  may  appear  during  and  after  treatment 
blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasioi 
ally  with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  i.e..  dryness  of  mouth,  blurring  of  vision 
urinary  hesitancy,  constipation  Constipation  ha 
occurred  most  often  when  L ibrax  therapy  is  c.on 
bined  with  other  spasmolytics  and/or  low  residu 
diets 
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Magati,  Puerto  Rico  00701 


graduate  training  at  ECU  were  honored  by  the  medical 
center  in  June. 

* * * 

Dr.  Jon  B.  Tingelstad,  chairman  of  the  Department 
of  Pediatrics,  has  been  appointed  an  examiner  for  the 
National  Board  of  Medical  Examiners. 

Tingelstad  is  one  of  a group  of  100  examiners 
selected  from  among  the  foremost  teachers  in  the 
United  States  and  Canada. 

He  will  serve  on  a committee  responsible  for  de- 
veloping the  content  of  the  patient  management  prob- 
lem test  included  in  the  final  part  of  the  examination. 

* * * 

Dr.  Charles  E.  Boklage,  assistant  professor  of  mi- 
crobiology, led  a session  on  “Biology  ofTwinning"  at 
the  Third  International  Congress  on  Twin  Studies  in 
Jerusalem,  June  16-20.  Boklage  also  presented  four 
papers  titled  “Excess  Frequency  of  Lefthandedness 
in  Twins  and  Their  Parents,”  “Timing  of  Monozygot- 
ic Twinning  Events,”  “Methodological  Implications 
of  Zygosity  Difference  in  Developmental  Relation- 
ships,” and  “Zygosity-Related  Differences  in  Integ- 
rity of  Developmental  Relationships.” 

* * * 

Dr.  David  R.  Garris,  assistant  professor  of 


anatomy,  participated  in  the  Seventh  International 
Seminar  on  Blastocyst-Endometrium  Relationships 
held  at  the  University  of  Brussels,  Belgium.  He  pre- 
sented a paper  titled  “Uterine  Blood  Flow  and  Oxy- 
gen Transport  Are  Involved  in  Endometrial  Prepara- 
tion for  Blastocyst  Implantation  in  the  Guinea  Pig: 
Regulation  by  Ovarian  Steroids.” 

Garris  also  recently  received  a $3,000  grant  from  the 
N.C.  United  Way  to  support  a project,  “The  Role  of 
Uterine  Blood  Flow  and  Oxygen  Exchange  in  Preg- 
nancy.” 

* * * 

Dr.  James  D.  Fix,  associate  professor  of  anatomy, 
published  “The  Venom  Yield  of  the  North  American 
Coral  Snake  and  its  Clinical  Significance”  in  the  June 
issue  of  Southern  Medical  Journal. 

Dr.  Arthur  R.  Diani,  assistant  professor  of 
anatomy,  presented  “Morphometric  Analysis  of 
Autonomic  Nerve  Fibers  in  Nondiabetic  and 
Ketonuric  Diabetic  Chinese  Hamsters”  at  the  na- 
tional meeting  of  the  American  Diabetes  Association 
in  Washington,  D.C.,  June  15-17. 

* * * 

Faculty  members  at  the  School  of  Medicine  receiv- 
ing promotions  in  July  included  Dr.  Jo  Ann  Bell  to 
professor  of  library  science;  Dr.  Hubert  W.  Burden  to 


wont 


The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
2 8 -day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
these  patients,  write  to  us. 
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professor  of  anatomy;  Dr.  Sam  N.  Pennington  to  pro- 
fessor of  biochemistry;  and  Dr.  Richard  T.  Sawyer  to 
instructor  of  pathology. 

* * * 

Dr.  Jack  E.  Brinn,  associate  professor  of  anatomy, 
is  co-author  of  a chapter,  “Evolution  of  Pancreatic 
Islet  Functions,”  appearing  in  Evolution  of  Verte- 
brate Endocrine  Systems  published  by  Texas  Tech 
Press,  1980. 

* * * 

The  Department  of  Psychiatry  has  received  a 
$21,600  grant  from  the  National  Institute  of  Mental 
Health  to  support  basic  residency  training  in  psychia- 
try. 

* * * 

Dr.  Richard  T.  Sawyer,  instructor  of  pathology,  has 
received  a $19,736  grant  from  the  National  Heart, 
Lung  and  Blood  Institute  to  support  a project,  “Al- 
veolar Macrophage  Proliferation  in  Strontium-89 
Treated  Mice.” 

* * * 

Dr.  Rita  Saldanha,  a specialist  in  the  care  of  new- 
born babies,  has  been  appointed  assistant  professor  of 
pediatrics. 

She  will  be  a staff  physician  at  Pitt  County  Memorial 


Hospital’s  neonatal  intensive  care  unit.  The  unit  is 
operated  by  the  ECU  pediatrics  department. 

Saldanha  recently  completed  a fellowship  in 
neonatology  at  Children’s  Hospital  of  Michigan  and 
Wayne  State  University,  where  she  also  received 
additional  training  in  pediatrics. 

She  received  her  undergraduate  and  medical  de- 
grees and  completed  postgraduate  training  at  B.  J. 
Medical  College,  Poona  University,  India. 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Three  new  faculty  members  have  been  appointed  to 
Bowman  Gray's  Department  of  Psychiatry  and  Be- 
havioral Medicine. 

They  are  Dr.  L.  Jarrett  Barnhill  Jr.,  assistant  pro- 
fessor of  psychiatry,  and  Drs.  Laurence  A.  Bradley 
and  Margret  Straw,  assistant  professors  of  psychol- 
ogy. 

Barnhill  will  develop  a new,  short-term  psychiatric 
service  for  adolescents.  The  service  eventually  will 
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operate  as  a crisis  intervention  facility  in  Baptist  Hos- 
pital’s Progressive  Care  Unit.  Barnhill  will  treat  ado- 
lescents for  problems  such  as  drug  abuse,  depression 
and  other  psychoses.  Persons  17  and  under  also  may 
continue  to  be  referred  for  outpatient  evaluation  and 
treatment  in  the  Department  of  Psychiatry  and  Be- 
havioral Medicine. 

Barnhill  was  assistant  professor  of  psychiatry  at 
East  Carolina  University  School  of  Medicine  before 
coming  to  Bowman  Gray. 

Bradley  will  serve  as  interim  head  of  the  Section  on 
Medical  Psychology  and  will  direct  the  new  clinical 
service  for  persons  with  chronic  low  back  pain.  The 
clinic  will  open  in  September  and  requires  a physician 
referral. 

Dr.  Straw  will  direct  Bowman  Gray’s  Dietary  Man- 
agement Program,  which  teaches  patients  how  to 
manage  their  eating  behavior  in  order  to  reduce  and/or 
stabilize  their  weight. 

Dr.  Straw  previously  has  directed  weight  control 
programs  at  Pennsylvania  State  and  Roosevelt  uni- 
versities. 

* * * 

North  Carolina  Baptist  Hospital,  Bowman  Gray’s 
principal  teaching  hospital,  has  begun  installation  of 
an  18-million  electron  volt  linear  accelerator.  It  is 
scheduled  to  start  operation  in  this  month. 

The  18  MEV  is  the  medical  center’s  third  linear 
accelerator.  But  the  new  machine  offers  the  previ- 
ously unavailable  ability  to  treat  certain  kinds  of 
tumors  with  both  high  energy  X-rays  and  with  elec- 
trons. 

* * * 

One  of  100  outstanding  scientists  from  the  People’s 
Republic  of  China  spent  July  at  Bowman  Gray,  where 
she  studied  experimental  atherosclerosis. 

Dr.  Jaijiang  Cai,  professor  of  pathophysiology  and 
head  of  the  research  group  on  experimental 
atherosclerosis  at  Nanjing  Medical  College  in  China, 
was  chosen  by  the  World  Health  Organization  for  a 
six-month  fellowship  to  study  with  noted  researchers. 

The  focus  of  her  work  in  China  has  been  the  role  of 
lipoproteins  in  the  progression  and  regression  of 
atherosclerosis. 

Through  her  work  Dr.  Cai  had  read  published  sci- 
entific papers  written  by  Bowman  Gray’s  Dr.  Thomas 
B.  Clarkson  and  Dr.  Richard  St.  Clair.  Clarkson  is 
director  of  Bowman  Gray’s  Arteriosclerosis  Research 
Center.  St.  Clair  is  the  center’s  associate  director. 

When  her  opportunity  came  to  study  abroad,  Dr. 
Cai  listed  Clarkson’s  and  St.  Clair’s  names  as  scien- 
tists with  whom  she  would  like  to  study. 

* * * 

Three  Bowman  Gray  faculty  members  have  been 
chosen  to  receive  the  school’s  1980  Faculty  Foreign 
Travel  Awards. 

Recipients  are  Dr.  Carol  C.  Cunningham,  associate 
professor  of  biochemistry;  Dr.  Arthur  H.  Hale,  assis- 


tant professor  of  microbiology  and  immunology;  and 
Dr.  Lawrence  R.  DeChatelet,  professor  of 
biochemistry. 

Cunningham  already  has  participated  in  the  Fifth 
Biennial  International  Symposium  on  Alcoholism  in 
Cardiff,  Wales. 

Hale  used  his  award  to  participate  in  the  Fourth 
International  Congress  of  Immunology  in  Paris.' He 
also  visited  the  laboratory  of  Dr.  Arnoud  De’Puy, 
noted  French  immunologist. 

DeChatelet  planned  to  participate  in  the  Second 
European  Conference  on  the  Biochemistry  of  Phago- 
cytes in  Trieste,  Italy,  this  month. 

* * * 

A new  atlas  on  cross-sectional  anatomy,  written  by 
three  Bowman  Gray  faculty  members,  has  been  pub- 
lished by  W.  B.  Saunders  Co. 

The  co-authors  of  ‘'Basic  Atlas  of  Cross-Sectional 
Anatomy  — A Clinical  Approach”  are  Dr.  Walter  J. 
Bo,  professor  of  anatomy  ; Dr.  Isadore  Meschan, 
professor  of  radiology;  and  Dr.  Wayne  A.  Krueger, 
associate  professor  of  anatomy. 

The  355-page  book  is  intended  primarily  for  gross 
anatomy  students,  clinicians  and  technologists. 

* * * 

Dr.  Henry  M.  Chilton,  assistant  professor  of  radiol- 
ogy (radiopharmacy),  was  appointed  chairman  of  the 
Regulatory  Affairs  Committee  of  the  Section  on  Nu- 
clear Pharmacy  during  the  annual  meeting  of  the 
American  Pharmaceutical  Association. 

* * * 

Dr.  Courtland  H.  Davis  Jr.,  professor  of  neuro- 
surgery, has  been  elected  vice  president  of  the  Society 
of  Neurological  Surgeons. 

* * * 

Dr.  Charles  H.  Duckett,  associate  professor  of  fam- 
ily medicine,  has  been  appointed  to  the  Committee  on 
Credentials  of  the  North  Carolina  Medical  Society. 

* * * 

Dr.  Viola  R.  Ebert,  instructor  in  neurology  (neuro- 
psychology), has  been  elected  president  of  the  Bio- 
feedback Society  of  North  Carolina,  Inc. 

* * * 

Dr.  Hyman  B.  Muss,  associate  professor  of  medi- 
cine (hematology/oncology),  has  been  elected  chair- 
man of  the  Gynecology  Oncology  Group  Chemother- 
apy Committee. 

* * * 

Dr.  Richard  C.  Proctor,  professor  and  chairman  of 
the  Department  of  Psychiatry  and  Behavioral  Medi- 
cine, has  been  re-appointed  chairman  of  the  Ethics 
Committee  of  the  North  Carolina  District  Branch  of 
the  American  Psychiatric  Association.  He  also  has 
been  elected  a member  of  the  committee  to  work  with 
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the  North  Carolina  Industrial  Commission  of  the 
North  Carolina  Medical  Society. 

* * * 

Dr.  Robert  P.  Rieker.  assistant  professor  of  pediat- 
rics (cardiology),  has  received  the  North  Carolina 
Heart  Association's  Gold  Medallion  Award  for 
meritorious  service  in  the  fight  against  heart  disease. 


AMERICAN  COLLEGE  OF  PHYSICIANS 

Seven  North  Carolina  physicians  have  been  made 
Fellows  of  the  American  College  of  Physicians,  repre- 
senting specialists  in  internal  medicine  and  related 
fields.  They  are  Drs.  James  F.  Donohue,  Philip  J. 
Klemmer  and  Richard  I.  Walker  of  Chapel  Hill,  Dr. 


David  B.  Olin  of  Greensboro,  Dr.  John  D.  Rose  of 
Greenville,  and  Drs.  Vardaman  M.  Buckalew  Jr.  and 
Michael  H.  Rubin  of  Winston-Salem.  President  of  the 
society  is  Dr.  Stuart  Bondurant,  dean  of  the  Univer- 
sity of  North  Carolina  School  of  Medicine. 


AMERICAN  COLLEGE  OF  RADIOLOGY 

Edward  V.  Staab,  M.D.,  of  Chapel  Hill  has  been 
selected  for  Fellowship  in  the  American  College  of 
Radiology  (ACR)  in  honor  of  his  special  contributions 
to  the  medical  profession.  Dr.  Staab,  a native  of  New 
York  City,  is  a 1961  graduate  of  the  University  of 
Minnesota.  He  is  affiliated  with  North  Carolina  Me- 
morial Hospital  in  Chapel  Hill  and  the  VA  Medical 
Center  in  Fayetteville. 


STEP  UP  TO  THE  MAXIMUM 
IN  PAIN  RELIEF  WITH 


MAXIGESIC® 


ENHANCED  ANALGESIA  WITHOUT  AN 
INCREASE  IN  THE  QUANTITY  OF 
NARCOTIC  USED 

Description:  Each  gray  and  white  capsule  contains  Codeine  - 30  mg  (Warning  May  be  habit  forming); 
Acetaminophen  - 325  mg..  Promethazine  HCI  - 6.25  mg 

Action:  Maxigesic  capsules  provide  enhanced  analgesia  plus  mild  sedation  Codeine  provides  analgesic  and  an- 
titussive  actions  Acetaminophen  is  an  effective  analgesic  and  antipyretic.  Promethazine  has  antiemetic  and  an- 
tihistaminic  actions. 

Indications:  Maxigesic  provides  enhanced  analgesia  for  the  re’ief  from  the  discomfort  of  moderate  acute  pain  such 
as  may  be  associated  with  arthntis,  bursitis,  dysmenorrhea,  myalgias,  neuralgias,  sinusitis,  rheumatoid  conditions, 
headache,  tension  headache,  toothache  and  pain  associated  with  dental  procedures  It  may  also  be  useful  in  the 
temporary  relief  of  symptoms  of  the  common  cold  and  fever 
Contraindications:  Hypersensitivity  to  any  of  the  ingredients 

Warnings:  As  with  other  codeine-containing  preparations  which  may  be  habit  forming,  administration  is  not 
recommended  over  an  extended  period. 

Precautions:  Maxigesic  capsules  may  produce  drowsiness  or  dizziness  which  may  impare  ability  to  driue  or  per 
form  other  tasks  requiring  alertness.  Patients  should  be  warned  not  to  driue  an  automobile  or  operate  machinery 
should  they  experience  such  reactions  while  taking  this  drug  In  such  cases,  reduction  in  dosage  or  discontinuance  of 
the  drug  should  be  considered  Auoid  alcoholic  beverages  As  with  all  narcotic  medications,  care  should  be  exercis- 
ed in  prescribing  this  product  in  view  of  the  possibility  of  suppression  of  productive  cough 
Adverse  Reactions:  As  with  other  narcotic  containing  products,  drowsiness,  constipation,  miosis,  nausea  and 
vomiting  may  occur 

Dosage  and  Administration:  Adults  1 to  2 capsules  every  4 hours  as  needed  for  pain 
Children,  6 to  12  years  of  ages  1 capsule  every  4 hours. 

How  Supplied:  Bottles  of  100  NDC  12814-202-01 
Bottles  of  1000  NDC  12814  - 202-10 


For  technical  discussion,  clinical 
studies  & samples  please  contact 


# 


W.F.  Merchant 

Pharmaceutical  Company, Inc. 

P.O.  Box  6 

Mt.  Rainier,  Md.  20822 

Call  Collect  202-635-7890 


626 


Vol.  41,  No.  9 


Month  in 
Washington 


A provision  barring  freedom  of  institutional  choice 
for  Medicaid  patients  has  provoked  the  strong  oppo- 
sition of  the  American  Medical  Association. 

Approved  by  the  Senate  Finance  Committee  as  part 
of  a budget  cutting  package,  the  controversial  provi- 
sion would  repeal  the  present  right  of  Medicaid  pa- 
tients to  exercise  free  choice  in  selecting  qualified 
suppliers  of  medical  services.  The  amendment  au- 
thorizes states  to  limit  access  to  care  to  certain  hospi- 
tals and  other  providers. 

Although  the  provision  would  set  an  important 
precedent  involving  freedom  of  choice  and  raises 
again  the  question  of  a two-tier  health  system,  it  was 
scarcely  noticed  by  the  public  press  in  the  hectic 
scrambling  of  a Congress  that  wishes  to  be  elsewhere 
than  Washington  in  this  election  year. 

In  a letter  to  committee  Chairman  Russell  Long 
(D-La.),  the  AMA  said  the  provision  “would  change 
the  entire  thrust  and  philosophic  basis  for  the 
Medicaid  program.  Rather  than  continuing  the  pro- 
gram as  designed,  to  provide  access  to  mainstream 
medical  care  for  the  poor,  it  would  authorize  a two- 
tiered  system  of  providing  care  — one  for  the  general 
public  and  another  for  the  poor.” 

James  H.  Sammons,  M.D.,  AMA  Executive  Vice 
President,  said  this  major  redirection  of  the  program  is 
highly  undesirable.” 

Dr.  Sammons  called  for  public  hearings  and  oppor- 
tunity for  consideration  by  the  public  and  the  com- 
mittee. “We  deplore  such  precipitous  action  that 
would  have  the  long-term  effect  of  institutionalizing  a 
two-tiered  system  of  care,”  he  said. 

The  provision  is  characterized  as  affecting  only  in- 
stitutional services,  but  “in  our  view  this  proposal 
would  necessarily  effectively  limit  the  patient’s  choice 
of  physician  as  well,”  he  said.  This  result  is  inevitable 
since  patients  will  be  limited  to  physicians  having 
admitting  privileges  at  the  'Medicaid  Hospital’.” 

The  AMA  believes  that  the  Medicaid  proposal  “is 
an  ill-conceived  proposal  that  would  bar  Medicaid 
patients  from  mainstream  medical  care,”  the  AMA 
said.  “Any  benefits  from  cost-savings  that  would  be 
achieved  are  overcome  by  the  negative  impact  that 
this  provision  would  have  on  the  poor  through  the 
establishment  of  a separate  health  care  system  for  the 
poor.” 

* * * 

A proposed  provision  in  the  Mental  Health  Systems 
Bill  that  would  have  provided  a “Bill  of  Rights”  for 


the  mental  patients  has  been  overwhelmingly  defeated 
on  the  floor  of  the  Senate. 

Senator  Robert  Morgan  (D-N.C.)  with  the  strong 
backing  of  the  AMA  and  the  American  Psychiatric 
Association  (APA)  argued  that  the  private  right  of 
action  permitted  in  the  provision  “will  simply  serve  to 
encourage  frivolous  lawsuits  and  put  the  federal 
courts  in  the  business  of  reviewing  medical  decisions 
on  a case-by-case  basis.” 

The  measure  would  have  overriden  35  existing  state 
laws  and  “provide  a legal  tool  to  coerce  states  to 
spend  more  money  on  mental  health  services,”  the 
senator  said  in  a “Dear  Colleague”  letter  to  fellow 
senators. 

The  AMA  earlier  had  dispatched  a Legislative  Alert 
urging  support  of  the  Morgan  Amendment,  declaring 
the  Senate  Bill  “objectionable”  as  it  then  stood.  The 
APA  feared  that  court  suits  by  patients  would  have  led 
to  medical  treatment  decisions  by  the  judiciary, 
creating  serious  legal  impediments  to  proper  treat- 
ments. 

The  proposed  “Bill  of  Rights”  for  mental  patients, 
supported  by  Sen.  Edward  Kennedy  (D-Mass.), 
would  have  given  patients  the  right  to  refuse  treatment 
and  require  that  their  freedom  not  be  unnecessarily 
restricted,  among  other  provisions. 

The  overall  bill  extends  and  restructures  federal  aid 
to  community  based  mental  health  programs. 

* * * 

Legislation  now  before  Congress  would  block  un- 
limited public  access  to  Professional  Standards  Re- 
view Organization  (PSRO)  documents. 

The  AMA  has  urged  Congress  as  part  of  its  18-part 
package  of  PSRO  Changes  to  specify  that  PSROs  are 
not  federal  agencies  and  therefore  not  subject  to  re- 
quirements of  the  Freedom  of  Information  Law. 

A Court  of  Appeals  decision  is  pending  on  the  issue 
in  Washington. 

The  PSRO  provision  is  part  of  the  Medicare- 
Medicaid  amendments  measure  approved  by  the 
House  Commerce  and  Ways  and  Means  Committees. 
Though  it  does  not  take  the  non-federal  agency  route 
of  the  AMA  proposal,  the  amendment’s  procedures 
for  court  orders  to  obtain  information  would  serve 
much  the  same  effect. 

Seven  of  25  AMA-developed  PSRO  amendments 
were  substantially  adopted  in  the  last  Congress. 

The  18  amendments  pending  would  authorize  or- 
ganizations, including  foundations,  designated  by 
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Medical  Societies  to  be  specifically  eligible  for  con- 
sideration as  PSROs;  and  authorizing  of  physician 
polling  on  agreements  between  PSROs  and  the  gov- 
ernment. Many  current  provisions  relating  to  PSRO 
operations  would  be  deleted  or  modified  under  the 
AMA  proposals. 

* * * 

Chiropractic  students  would  be  eligible  for  the  first 
time  for  Federal  Health  Manpower  loans  under  legis- 
lation approved  by  the  Senate  Human  Resources 
Committee. 

The  provision,  by  Committee  Chairman  Harrison 
Williams  (D-N.J.),  was  part  of  the  Health  Professions 
Education  Assistance  bill  sent  to  the  Senate  floor.  The 
AMA  and  allied  health  groups  protested  that  the 
committee  should  have  deferred  the  issue  pending 
hearing  and  testimony.  The  provision  does  not  make 
schools  of  chiropractic  eligible  for  federal  support. 
The  committee  called  on  the  government  to  study  the 
safety  and  efficacy  of  chiropractic. 

The  overall  Manpower  Bill  approved  by  the  com- 
mittee sharply  restricts  federal  capitation  aid  for 
medical  schools.  However,  it  is  less  sweeping  than  a 
three  year  phase-down  adopted  by  the  House  Com- 
merce Committee. 

Complications  arising  out  of  budget  deadlines  may 
result  in  Congress  approving  a one-year  continuing 
resolution  of  aid  for  medical  schools  at  their  current 
level  for  the  fiscal  year  starting  in  October,  with  other 
provisions  of  the  congressional  legislation  taking  ef- 
fect after  that  date. 

A House-Senate  Conference  may  be  required  to 
settle  the  differences  between  the  House  and  Senate 
bills  on  chiropractic,  capitation  and  many  other  is- 
sues. 

* * * 

The  AMA  has  challenged  proposed  regulations  to 
revise  utilization  review  (UR)  procedures  for  Medi- 
care and  Medicaid. 

In  a statement  to  the  Health  Care  Financing  Ad- 
ministration (HCFA),  the  AMA  said  "the  overall  ef- 
fect of  the  proposed  regulations  does  not  meet  the 
basic  criteria  for  an  appropriate  program  in  providing 
necessary  flexibility  and  fulfilling  the  intent  of  Con- 
gress." 

HCFA  was  told  that  certain  provisions  lack  opera- 
tional flexibility,  and  that  specific  standards  relating  to 
pre-admission  and  concurrent  review,  as  well  as  those 
relating  to  prior  approval  of  elective  surgery  and  other 
procedures,  go  beyond  the  authority  established  in  the 
Social  Security  Act. 

The  definition  of  "major  diagnostic  or  therapeutic 
procedure"  is  “unacceptably  broad,”  according  to 
the  AMA. 

The  sweeping  authority  to  allow  UR  committees  to 
disapprove  elective  surgery  or  other  major  elective 
diagnostic  or  therapeutic  procedures  is  inconsistent 
with  the  Social  Security  Act  which  provides  that  the 
government  shall  not  interfere  with  the  practice  of 
medicine,  said  the  AMA. 


President  Carter  has  signed  into  law  legislation  pro- 
viding higher  pay  for  military  physicians.  The  measure 
allows  bonuses  of  $9,000-$  10.000  to  physicians  in  the 
military  as  well  as  variable  special  pay  depending  on 
years  of  service,  payment  for  board  certification  and 
incentive  special  pay  for  critical  specialities.  The  extra 
pay  could  total  up  to  $33,000  on  top  of  regular  pay.  A 
discretionary  special  pay  provision  for  Public  Health 
Service  physicians  was  included  in  the  measure. 
President  Carter  had  vetoed  an  earlier  military  pay  bill 
because  of  provisions  for  non-military  physicians  and 
non-physicians.  The  measure  was  backed  by  the 
American  Medical  Association. 

* * * 

The  active  ingredient  in  marijuana,  called  THC, 
may  be  okayed  by  the  Food  and  Drug  Administration 
this  fall  for  restricted  distribution  use  by  cancer  pa- 
tients in  order  to  reduce  nausea  caused  by  chemother- 
apy. 

An  FDA  advisory  panel  voted  five  to  four  to  make 
the  synthetic  product  available  at  cancer  treatment 
centers  and  medical  school  hospitals. 

The  AMA  told  the  FDA  that  research  on  use  of  THC 
as  an  antiemetic  should  be  pursued  in  broader  clinical 
trials.  "It  appears  that  the  effectiveness  data  ac- 
cumulated to  date  warrants  more  widespread  use  of 
THC  for  this  single  purpose  in  selected  patients," 
wrote  James  Sammons,  M.D.,  AMA  Executive  Vice 
President. 

The  AMA  commended  the  coordinated  efforts  at 
the  federal  level  "to  bring  to  practitioners  and  patients 
some  hope  of  relief  from  the  mentally  and  physically 
debilitating  side  effects  of  cancer  chemotherapy.” 

Although  the  advisory  committee  action  was  a 
boost  for  patient  groups  seeking  marijuana,  some  ar- 
gued that  the  synthetic  product  involved  is  much  less 
efficacious  than  the  natural  product. 

* * * 

The  Supreme  Court  decision  on  Medicaid  abortion 
funding  may  have  an  impact  on  federal  policies  toward 
all  beneficiaries. 

In  effect,  the  high  court  said  Congress  has  the  right 
to  impose  restrictions  on  benefits  that  might  be  avail- 
able to  the  general  public. 

By  a 5-4  vote,  the  justices  upheld  Congress’  restric- 
tions on  Medicaid  abortions,  limiting  federal  payment 
to  abortions  needed  to  save  the  lives  of  mothers  or  in 
cases  of  rape  or  incest. 

The  so-called  Hyde  Amendment,  after  Rep.  Henry 
Hyde  (R-lll.),  has  plunged  Congress  into  annual  de- 
bate for  four  years,  with  the  amendment  forces  win- 
ning out  each  time.  As  a result  of  the  Hyde  Amend- 
ment, Medicaid-funded  abortions  have  dropped  from 
300,000  before  1976  to  fewer  than  2,000  last  year. 

Pro-abortion  and  anti-abortion  forces  have  collided 
bitterly  on  the  issue  and  opportuned  Congress  un- 
ceasingly. More  congressional  mail  has  been  gener- 
ated on  abortion  than  on  any  other  subject. 

The  court’s  ruling  came  as  the  Health  and  Human 
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YOU  DESERVE 
THE  BEST 


When  it  comes  to  professional  liability  coverage  in  North  Carolina,  one  company  stands 
out  as  best  — Medical  Liability  Mutual  Insurance  Company  of  North  Carolina  — your 
physician-owned  company. 

BEST  BECAUSE: 

We  were  the  only  company  willing  to  provide  coverage  in  North  Carolina  when  all  other 
competitors  were  refusing  to  renew  any  existing  insureds  or  issue  any  new  business 
during  the  malpractice  crisis  of  1975. 

All  policy  decisions  and  guidance  are  provided  by  North  Carolina  physicianselected  each 
year  by  you  our  policyholders  to  serve  in  your  interest  as  our  Board  of  Directors. 

As  a direct  writer  representing  only  you,  MLMIC’s  overhead  and  administrative  expenses 
consistently  average  less  than  50%  of  competitions.  This  leaves  more  money  out  of  each 
premium  dollar  to  pay  losses. 

Rating  experience  is  being  compiled  that  provides  competitive  rates  based  on  the  actual 
experience  of  our  North  Carolina  insureds. 

FOR  MANY  OTHER  REASONS  WHY  fVSLMIC  IS  BEST  FOR  YOU: 


CALL  OR  WRITE 

MEDICAL  LIABILITY  MUTUAL  INSURANCE 

COMPANY 

MARKETING  DEPARTMENT 
222  N.  Person  Street,  P.O.  Box  27285 
Raleigh,  North  Carolina  27611 
PHONES:  Raleigh  828-9334  or  Statewide  1-800-662-7917 


Services  Department  was  studying  what  constitutes 
“reasonable  and  necessary”  medical  services  that 
Medicare  and  Medicaid  should  finance.  Another  fed- 
eral study  involves  heart  transplantation  and  how  and 
whether  Medicare  patients  should  be  reimbursed  for 
the  procedure. 

Supreme  Court  Justice  Potter  Stewart,  writing  for 
the  majority  said  that  “although  Congress  has  opted  to 
subsidize  medically  necessary  abortions,  the  fact  re- 
mains that  the  Hyde  Amendment  leaves  an  indigent 


woman  with  at  least  the  same  range  of  choice  in  de- 
ciding whether  to  obtain  a medically  necessary  abor- 
tion as  she  would  have  had  if  Congress  had  chosen  to 
subsidize  no  health  care  costs  at  all. 

“We  are  thus  not  persuaded  that  the  Hyde  Amend- 
ment impinges  on  the  constitutionally  protected  free- 
dom of  choice  recognized  in  (a  prior  court  ruling).” 

In  a second  5-4  vote,  the  court  said  states  are  not 
obligated  to  pay  for  medically  necessary  abortions  for 
which  federal  reimbursement  is  not  available. 


• Full  time  physician  • Professional  counseling  staff 

• Psychiatric  consultant  • Family  program 

• Registered  nurses  • After-care  program 


P O.  Box  240197.  1715  Sharon  Road  West.  Charlotte.  N.C.  28224 


For  Information  Call  (704)  554  0285 
James  F.  Emmert,  Executive  Director 


FOR  THE  CHEMICALLY  DEPENDENT 

At  the  Charlotte  Treatment  Center  we  believe 
that  those  who  suffer  from  the  treatable  disease  of 
alcoholism,  and  their  families,  are  entitled  to  the  same 
treatment  and  loving  care  as  those  suffering  from 
any  other  disease. 
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In  Ittnmmam 


WILLIAM  CLEVELAND  LANGDON,  M.D. 

We  were  in  medical  school  together  at  the  Univer- 
sity of  North  Carolina  and  came  to  be  more  than 
classmates  — we  were  lifelong  friends.  Touching  each 
others’  lives  as  we  grew,  Bill  decided  one  summer 
night  at  Annie  Penn  Memorial  Hospital  after  deliver- 
ing a breech  that  he  was  going  to  be  an  obstetrician- 
gynecologist. 

Finishing  his  Air  Force  obligation  in  Turkey,  he 
trained  at  the  Medical  College  of  Virginia  to  become  a 
dedicated  physician  taking  care  of  women.  “Every 
delivery  was  a new  experience,  and  I am  having  fun 
every  time  I catch  one,”  he  said. 

He  was  honest,  sincere  and  trustworthy,  and  he 
enjoyed  being  with  his  family.  He  was  a teacher  and 
philosopher  and  was  never  ashamed  of  the  country 
boy  that  was  in  him. 

When  I heard  about  his  death  in  June  my  first  reac- 
tion was  sadness,  then  relief.  He  had  suffered  long 
enough.  We  will  all  miss  him.  He  had  many  friends  and 
he  touched  a lot  of  lives  in  the  short  time  that  he  was 
with  us.  He  loved  life;  he  loved  being  a physician.  He 
made  an  effort  to  find  himself  in  this  troubled  world. 

Takey  Crist,  M.D.,  Jacksonville,  N.C. 

J.  FRED  MERRITT,  M.D. 

Dr.  J . Fred  Merritt  of  Greensboro,  chief  of  medicine 
at  Wesley  Long  Hospital  for  15  years,  died  December 
6,  1979,  at  Duke  Hospital. 

Dr.  Merritt  did  his  undergraduate  work  and  two 
years  of  medical  school  at  the  University  of  North 
Carolina  in  Chapel  Hill.  He  then  attended  medical 
school  at  Northwestern  University  and  completed 
internship  there  in  1938,  when  he  returned  to  Greens- 
boro to  practice.  He  served  four  years  in  the  Army  Air 
Corps  attaining  the  rank  of  lieutenant  colonel  and  was 
a retired  lieutenant  colonel  in  the  U.S.  Army  Reserve. 
He  was  a past  president  of  the  Guilford  County  Medi- 
cal Society.  Three  years  ago  he  stepped  down  as  chief 
of  medicine  at  Wesley  Long  Hospital.  He  practiced 
with  Greensboro  Medical  Associates.  A lifelong  resi- 
dent of  Greensboro,  he  was  a past  president  of  the 
medical  board  at  Wesley  Long,  was  a member  of  the 
N.C.  Society  for  Internal  Medicine  and  was  a member 
of  the  U.S.  Power  Squadron.  A member  of  West  Mar- 
ket Street  United  Methodist  Church,  he  had  served  on 
its  board  of  stewards.  He  was  a member  of  the 
Greensboro  Cotillion. 

In  his  medical  practice,  Lred  touched  the  lives  of 
thousands  of  people  who  will  remember  gratefully  his 


complete  devotion  to  his  work  and  his  inexhaustible 
sense  of  humor.  His  colleagues,  as  well  as  his  patients, 
will  miss  him  deeply. 

Surviving  are  his  wife,  Betty  Williams  Merritt;  two 
sons,  John  Lrederick  Merritt  and  Thomas  Williams 
Merritt  of  Greensboro;  his  mother,  Mabel  C.  Merritt, 
former  principal  at  Hunter  School;  a brother,  Robert 
A.  Merritt,  Jr. , of  Greensboro;  and  two  grandchildren. 

GUILFORD  COUNTY  MEDICAL  SOCIETY 

JOHN  C.  BURWELL,  JR.,  M.D. 

Dr.  John  C.  Burwell,  Jr.,  71,  died  Feb.  25  at  Moses 
Cone  Hospital. 

He  was  a native  of  Henderson,  N.C.,  and  a 1933 
graduate  of  the  Duke  University  Medical  School.  He 
was  certified  by  the  American  Board  of  Obstetrics  and 
Gynecology  and  had  practiced  this  specialty  in 
Greensboro  for  many  years.  Dr.  Burwell  was  a 
member  of  the  American  College  of  Surgeons  and  was 
past  president  of  the  Guilford  County  Medical  Soci- 
ety, the  Greensboro  Academy  of  Medicine  and  the 
South  Atlantic  Association  of  Obstetrics  and  Gyne- 
cology. 

Dr.  Burwell  belonged  to  the  Greensboro  Rotary 
Club  and  was  a World  War  II  Air  Force  veteran.  He 
was  a member  of  West  Market  Street  United 
Methodist  Church,  where  he  had  served  on  the  ad- 
ministrative board.  For  many  years  he  taught  a class 
for  men  in  the  Sunday  School  of  the  church  and  led  the 
singing.  He  played  golf  regularly  until  his  arthritis 
decreased  his  ability  to  get  around.  He  was  an  avid 
fisherman  and  enjoyed  tying  his  own  flies.  He  will  be 
remembered  gratefully  by  hundreds  of  families  whose 
lives  his  practice  served  during  his  long  professional 
career. 

Surviving  are  his  wife,  Jeannette  Drost  Burwell; 
two  sons,  John  Burwell  III  and  James  H.  Burwell  of 
Greensboro;  a daughter,  Mrs.  Robert  Koger  of 
Raleigh;  a brother,  George  A.  Burwell  of  Warrenton; 
and  three  grandchildren. 

GUILFORD  COUNTY  MEDICAL  SOCIETY 

WILLIAM  D.  FARMER,  M.D. 

Dr.  William  Dempsey  Farmer,  Jr.,  72,  died  at  Wes- 
ley Long  Hospital  on  Jan.  30. 

A native  of  Bailey,  N.C.,  Dr.  Farmer  taught  for  a 
while  at  Duke  Medical  School,  of  which  he  was  a 
graduate.  He  then  practiced  his  specialty  — eye,  ear, 
nose  and  throat  — until  his  retirement. 
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He  belonged  to  the  Guilford  County  and  N.C. 
Medical  Societies  as  well  as  the  American  Medical 
Association.  He  had  been  president  of  the  Greensboro 
Academy  of  Medicine  and  the  N.C.  and  S.C.  Eye, 
Ear,  Nose  and  Throat  Medical  Society.  He  was  a 
member  of  the  Summit  Rotary  Club. 

Bill  was  an  enthusiastic  golfer  and  an  equally 


enthusiastic  supporter  of  Duke  Hospital  and  Duke 
Medical  School. 

He  is  survived  by  his  wife,  Elizabeth  Sellars 
Farmer;  a daughter,  Elizabeth  Bailey  Farmer  of 
Atlanta;  a son,  William  D.  Farmer  III  of  Portland, 
Ore. 

GUILFORD  COUNTY  MEDICAL  SOCIETY 
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Classified  Ads 


NEEDED  PRIMARY  CARE  PHYSICIAN  to  join  staff  at  growing 
practice  with  well  equipped  facility,  strong  community  support, 
guaranteed  income,  linkages  with  nearby  hospitals  and  providers. 
Located  in  scenic  area  close  to  both  rural  and  urban  amenities  in 
aggressively  growing  economy  of  central  Virginia.  Contact:  John 
T roidl,  Administrator,  P.O.  Drawer  81 , Evington,  Virginia  24550. 

PHYSICIANS:  (1)  ASSISTANT  HEALTH  DIRECTOR  FOR  DIS- 
EASE CONTROL:  Internist  or  Family  Physician  with  training  and 
experience  in  preventive  and  clinical  medicine  sought  to  head  a four 
program  division  of  Communicable  Disease,  Tuberculosis  and  Ve- 
nereal Disease  Control  and  Public  Health  Laboratory,  supervise  a 
staff  of  35  and  participate  in  other  public  health  activities.  (2) 
PEDIATRICIAN  FOR  SCHOOL  HEALTH,  BC/BE,  sought  to  act 
as  clinician/consultant  of  a large  program  and  participate  in  other 
community  health  activities.  REQUIREMENTS:  Eligibility  for 
North  Carolina  Medical  Licensure.  COMPENSATION:  $42,068- 
$49,478  starting  annual  salary  range  and  excellent  fringe  benefits. 
APPLY:  Basil  G.  Delta,  M.D.,  M.P.H.,  Director,  Mecklenburg 
County  Health  Department,  249  Billingsley  Road,  Charlotte, 
North  Carolina  28211,  (704)  375-1885. 

IMAGING  PHYSICIAN,  CT  Interest,  Part-time,  full  time,  or  locum 
tenens.  C.  Gene  Coin,  M.D.,  2507  Alberry  Place,  Fayetteville, 
N.C.  28304  (919)  323-2619. 

LOCUM  TENENS  work  wanted  — Family  and  General  Practice, 
open  availability.  T.  C.  Kolff,  M.D.,  801-566-1666. 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  AND  LOCUM 
TENENS  to  work  for  expanding  established  multi-specialty  group; 
118  JCAH  hospital,  delightful  small  historic  town  on  Albemarle 
Sound.  Salary  & %.  Life,  health,  disability,  malpractice  ins.,  etc. 
All  available.  Send  resume  to  David  Wright,  M.D.,  Chowan  Medi- 
cal Center,  Edenton,  N.C.  27932.  Tel.  (919)  482-2116. 

PHYSICIAN  ASSISTANTS  — Would  a Physician  Assistant  be  of 
benefit  to  your  practice?  The  North  Carolina  Academy  of  Physi- 
cians' Assistants  responds  promptly  to  physician  inquiries.  Con- 
tact: Paul  C.  Hendrix,  P.A.-C,  Chairman,  Employment  Commit- 


tee, 708  Duluth  Street,  Durham,  North  Carolina  27705.  Telephone: 
(919)  684-6101. 

DUKE  UNIVERSITY,  DURHAM,  NORTH  CAROLINA  — Family 
Physician  needed  in  University  Health  Service.  Primary  work  in 
Family  Practice  with  hospital  privileges  in  community  hospital 
including  obstetrics.  Write:  John  P.  Hansen,  M.D.,  Director,  Divi- 
sion of  University  Health  Service,  Box  2914,  Duke  University  Medi- 
cal Center,  Durham,  North  Carolina  27710.  An  Equal  Opportunity 
Employer. 

EMERGENCY  PHYSICIANS  — Locum  Tenens  positions  available 
immediately  and  throughout  the  year  in  coastal,  Triangle,  and 
mountain  locations  of  North  Carolina.  Wide  range  of  patient  vol- 
ume. Malpractice  provided.  Contact:  Coastal  Emergency  Physi- 
cians, P.O.  Box  8703,  Durham,  N.C.  27707,  (919)  489-6521,  in 
North  Carolina  (800)  672-1665. 

EMERGENCY  PHYSICIANS  — Full  Time  — Directorships  avail- 
able. Immediate  openings  in  coastal,  Triangle,  and  mountain  loca- 
tions in  North  Carolina.  Malpractice  provided,  excellent  benefits. 
All  inquiries  confidential.  Grow  with  an  expanding  group.  Contact: 
Coastal  Emergency  Physicians,  P.O.  Box  8703,  Durham,  N.C. 
27707,  (919)  489-6521,  in  North  Carolina  (800)  672-1665. 

NORTH  CAROLINA  — Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
beaches.  Starting  from  $55,000  to  $60,000  guaranteed.  Unlimited 
growth  — excellent  benefit  package.  Call  or  write  about  this  ex- 
cellent opportunity:  Community  Physicians,  Inc.  113  Landmark 
Square,  Virginia  Beach,  Virginia  23452  (804)  486-0844. 

VIRGINIA  — Unique  opportunity,  Emergency  Medicine.  Modern 
service.  Immediate  or  delayed  openings  for  career-oriented  physi- 
cians, unlimited  potential.  Guaranteed  income  of  $55,000  to 
$60,000  plus  excellent  benefits.  For  additional  information  contact: 
Community  Physicians,  Inc.,  113  Landmark  Square,  Virginia 
Beach,  Virginia  23452  (804)  486-0844. 
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Winchester  Surgical  Supply  Company 

200  South  Torrence- St.  Charlotte,  N.C.  28204 
Phone  No.  704-372-2240 


MEDICAL  SUPPLY  DIVISION  FOR  YOUR  PATIENTS  AT  HOME 
1500  E.  THIRD  STREET  Phone  No.  704/332-1217 


Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 


Serving  the  MEDICAL  PROFESSION  of  NORTH  CARO  UNA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 


Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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Now,  two  dosage  forms 


Nolfon 

fenoprofen  calcium 


300-mg.  Pulvules  und  6G0-mg.  Tablets 


JUdlSTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


LIBRARY 

U.C.  SAN  FRANCISCO 


of  the  calcium  salt  of  fenoprofen 
I 600  mg.  fenoprofen  respectively. 
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half-life 

Just  one  built-in  advantage 


Ensures  smooth  therapeutic  effect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium” (diazepam/Roche)  has  impor- 
tant clinical  and  pharmacological  implica- 
tions. Steady-state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly.* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

^Sellers  EM:  Drug  Metab  Rev  5(1):5-11, 1978 


effective  therapy  through 

efficient  pharmacodynamics 


Before  prescribing,  please  see  summary  of  product  information  on  next 


Librium5^25™ 

chlordiazepoxide  HO/Roche 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

I Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states.  Efficacy  beyond  four 
months  not  established  by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug 

Warnings:  Warn  patients  that  mental  and/or  physical  abilities 
required  for  tasks  such  as  driving  or  operating  machinery  may 
be  impaired,  as  may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect.  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution 
in  administering  to  addiction-prone  Individuals  or  those  who 
might  increase  dosage;  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
j needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  indi- 
| vidual  pharmacologic  effects,  particularly  in  use  of  potentiating 
[ drugs  such  as  MAO  inhibitors  and  phenothiazines  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e.g..  excitement,  stimulation  and 
| acute  rage)  have  been  reported  in  psychiatric  patients  and 
! hyperactive  aggressive  children.  Employ  usual  precautions  in 
] treatment  of  anxiety  states  with  evidence  of  impending  depres- 
S sion;  suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  oc- 
cur, especially  in  the  elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  encountered  are  iso- 
lated instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests  advisable  dur- 
ing protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  ef- 
fects. Oral-Adults:  Mild  and  moderate  anxiety  and  tension,  5 or 
10  mg  t i d.  or  q.i.d  : severe  states,  20  or  25  mg  t.i.d.  or  q.i.d. 
Geriatric  patients  5 mg  b.i  d to  q.i.d . (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI)  Capsules,  5 mg,  10 
mg  and  25  mg — bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10.  Libritabs ? (chlordiazepoxide) 
Tablets,  5 mg,  10  mg  and  25  mg — bottles  of  100  and  500.  With 
respect  to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable. 
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gram design  which  allows  you  to  tailor  a 
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you  because  the  AMA  Auxiliary  has  planned 
a number  of  interesting  and  exciting  tours 
and  educational  sessions. 
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Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $100  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month:  benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  1 2 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 
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GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 


IT'S  HIGHLY 
RECOMMENDED... 

AND  FOR  GOOD  REASONS 
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provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 
helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses;  and  it’s  painless 
and  cosmetically  pleasing 

contains  three  antibiotics  that  are  rarely  used  systemically 

you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  Vi  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPORIN  Ointment 

'polymyxin  B-bacitracin-neomycin) 
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m 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


jEach  gram  contains  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
j5  mg  (equivalent  to  3.5  mg  neomycin  base);  special  white 
jpetrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
|(approx  ) foil  packets 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin  The 
manifestation  of  sensitization  to  neomycin  is  usuallya  low 
grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a failure  to  heal.  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served. These  symptoms  regress  quickly  on  withdrawing 
the  medication.  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  preparations. 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  Appropriate  measures  should 
be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 
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27710  — 2-year  term  (January  I.  1981-December  31.  1982) 
Charles  W.  Styron.  M.D..  615  St.  Mary's  St..  Raleigh  27605  — 
2-year  term  (January  I.  1980-December  31.  1981) 

D.  E.  Ward,  Jr.,  M.D.,  2604  N.  Elm  St.,  Lumberton  28358  — 
2-year  term  (January  I.  1980-December  3 1 , 1981) 

Jesse  Cai  dwell,  Jr.,  M.D.,  1307  Park  Lane,  Gastonia  28052  — 
2-year  term  (January  1.  1981-December  31.  1982) 

Frank  Sohmer.  M.D..  2240  Cloverdale  Ave.,  Ste.  88,  Winston- 
Salem  27103  — 2-year  term  (January  I.  1981-December  3 1,  1982) 
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petsofl^ 

WHEN  YOU  THINK  0 ^DISABILITY— 

What  comes  to  your  mind???? 

Accidental  Injury  — unexpected  sickness! 

Loss  of  your  professional  income! 

Forced  change  in  family  life  style! 

Even  loss  of  your  professional  practice! 

THE  PRESCRIBED  TREATMENT  of  mind  is  — 

Full  participation  in  your 
SPONSORED  & RECOMMENDED 

N.C.  MEDICAL  SOCIETY  DISABILITY  INCOME  PLAN 

Since  1939 

The  only  “group”  plan  that  most  professional  people  insure  with  in  N.C. 

REASON  — the  broadest  coverage  at  the  lowest  premium  scale  — 

Recently  reduced  rates  for  members  under  age  50  by  virtue  of  Society  sponsorship  and 
high  participation  of  members. 

New  increase  of  monthly  benefits  up  to  $2,500  for  eligible  members  under  age  50! 
Variety  of  options  to  meet  either  personal  or  corporate  needs! 

No  medical  exam  required  nor  restriction  of  benefit  due  to  other  coverage! 

Personal  attention  including  payment  of  all  claims  from  our  Durham  office! 

For  details  please  call  collect  or  write  to: 


J.  L.  & J.  SLADE  CRUMPTON 

INCORPORATED 

ft  PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 


Academy  Center  • 3001  Academy  Road  • P.O.  Box  8500  • Durham,  N.C.  27707  • (919)  493-2441 
APPROVED  INSURERS  TO:  N.C.  Medical  • N.C.  Dental  • N.C.  Bar  Groups  • N.C.  Engineers  « N.C.  AIA  • N.C.  CPA  s 


NORTH  CAROLINA 
MEDICAL  SOCIETY 
MEETINGS 


ANNUAL  MEETING 

May  7-10,  1981 

Pinehurst  Hotel 
Pinehurst,  N.C. 

Opportunity  to  complete 
up  to  25  hours  of 
Continuing  Medical 
Education  credit. 


COMMITTEE  CONCLAVE 
September  23-27,  1981 


Mid  Pines  Club 
Southern  Pines,  N.C. 


LEADERSHIP 

CONFERENCE 

and 

LEGISLATIVE 
RECEPTION 
February  5-6,  1981 
Raleigh,  N.C. 


Winchester  Surgical  Supply  Company 

200  South  Torrence- St.  Charlotte,  N.C.  28204 
Phone  No.  704-372-2240 

MEDICAL  SUPPLY  DIVISION  FOR  YOUR  PATIENTS  AT  HOMI 
1500  E.  THIRD  STREET  Phone  No.  704/332-1217 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 


Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROUNA 
and  SOUTH  CAROLINA  »ince  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 


Our  salesmen  are  located  in  all  parts  of  North  Carolina 

Ke  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 


PRESIDENTS  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


NO.  5 


OCTOBER  1980 


Greetings : 

The  Mid  Pines  Committee  Conclave  of  September  24-27  was  again  a most  successful 
Society  activity.  I hope  it  was  as  rewarding  and  informative  to  the  several 
hundred  physicians  who  attended  as  it  was  to  me.  To  those  many  committee  members 
and  chairmen,  I wish  to  express  my  sincere  appreciation  for  their  attendance, 
participation,  and  direction.  To  those  long  listening,  hardworking,  attentive 
Commissioners  Drs.  Ken  Cosgrove,  John  Foust,  Bill  Hunt,  Mac  Mauney,  Gene  Mayer, 
and  Ed  Monroe,  my  expression  of  deep  appreciation  just  isn’t  enough!  As  a 
"reward"  they  attended  the  nine  hour  Council  meeting  Sunday,  September  28th. 

Some  information  from  and  Council  actions  of  that  meeting  is  as  follows:  The 

1981  Annual  Meeting  will  be  held  in  Pinehurst.  Scientific  Exhibits  will  not  be 
solicited  for  the  1981  meeting.  Technical  space  rental  was  increased  from  $275 
to  $400  to  meet  expense  of  exhibits.  A $50  registration  fee  will  be  charged  for 
non— member  physicians  attending.  Medical  Society  door  prizes  for  General  Sessions 
have  been  discontinued.  General  Sessions  will  be  modified  by  the  Arrangements 
Committee  and  presented  to  the  Council.  The  audio-visual  programs  have  been  dis- 
continued. Reservations  at  the  Charlotte  Radisson  for  the  May  1983  Annual  Meeting 
are  to  be  requested  and  consideration  given  this  for  a possible  meeting  site. 

To  aid  hospitals  in  the  JCAH  accreditation  procedure,  physician  CME  documentation 
will  be  available  if  a release  statement  is  signed  by  the  physician  on  the  form. 
There  will  be  an  equalization  of  the  size  of  the  yearly  CME  reporting  groups. 


The  Medical  Society  has  gone  on  record  as  opposing  the  following  recommendations 
of  the  Governmental  Evaluation  Commission:  (1)  a separate  board  of  osteopathy  to 
license  osteopaths  to  practice  medicine;  (2)  mandatory  reporting  requirements  of 
complete  disciplinary  information  with  immunity  for  the  reporter;  (3)  a new 
grievance  committee  to  receive  initial  complaints;  (4)  the  appointment  of  three 
public  members  to  the  Board  of  Medical  Examiners  and  the  appointment  by  the 
Governor  of  all  Board  Members.  In  addition,  the  Medical  Society  is  opposed  to 
a more  explicit  definition  of  the  nursing  practice.  The  repeal  of  the  statute 
that  allows  unlicensed  persons  to  perform  functions  under  the  direction  or  orders 
of  physicians,  dentists,  or  registered  nurses  is  opposed.  The  elimination  o^  the 
two  doctors  and  two  hospital  administrators  from  the  Nursing  Board  is  opposed. 

The  Medical  Society  is  opposed  to  home  deliveries  and  to  the  licensing  of  lay 
midwives . 


The  Committee  on  Health  Planning  & Development  will  respond  Lo  the  Bureau  of 
Health  Professionals  data  which  is  being  used  to  determine  manpower  needs  and 
will  aid  in  correcting  and  updating  this  data  base.  In  addition,  support  for 
the  AMA  position  against  HSA  solicitation  or  acceptance  of  non-Federal  funds  was 
approved.  It  is  recommended  specialty  sections  and  appropriate  committees  of 
physicians  be  involved  in  the  HSA  review  of  ten  institutional  health  services 
under  a requirement  known  as  Appropriateness  Review.  Medical  Society  members  are 
encouraged  to  participate  and  aid  in  providing  quality  care  to  Medicaid  recip- 
ients. The  Medical  Society  will  work  actively  with  the  appropriate  authority  to 
improve  the  Medicaid  program  or  aid  in  development  of  an  alternative  acceptable 
program. 
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The  Committees  on  Exhibits,  Insurance  Industry,  and  Audio-Visual  Programs  were 
discontinued.  The  appointment  of  a committee  on  aging  was  recommended.  The  con- 
cept of  a statewide  perinatal  transport  system  utilizing  the  present  emergency 
medical  services  transport  system  was  supported.  Legislation  proposed  by  the  Offic 
of  Emergency  Medicine  requiring  two  trained  personnel  on  each  ambulance  run  was 
endorsed.  Adequate  funding  of  the  Crippled  Children's  Program  and  Perinatal  Pro- 
gram was  supported.  The  statewide  TelMed  type  program  will  continue  to  be  studied. 
A comprehensive  school  health  education  seminar  will  be  sponsored  with  the  Auxiliai 
in  March  1981.  Efforts  to  improve  the  format  of  the  Journal  are  being  pursued. 

The  Committee  on  Rehabilitation  Medicine  appointed  committees  to  work  with  Medicare 
and  Medicaid  intermediaries  to  establish  standards  of  reasonable  and  necessary  care 
in  rehabilitation  centers.  Specific  standards  for  psychiatric  and  medical  practice 
in  public  community  mental  health  programs  were  strongly  recommended  to  the  North 
Carolina  Division  of  Mental  Health.  Opposition  to  changes  or  new  legislation  that 
would  lower  present  requirements  in  state  law  for  licensing  practicing  clinical 
psychologists  were  supported.  A definition  of  byssinosis  established  by  the  Societ 
ad  hoc  Committee  in  1980  was  accepted.  It  was  recommended  the  term  "brown  lung 
disease"  not  be  used.  Cooperation  with  the  UNC  School  of  Medicine  in  the  developmc 
of  a program  of  assistance  to  impaired  physicians  was  supported. 

The  Cancer  Committee  endorsed  development  of  cancer  incidence  reporting  and  state 
tumor  registry;  encouraged  hospitals  to  set  up  community  cancer  programs;  reaffirmed 
opposition  to  the  repeal  of  the  legislation  that  established  the  Medical  Society 
Cancer  Committee.  The  American  Cancer  Society  guidelines  were  recommended  to  "be 
applied  in  very  restricted  situations  to  the  healthy  asymptomatic  patient". 

The  ad  hoc  Committee  on  "Endorsed"  Insurance  Plans  will  report  again  with  recommen- 
dations to  the  Council  in  February.  A proposal  for  management  consultant's  evalua- 
tion of  Medical  Society  administration  was  approved  in  concept  and  multiple  pro- 
posals are  to  be  requested.  Budget  estimates  were  presented  for  1981.  Estimated 
revenues  are  $1,089,000.  Estimated  expenditures  are  $1,206,000.  This  is  an  esti- ' 
mated  deficit  of  $117,000.  Obviously  inflation  has  impacted  the  Medical  Society 
as  with  all  of  us.  The  added  services  of  an  editorial  assistant  for  the  Journal 
and  equalization  of  dues  between  old  and  new  members  both  directed  by  the  House 
of  Delegates  in  1980  have  contributed  to  this.  Further  presentations  and  discus- 
sions will  take  place  at  the  February  1981  Council  meeting.  Their  recommendation 
to  the  House  of  Delegates  for  a dues  increase  to  $175-$ 200  per  year  seems  inevitable 
Our  dues  structure,  even  then,  will  continue  to  be  one  of  the  lowest  of  all  state 
medical  associations.  With  your  continued  support,  interest,  and  direction  we 
will  be  one  of  the  best ! Please  invite  the  newer  physicians  in  your  community  to 
join  the  Medical  Society.  It  is  in  our  mutual  interest.  If  all  practicing  physi- 
cians were  members,  we  would  probably  not  need  a dues  increase.  It  helps  you  to 
recruit ! 

HMO/IPA  activity  continues.  Final  report  of  three  volumes  from  the  Legislative 
Commission  on  Prepaid  Health  Plans  will  be  available  mid-October.  The  Blue  Cross 
Physician  Advisory  Committee  met  again  October  1st  to  hear  proposed  policy  benefits 
and  peer  review  recommendation. 

I guess  this  is  my  last  chance!  As  I write  this  on  the  6th,  if  you  ain't  registers 
now,  shame  on  you!  You  can  still  meet  and  support  with  time,  effort,  and  money 
your  local  and  national  candidates.  Do  it  today! 

Please  let  me  hear  from  you  regarding  your  concerns.  With  every  good  wish,  I am 


Sincerely, 


IS  AS  GOOD  AS  OUR  PRACTICE: 


jWe're  physicians.  But  we're 
|o  business  people.  That’s 
Ay  our  group  practice  has  a 
Isiness  manager. 

It  takes  a lot  of  work  to  man- 
:e  all  the  business  details  of 
g rowing  practice  like  ours, 
fiat's  why  we  have  BASMED. 
huts  work  and  handles  the 
; tails. 

That  makes  everything  a lot 
isier.  Like  insurance  pro- 
ving. With  BASMED  we  do 
I tie  more  than  enter  the  name, 
.te,  and  procedure  for  each 
| tient.  BASMED  fills  in  the 
1st  from  its  vast  electronic 
lies.  It  prints  the  forms  for  the 
light  insurance  companies, 
lady  for  mailing. 

BASMED  makes  short  work 
i administrative  tasks  too— 


like  balancing  daily  receipts 
and  charges.  And  it  generates 
periodic  reports  at  the  touch  of 
a button.  For  example,  if  we 
want  information  on  account 
aging,  total  dollars  and  units 
by  procedure,  charges  by  doc- 
tor, or  insurance  claims  aging, 
BASMED  puts  it  right  in  our 
hands. 

The  result  is  a more  efficient 
office  and  improved  cashflow. 
In  fact,  BASMED  does  its  job 
so  well  that  we  hardly  know 
it's  there. 

But  our  business  manager 
does.  And  our  office  staff  does. 
They're  very  happy  with 
BASMED. 

That  makes  us  happy. 

And  that  means  we  all  do  a 
better  job. 


For  more  information  on 
how  to  give  your  practice  the 
business,  call  TOLL  FREE: 

1-800-334-7010 

In  NC  call  collect: 

919-851-8512 


Medical  Systems  Division 
Business  Application  Systems 


BASMED 

The  Medical 
Business  System 


business  application  systems,  inc. 
7334  chapel  hill  road 
raleigh,n.c.  27607 


WANTED: 

Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  dedicated  physicians, 
physicians  who  want  to  be,  not  salesmen, 
accountants,  and  lawyers,  but  physicians. 
For  such  physicians,  we  offer  a practice  that 
is  practically  perfect,  where  in  almost  no 
time  you  experience  a spectrum  of  cases 
some  physicians  do  not  encounter  in  a life- 
time, where  you  work  without  worrying 
whether  the  patient  can  pay  or  you  will  be 
paid,  and  where  you  prescribe,  not  the  least 
care,  nor  the  most  defensive  care,  but  the 
best  care. 

If  that  is  what  you  want,  join  the  physicians 
who  have  joined  the  Army.  Army  Medicine 
is  the  perfect  setting  for  the  dedicated  physi- 
cian. Army  Medicine  provides  wide-ranging 


opportunities  for  the  student,  the  resident, 
and  the  practicing  physician  alike. 

Army  Medicine  offers  fully  accredited  resi- 
dencies in  virtually  every  specialty.  Army 
residents  generally  receive  higher  compen- 
sation and  greater  responsibility  than  do 
their  civilian  counterparts  and  score  higher 
on  specialty  examinations. 

Army  Medicine  offers  an  attractive  alterna- 
tive to  civilian  practice.  As  an  Army  Officer, 
you  receive  substantial  compensation,  ex- 
tensive annual  paid  vacation,  a remarkable 
retirement  plan,  and  the  freedom  to  practice 
without  endless  insurance  forms,  malprac- 
tice premiums,  and  cash  flow  worries. 


Army  Medicine: 

The  practice  that’s 
practically  all  medicine. 


WRITE  OR  CALL  COLLECT: 


CPT.  Edward  R.  Miller,  MSC 
Dwight  David  Eisenhower 
Army  Medical  Center 
Fort  Gordon,  GA  30905 
(404)  791-6092 


An  Equal  Opportunity  Employer 


Where’s  the  Money? 


Your  billings  say  you've  made  it, 
but  your  checkbook  doesn't  show  it. 

Where's  the  money? 

Because  doctors  are  often  among  the  last 
to  be  paid,  you're  tax  rich  but  cash  poor. 
That's  where  MFS  can  help  you.  Our 
Instant  Reimbursement  Plan  provides  you 
with  instant  payment  for  all  services* 
rendered  without  any  departure  from  your 
current  office  procedures. 


In  today's  economy,  what's  the 

cost  to  you  of  not  having  your  money 

immediately? 

We  know  that  doctors  need  cash  for 
practice  expansion,  investments  and  many 
other  important  purposes.  Call  us  for  more 
information.  We  can  help  you  with  your 
specific  needs. 

•excluding  Medicaid  and  assigned  Medicare. 


Medical  Funding  Services,  Inc. 

Exclusively  serving  the  financial  needs  of  physicians,  dentists,  allied  professionals. 


MEDICAL 

FINANCING 


404-952-4591 

SUITE  B-106,  3260  POWERS  FERRY  RD. 
MARIETTA,  GA.  30067 


I I Accounts  Receivable  Financing  (will  take  all  receivables,  open  and  insumd 
I I Signature  loans:  $5,000  to  $50,000  (72  months) . 

[ : Equipment  Leasing  with  graduated  payments  | li 

: Sale  Leaseback  (includes  equipment  and  r e ale  siateiJB^^^^H  IwH 


MANDALA  CENTER  HOSPITAL 


From  timetotime  individuals  may  experience  extreme  problems  in  living.  When  this  happens,  it  may 
become  necessary  to  seek  help  from  experienced  members  of  the  medical  and  helping  professions. 
Mandala  Center  is  an  uncommon  program  dedicated  to  bringing  to  individuals  an  awareness  of  the 
source  of  their  distress  and  help  them  find  resolutions  to  their  problems. 

Mandala  Center  is  a JCAH  accredited,  private  psychiatric  hospital  that  specializes  in  the  treatment  of 
psychiatric  illness,  drug  addiction,  and  alcoholism.  The  hospital  was  established  in  1972  and  is 
founded  upon  an  interdisciplinary  treatment  approach.  The  75-bed  facility  is  located  in  Winston- 
Salem,  NC,  on  a 15-acre  site,  and  offers  a full  range  of  therapeutic  modalities.  Under  medical 
supervision,  the  treatment  team  consists  of  psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  psychiatric  nurses,  mental  health  workers  and  activitiestherapists.  General  medical  care  and 
special  medical  problems  are  provided  for  by  the  consulting  staff. 

Adults  and  adolescents  may  enter  the  program  which  handles  all  categories  of  emotional  and 
mental  dysfunction. 


MEDICAL  STAFF 

Bruce  W.  Rau,  M.D.,  Medical  Director 
Roger  L.  McCauley,  M.D. 

Larry  T.  Burch,  M.D. 

Edward  H.  Weaver,  M.D. 

Robert  W.  Gibson,  M.D. 

James  Mattox,  M.D. 

Ali  Jarrahi,  M.D.  ' 

Selwyn  Rose,  M.D. 

Glenn  N.  Burgess,  M.D. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 


MEMBERSHIP  IN: 

N.C.  Hospital  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 


For  Information,  please  contact: 
Richard  V.  Woodard,  Administrator 


Towards  Wholeness 


For  Sneezing  and 
Nasal  Congestion 


Each  prolonged  action  tablet  contains: 


Phenylephrine  Hydrochloride 25  mg 

Phenylpropanolamine  Hydrochloride 50  mg 

Chlorpheniramine  Maleate 8 mg 

Hyoscyamine Sulfate . 0.1 9 mg 

Atropine  Sulfate 0.04  mg 

Scopolamine  Hydrobromide 0.01  mg 


Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours, 

• Vasoconstrictor,  antihistaminic  actions 

• Rapid  and  prolonged  relief  of  nasal  and  sinus  congestion 

• Convenient  b.i.d.  dosage 


Boots  Pharmaceuticc 
Pioneers  in  Me< 


For  Coughing  With 
Nasal  and  Bronchial 
Congestion 


Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains: 

Codeine  Phosphate  

(WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 

Phenylpropanolamine  Hydrochloride  

Pheniramine  Maleate 

PyrilamineMaleate  

Ammonium  Chloride  

Alcohol 


65.8  mg 

. 30  mg 
. 20  mg 
. 20  mg 
. 20  mg 
200  mg 
. . . . 5% 


• Vasoconstrictor,  antihistaminic,  expectorant  actions  with 
codeine 


• Rapid  relief  of  upper  respiratory  congestion  and  cough 

• Good  tasting 


'eport,  Louisiana  71106. 

te  Family 


RU-TUSS 


TABLETS 


DESCRIPTION 


Each  prolonged  action  tablet  contains 
Phenylephrine  Hydrochloride 

25  mg 

Phenylpropanolamine  Hydrochloride 

50  mg 

Chlorpheniramine  Maleate 

8 mg 

Hyoscyamine  Sulfate 

0 19mg 

Atropine  Sulfate 

0 04  mg 

Scopolamine  Hydrobromide 

0 01  mg 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours. 

Ru-Tuss  Tablets  are  an  oral  antihistaminic.  nasal  decongestant  and  anti-secretory 
preparation. 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  Of  sinus,  nasal  and  upper  respiratory  tract  tissues  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine,  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets. 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics.  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  1 2 years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of 
MAO  inhibitors  is  contraindicated 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics, 
sedatives  or  tranquilizers. 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  car- 
diac or  peripheral  vascular  disease  or  hyperthyroidism.  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery  (See  Warnings ) 
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Perinatal  Mortality  in  a Community 
Hospital  After  the  Initiation  of  a 
High-Risk  Perinatal  Program 

John  C.  Rozier,  Jr.,  M.I). 


THE  perinatal  mortality  rate 
(PMR)  has  been  significantly 
reduced  in  this  country  in  the  past 
25  years.  This  reduction  has  been 
attributed  to  many  factors  — 
Rhogam,  antepartum  assessment  of 
fetal  status,  fetal  monitoring  in 
labor,  neonatal  intensive  care  units, 
skilled  perinatologists  and  the  de- 
velopment of  regionalized  perinatal 
care.  Such  regionalized  care  was  in- 
stituted in  Robeson  County  in  1975 
when  Southeastern  General  Hos- 
pital was  designated  as  a district 
perinatal  center.  This  paper  reviews 
and  analyzes  perinatal  mortality  at 
Southeastern  General  since  the  in- 
itiation of  this  program. 

As  can  be  seen  from  Table  I,  de- 
liveries at  Southeastern  General  in- 
creased gradually  to  more  than 
2,300  in  1977.  The  increase  since 
initiation  of  the  perinatal  program 
may  be  attributed  to  added  referrals 
from  other  communities.  The  table 
also  shows  a marked  decrease  in  the 
perinatal  mortality  rate  from  35  per 
1,000  births  in  1970  to  21  in  1978.  In 
other  words,  the  perinatal  mortality 
rate  has  been  cut  by  some  40%  since 
1970. 

The  trend  began,  however,  be- 
fore the  initiation  of  the  perinatal 
program.  A dramatic  change  oc- 
curred from  1971  to  1972  with  a 19% 
decrease  in  the  PMR.  Another 
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TABLE i 


Year 

Total 

Deliveries 

Stillborns 

Neonatal 

Deaths 

Perinatal 

Mortality 

Rate' 

1970 

2.060 

40 

32 

35 

1971 

2,089 

39 

29 

32 

1972 

2,045 

28 

25 

26 

1973 

1,958 

29 

21 

26 

1974 

1,909 

32 

20 

27 

1975 

1,815 

31 

14 

24 

1976 

2,071 

20 

20 

19 

1977 

2,326 

28 

24 

23 

1978 

2,196 

26 

22 

21 

Total: 

18,469 

273 

207 

*Per  1 ,000  births 


dramatic  change  occurred  in  the 
first  year  of  the  program  when  a 
21%  reduction  took  place.  The  rate 
has  been  fairly  stable  since  then. 
These  rates  are  higher  than  the  na- 
tional average  but  equal  to  the 
North  Carolina  average  of  23  per 
1 ,000  live  births  in  1977  and  26.5  for 
the  years  1973-1977. 1 

The  leading  cause  of  stillborns 
was  unexplained,  accounting  for 
36%  of  the  total  (Table  II).  Losses 
directly  attributable  to  premature 
labor  (23%)  and  accidents  of  labor 


(22%)  were  the  next,  the  latter  in- 
cluding two  infants  lost  due  to  de- 
hiscence of  uterine  scars  following 
previous  Cesarean  sections,  one  at 
32  weeks  and  the  other  at  38  weeks. 
There  were  six  cord  accidents.  Six 
infants  died  as  a result  of  abruptio 
placenta,  one  because  of  vasa- 
previa  and  one  attributable  to 
chorioamnionitis.  There  was  also 
one  undefined  fetal  distress. 

Maternal  disease  accounted  for 
14%  of  the  stillborns.  Four  of  these, 
two  by  the  same  patient,  were  due 


TABLE  I! 

Factors  Affecting  Stillbirth  Rate 


1975 


Unexplained  10 

Premature  Labor  4 

Accident  of  Labor  4 

Maternal  Disease  3 

Congenital  Anomalies  2 


1976 

1977 

1978 

Total 

% 

6 

7 

5 

28 

36 

3 

3 

8 

18 

23 

3 

6 

4 

17 

22 

1 

2 

5 

11 

14 

1 

0 

1 

4 

5 
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TABLE  IV 

Weight  of  Perinatal  Deaths 


Grams 

1975 

1976 

1977 

1978 

Total 

% 

<500 

0 

0 

0 

4 

4 

6 

500  - 999 

4 

8 

8 

8 

24 

43 

1000  - 1499 

2 

3 

7 

0 

12 

18 

1500  - 1999 

1 

3 

1 

4 

9 

14 

2000  - 2499 

3 

0 

1 

3 

7 

11 

2500  - 2999 

0 

2 

1 

0 

3 

5 

3000  - 3499 

0 

0 

0 

1 

1 

1 

3500  - 3999 

0 

0 

0 

1 

1 

1 

4000  - 

0 

0 

1 

0 

1 

1 

to  pregnancy-induced  hyperten- 
sion. Two  losses  were  directly  at- 
tributable to  diabetes  mellitus, 
while  a combination  of  diabetes  and 
hypertension  accounted  for  three 
fetal  deaths. 

Twenty  per  cent  of  the  stillborns 
occurred  before  28  weeks  gestation. 
This  corresponds  well  to  the  num- 
ber of  infants  lost  because  of  pre- 
maturity. Of  the  majority  lost  at 
greater  than  34  weeks  gestation 
most  were  either  unexplained  or  in- 
trapartum. In  fact,  three-fourths  of 
stillborns  were  lost  at  greater  than 
32  weeks  gestation. 

Table  III  presents  an  analysis  of 
the  etiology  of  the  deaths.  Sev- 
enty-two per  cent  were  directly  at- 
tributable to  prematurity,  nine  of 
which  were  associated  with  multi- 
ple gestation.  Twenty  per  cent  died 
as  a result  of  lethal  congenital 
anomalies,  and  6%  were  attributa- 
ble to  postnatal  asphyxia.  The  only 
other  death  was  apparently  due  to 
respiratory  distress  in  a 9 lb.  7 oz. 
infant  of  a diabetic  mother. 


The  weight  distribution  of  those 
dying  prematurely  is  indicated  in 
Table  IV.  Approximately  two- 
thirds  of  the  deaths  occurred  in  in- 
fants weighing  less  than  1500  g and 
almost  ail  were  directly  attributable 
to  prematurity.  Eleven  of  the  500- 
999  g group  were  associated  with 
multiple  births.  Most  of  the  deaths 
of  infants  weighing  more  than  2000  g 
were  attributable  to  intrapartum 
catastrophies  or  lethal  congenital 
anomalies.  Only  three  weighing 
more  than  2000  g were  lost  because 
of  respiratory  distress. 

Many  other  factors  affect  the 
perinatal  mortality  rate.  Heilman 
and  Pritchard2  pointed  out  that  the 
total  perinatal  loss  correlates  with 
the  age  and  parity  of  the  mother, 
being  generally  highest  for  infants 
born  of  women  ages  20  to  29.  In  this 


series  50%  of  the  deliveries  and 
more  than  50%  of  the  perinatal 
deaths  occurred  in  mothers  20  to  29 
years  of  age  with  only  25%  occur- 
ring in  mothers  under  20  and  8%  in 
those  over  35.  This  is  particularly 
significant  in  that  this  last  age  group 
accounted  for  only  0.03%  of  the 
total  deliveries. 

Heilman  and  Pritchard  also  noted 
that  perinatal  mortality  is  highest 
with  first  births  and  births  in  the 
order  of  six  and  over.  Forty-one  per 
cent  of  the  perinatal  deaths  in  our 
study  occurred  during  the  first 


pregnancy  with  5%  at  para  six  or 
greater.  While  this  does  not  reflect 
the  actual  PMR  for  each  birth 
group,  it  is  again  significant  that  the 
para  six  group  accounts  for  such  a 
small  percentage  of  the  total  de- 
liveries. 

Table  V shows  the  percentage  of 
perinatal  deaths  for  each  race.  For 
the  years  1973  to  1977  the  average 
PMR  was  25.5  for  whites,  27.9  for 
non-whites.  In  1977  the  comparison 


White  11  8 8 

Indian  11  12  12 

Black  9 9 11 


was  a little  more  dramatic  with  18.6 
for  whites,  28.4  for  non-whites.3 

Sixty-six  per  cent  of  perinatal 
deaths  occurred  in  patients  being 
cared  for  by  private  physicians, 
33%  in  those  at  the  clinic.  Only  4%  ;j 
had  no  prenatal  care.  Approxi- 
mately 25%  of  the  total  deliveries 
each  year  are  at  the  clinic.  Many 
patients  who  would  otherwise  be 
considered  indigent,  for  example, 
those  covered  by  Medicaid,  are 
cared  for  as  private  patients.  Cer- 
tainly these  patients  would  seem  to 
be  at  a somewhat  higher  risk. 

DISCUSSION 

The  greatest  challenge  confront- 
ing modern  obstetrics  today  is  a 
continued  decrease  in  fetal  mortal-  ■ 
ity  without  any  increase  in  maternal 
morbidity  and  mortality.  However, 
it  appears  that  we  may  be  ap- 
proaching an  irreducible  minimal 
fetal  loss.  In  other  words,  there  are 
certain  unavoidable  losses  in  spite 
of  modern  technology  and  perinatal 
clinics  for  high-risk  patients.  Cer- 
tainly infants  weighing  less  than 
1000  g at  birth,  lethal  congenital 
anomalies  and  unexplained  fetal 
death  in  utero  prior  to  the  onset  of 
labor  should  be  considered  un- 
avoidable and  in  this  review  ac- 
count for  the  largest  percentage  of 
deaths.  Almost  50%  of  the  perinatal 
deaths  in  this  series  occurred  in  in- 
fants weighing  less  than  1000  g. 


9 36  27  41 

10  45  35  30 

20  49  38  29 


TABLE  III 

Etiology  of  Neonatal  Deaths 


1975 


Prematurity  10 

Congenital  Anomalies  0 

Postnatal  Asphyxia  1 

Other  0 


1976 

1977 

1978 

Total 

% 

12 

12 

13 

47 

72 

3 

5 

5 

13 

20 

1 

0 

2 

4 

6 

0 

1 

0 

1 

2 

TABLE  V 

Effects  of  Race  on  PMR 

% of  Total 

1975  1976  1977  1978  Total  % Deliveries 


654 


Vol.  41,  No.  10 


More  than  40%  of  the  stillborns 
were  either  unexplained  fetal  death 
in  utero  prior  to  the  onset  of  labor  or 
due  to  congenital  anomalies  incom- 
patible with  life.  One  might  argue 
that  these  infants  dying  in  utero 
could  have  been  detected  by  an- 
tepartum fetal  monitoring.  While  it 
is  doubtless  true  that  monitoring  all 
patients  at  greater  than  28  weeks 
may  have  enabled  some  infants  to 
survive,  this  is  not  cost  effective  or 
practical  at  this  point. 

On  the  other  hand  there  are  lost 
infants  who  must  be  considered  sal- 
vageable, as  the  22%  of  stillborns 
resulting  from  accidents  of  labor. 
More  important,  possibly,  are  the 
23%  of  stillborns  resulting  from 


premature  labor  as  well  as  the  high 
perinatal  loss  due  to  prematurity  in 
infants  weighing  more  than  1000  g 
(30%-  in  this  series).  Although  the 
incidence  of  prematurity  is  de- 
creasing in  North  Carolina,  it  still 
remains  the  most  important  cause  of 
perinatal  death  and  is  one  of  the 
great  unsolved  problems  of  obstet- 
rics. 

The  full  impact  of  regionalization 
programs  has  yet  to  be  determined. 
One  problem  is  determining  how 
much  of  the  overall  decline  in  the 
perinatal  mortality  rate  is  due  to  re- 
gionalization. Another  problem  is 
that  measurement  of  the  effect  of 
such  programs  is  by  the  perinatal 
mortality  rate.  Certainly  fewer 


babies  are  dying  in  the  perinatal 
period.  One  also  gets  the  impression 
that  there  is  a concomitant  decrease 
in  perinatal  morbidity  although 
there  are  no  major  studies  showing  a 
decreased  incidence  of  cerebral 
palsy  or  mental  retardation.  Such 
studies  to  determine  long-term 
morbidity  in  the  perinatal  care  pro- 
gram are  in  process.  Perhaps  these 
will  reveal  the  true  impact  and  im- 
plications of  such  programs. 
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Darknesse  and  light  divide  the  course  of  time,  and  oblivion  shares  with  memory  a great  part  even  of 
our  living  beings:  we  slightly  remember  our  felicities,  and  the  smartest  streaks  of  affliction  leave  but 
short  smart  upon  us.  Sense  endureth  no  extremities,  and  sorrows  destroy  us  or  themselves.  To  weep  into 
stones  are  fables.  Afflictions  induce  callosities,  miseries  are  slippery,  or  fall  like  snow  upon  us,  which 
notwithstanding  is  no  unhappy  stupidity.  To  be  ignorant  of  evils  to  come,  and  forgetfull  of  evils  past,  is  a 
mercifull  provision  in  nature,  whereby  we  digest  the  mixture  of  our  few  and  evil  dayes,  and  our  delivered 
senses  not  relapsing  into  cutting  remembrances,  our  sorrows  are  not  kept  raw  by  the  edge  of  repetitions. 
— Sir  Thomas  Browne,  Urne-Buriall. 
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Discussion  of  Perinatal  Mortality 
in  a Community  Hospital  . . . 
by  Dr.  John  C.  Rozier,  Jr.,  M.D. 

Annie  Louise  Wilkerson,  M.D. 


I HAVE  read  Dr.  Rozier’s  paper 
with  interest  and  commend  him 
for  taking  so  much  time,  effort  and 
thought.  There  are  several  things 
that  I would  like  to  comment  on  and 
I also  have  some  questions. 

First,  Table  I.  The  increase  in  de- 
liveries may  be  attributable  to  the 
increase  in  the  number  of  referrals 
and  new  physicians. 

Second.  The  decrease  in  the 
perinatal  mortality  rate  from  1971  to 
1975  was,  no  doubt,  partially  at- 
tributable to  legalized  abortion. 
What  other  factors  played  a part  in 
the  rate's  big  drop  from  35%  to  24% 
before  the  regional  perinatal  pro- 
gram began? 
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Third:  Table  II.  Leading  cause  of 
stillborn  deaths  “unexplained.” 
These  accounted  for  36%  of  the 
total  and  64%  died  at  more  than  34 
weeks  gestation.  How  many  were 
antepartum?  How  many  intrapar- 
tum? How  many  intrapartum  and 
monitored?  How  many  autopsied? 
It  is  worrisome  to  me  that  (a)  so 
many  deaths  were  “unexplained” 
and  (b)  so  many  babies  were  lost  at 
34  weeks  gestation  and  beyond. 

Fourth.  Half  the  perinatal  deaths 
occurred  in  mothers  aged  20-29. 
These  figures  would,  at  a glance, 
imply  that  it  was  a greater  risk  to  be 
pregnant  between  20  and  30  years  of 
age.  1 think  this  isdue  to  the  fact  that 
there  are  more  mothers  in  this 
group. 

Fifth.  1 cannot  agree  that  in  North 
Carolina  we  are  approaching  an  ir- 


reducible minimum  as  far  as  fetal 
loss  is  concerned.  Would  it  help  to 

A.  Reduce  legal  congenital 
anomalies  by  genetic  counseling? 

B.  Do  autopsies  on  all  unex- 
plained fetal  deaths  in  utero? 

C.  Evaluate  premature  labor  and 
try  to  stop  it? 

D.  Screen  and  evaluate  high-risk 
mothers  by  seeing  them  more  fre- 
quently? Medically  evaluating 
them?  Counseling  them  for  future 
pregnancies? 

E.  Improve  intrapartum  or  neo- 
natal care  by  doing  more  fetal 
monitoring?  Doing  more  amnio- 
centesis? Doing  Fetal  Activity 
Tests?  Doing  Oxytocin  Challenge 
Tests?  Doing  more  B scans?  Hiring 
fulltime  neonatologists?  Having 
available  respirators  and  Constant 
Positive  Airway  Pressure? 


. . . every  Essence,  created  or  uncreated,  hath  its  final!  cause,  and  some  positive  end  both  of  its 
Essence  and  operation;  This  is  the  cause  I grope  after  in  the  workes  of  nature,  on  this  hangs  the 
providence  of  God;  to  raise  so  beauteous  a structure,  as  the  world  and  the  creatures  thereof,  was  but  his 
Art;  but  their  sundry  and  divided  operations  with  their  predestinated  ends,  are  from  the  treasury  of  his 
wisedome.  — Sir  Thomas  Browne,  Religio  Medici. 
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PHYSICIAN  ASSISTANT 
DISTRIBUTION  DATA 

Comments  on  the  Influences  of 
Statutory  Regulation,  Education 
Accreditation  Practices  and  State 
Certification  Standards 

A 1976  SURVEY1  of  4,000  physi- 
cian assistants  (PAs)  in  the 
United  States  revealed  that  more 
than  a third  (35%)  were  located  in 
the  South,  North  Carolina  ranking 
third  in  the  total  percentage  of  PAs 
by  state  (5.3%)  with  California 
(8.2%)  and  New  York  (7.7%) 
number  one  and  two.  Twenty-one 
percent  were  located  in  the  North- 
east, 21%  in  the  North  Central  area 
and  22%  in  the  West. 

It  should  come  as  no  surprise  that 
the  South,  and  North  Carolina  in 
particular,  have  a larger  percentage 
of  physician  assistants.  The  concept 
did  originate  in  North  Carolina  and 
the  PA  programs  at  Duke  and 
Bowman  Gray  have  been  in  opera- 
tion for  14  and  10  years,  respec- 
tively. During  this  time  400  PAs 
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have  graduated  from  the  Duke  pro- 
gram and  245  graduates  have  com- 
pleted the  Bowman  Gray  program. 
The  number  of  out-of-state  trained 
PAs  who  have  come  to  North  Caro- 
lina is  not  currently  known.  How- 
ever, North  Carolina  is  considered 
to  be  a good  state  for  PAs  because  of 
model  practice  statutes  worked  out 
by  excellent  legislative  committees, 
academic  leaders  and  the  organized 
efforts  and  support  of  the  North 
Carolina  Medical  Society. 

The  State  Health  Legislation  Re- 
port,2 September  1978,  produced 
by  the  Legislative  Department  Pub- 
lic Affairs  Division  of  the  AMA 
provides  the  latest  nationwide 
summary  of  practice  regulation,  ac- 
creditation and  certification  stan- 
dards for  both  PAs  and  nurse  prac- 
titioners (NPs).  Familiarity  with 
this  publication  helps  in  under- 
standing “extender”  distribution 
and  utilization  by  region  and  by 
state. 

Forty-three  states  have  enacted 
PA  statutory  legislation,  and  one 
(Texas)  regulates  the  practice  of 
PAs  solely  through  rules  promul- 
gated by  the  State  Board  of  Medical 
Examiners  rather  than  through 
legislation.  All  these  state  statutes 
and  rules  provide  that  a PA  may 


“ perform  only  under  the  supervi- 
sion of  a physician."  The  only 
states  which  have  not  enacted  PA 
laws  are  Kentucky,  Minnesota, 
Mississippi,  Missouri,  Montana  and 
New  Jersey.  In  most  states  the 
medical  licensing  authority  is  the 
responsible  agency  for  administer- 
ing applicable  PA  statutes.  Eight 
states  have  created  separate  com- 
mittees either  to  administer  the  law 
or  to  advise  the  medical  licensing 
board  on  its  administration.  Certifi- 
cation procedures  are  defined  either 
by  statute  or  by  regulation.  Two 
general  approaches  have  emerged: 

1.  Certification  based  only  upon 
meeting  certain  qualifications  es- 
tablished by  the  certifying  board  — 
very  similar  to  the  approach  used  in 
the  licensure  of  physicians.  (This  is 
used  by  North  Carolina  and  1 5 other 
states.) 

2.  Certification  by  approval  of  an 
application  submitted  by  a physi- 
cian to  employ  an  assistant  on  an 
individual  basis.  The  physician 
must  submit  a job  description  de- 
tailing the  qualifications  of  the  PA 
and  his  own  qualifications  to  super- 
vise an  assistant.  (This  approach  is 
used  in  17  states.) 

Physician  assistants  have  ben- 
efited from  the  collaboration  of  their 
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physician  educators/employers  and 
their  own  efforts  to  establish  na- 
tional standards  for  educational 
essentials  and  certification  ex- 
amination. These  strict  minimum 
educational  “essentials”  for  ac- 
crediting training  programs  have 
been  in  effect  since  1971. 3 Sub- 
sequently, in  1973  the  National 
Board  of  Medical  Examiners  first 
administered  a national  certifying 
examination  which  continues  to  be 
given  annually  under  contract  with 
the  National  Commission  on  Cer- 
tification of  Physician  Assistants. 
This  commission  maintains  a record 
of  all  certified  PAs  and  requires 
continuing  medical  education  for 
biannual  registration  and  recertifi- 
cation every  six  years. 

The  educational  “essentials”  for 
PA  programs  were  developed  by  the 
AMA  in  collaboration  with  the 
American  Academy  of  Family 
Physicians,  the  American  College 
of  Physicians,  the  American 
Academy  of  Pediatricians,  and  the 
American  Society  of  Internal  Medi- 
cine and  are  subject  to  continuing 
evaluation.  In  recent  years  the  1971 
original  “essentials”  have  been  re- 
viewed and  rewritten.  Appropriate 
organizational  review  and  public 
hearings  were  held  and  the  revised 
essentials  were  adopted  by  the  col- 
laborating organizations  in  late 
1978.  In  like  manner,  educational 
“essentials”  for  the  surgeons  as- 
sistant (SA)4  have  been  prepared  in 
collaboration  with  the  American 
College  of  Surgeons  and  other 
groups.  This  has  made  it  possible  to 
develop  a common  core  curriculum 
and  nationwide  certifying  ex- 
aminations which  has  not  been  pos- 
sible for  nurse  practitioners. 
Further,  the  PA  certifying  ex- 
amination is  required  in  many  states 
as  a prerequisite  for  approval  to 
practice.  Such  national  educational 
standards  and  certifying  ex- 
aminations do  provide  the  PA  with 
more  interstate  mobility  in  seeking 
work  than  is  possible  for  NPs. 

In  North  Carolina,  the  Board  of 
Medical  Examiners  in  reality  com- 
bines elements  of  both  approaches 
described  earlier.  This  board  re- 
quires detailed  job  descriptions, 
standing  orders  and  approved  pro- 
cedural protocols  as  part  of  its 


TABLE  I 


Graduate  Employment 
Physician  Assistant  Training  Program 
Bowman  Gray  School  of  Medicine 


Solo 

Group 

Small  town  and 
rural  (10,000) 

14 

17 

Town  and  small  city 
(10,000  to  50,000) 

7 

8 

Metropolitan 
(ovei  50.000) 
Unemployed  (15) 
deceased  (1) 

Not  working  as 
P A (12) 
unknown  (5) 

13 

18 

Totals 

34 

43 

application  from  the  PA  and  his 
supervising  employer(s).  Further- 
more, in  1978  the  North  Carolina 
Academy  of  Physician  Assistants 
passed  a resolution  recommending 
that  the  Board  of  Medical  Exam- 
iners adopt  the  additional  require- 
ment that  all  PAs  requesting  ap- 
proval to  practice  in  North  Carolina 
successfully  complete  the  National 
Commission  on  Certification  of 
Physician  Assistants  Examination. 
This  additional  requirement  has 
been  adopted  by  the  board  to  be- 
come effective  January  1,  1981. 

Deployment  — Access  to  Care 

No  precise  recent  demographic 
data  for  extender  distribution  in 
North  Carolina  are  available  but  the 
North  Carolina  Academy  of  Physi- 
cian Assistants  has  recently  com- 
pleted a survey  of  its  members 


Hospital 

Clinic  and 
other  Inst. 

Unemployed 

Employed 

9 

19 

59 

11 

10 

36 

16 

30 

77 

33 

36 

59 

33 

172 

TABLE  II 

Physician  Assistant  Program 
Graduated  (1971-1978) 
Bowman  Gray  School  of  Medicine 


Working  in  North  Carolina  113 

Working  outside  of  North  Carolina  58 

Not  working  as  PA  or  unemployed  33 

Deceased  1 

Total  205 


which  provides  useful  information. 
Also,  the  Bowman  Gray  and  Duke 
programs  annually  evaluate  their 
graduates.  Table  I displays  the 
latest  information  pertaining  to  em- 
ployment of  205  Bowman  Gray 
graduates  as  of  March.  1979. 5 It 
shows  that  35%  of  the  employed 
Bowman  Gray  graduates  are  work- 
ing in  communities  of  less  than 
10,000  people  (59/172),  55%  are 
working  in  communities  with  fewer 


TABLE  III 

Specialties  and  Practice  Settings  of  Duke  Graduates 
Employed  in  North  Carolina 


Specialty 

Setting 

Internal  Medicine 

20 

Private  Solo 

Family  Medicine 

26 

Private  Group 

Adult  Medicine* 

24 

Community/Public  Clinic 

Pediatrics 

4 

Remote/Satellite  Clinic 

Surgery 

22 

Univ  teaching  Hospital 

20 

37 

12 

2 

25 


Emergency  Medicine 

Mental  Hospital 
Other 


Private  Non-profit  Hospital 


Community  Hospital 
VA  Hospital 
Other 


‘Unspecified  ambulatory  care,  eg,  student  health. 
MORC,  etc. 
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TABLE  IV 

Comparative  Duke/Nationwide  PA  Survey* 


Duke 

Nation 

Working  In  classified  shortage  areas 

10.6% 

24.5% 

Working  in  cities  less  than  50,000  population 

38.0% 

41  4% 

Working  in  remote  or  satellite  clinics 

11.0% 

13.2% 

Working  with  hospital  privileges 

63.3% 

50.4% 

'218  Duke  graduates;  4,498  PA  respondents. 


than  50,000  people  (95/172),  and 
only  20%  are  in  solo  practice  (34/ 
172).  The  present  activities  or 
places  of  employment  of  Bowman 
Gray  graduates  are  shown  in  Table 
II.  If  one  concludes  that  over  one- 
half  of  the  1979  graduating  class  left 
North  Carolina  (as  reported  in  Part 
One  of  this  report)  and  that  all  found 
jobs,  approximately  132  of  a total  of 
244  Bowman  Gray  graduates  would 
be  currently  working  in  North  Car- 
olina. 

The  status  of  1 12  of  the  132  Duke 
PA  graduates  who  live  in  North 
Carolina  is  shown  in  Table  III  (the 
program  has  graduated  400  stu- 
dents). The  status  of  three  is  un- 
known and  17  graduates  living  in 
North  Carolina  are  not  directly  in- 
volved in  patient  care  — six  hold 
administrative/academic  positions, 
two  are  enrolled  in  medical  school, 
one  is  completing  residency  training 
in  family  medicine,  two  are  in  pri- 
vate business  as  health  consultants 
and  six  hold  technical/research  po- 
sitions at  a medical  center.  Infor- 
mation concerning  practice  locales 
of  Duke  graduates  (Table  IV)  is  also 


TABLE  V 

Type  of  Practice 
Duke  PA  Graduates 

Percentage 


Private  solo  35% 

Private  partnership  18% 

Remote/satellite  clinic  12% 

Community/public  clinic  7% 

Prepaid  group  3% 

Outpatient  clinic  5% 

Private  non-profit  hospital  15% 

Community  hospital  13% 

VA  hospital  11% 

University/teaching  hospital  8% 

Nursing  homes  8% 

Mental  health  hospital  3% 

Public  health  service  2% 

Other  health  settings  6% 


*Data  based  upon  response  of  240  graduates,  1 976-1977. 


available  from  a recent  unpublished 
national  PA  survey*  and  is  similar 
to  the  Bowman  Gray  data. 

Another  perspective  is  provided 
in  the  latest  statistics  from  the  Duke 
program  concerning  the  types  of 
practice  that  its  400  graduates  are 
currently  engaged  in  (Table  V).  The 
total  percent  column  exceeds  100% 
because  there  are  overlapping  sub- 
sets within  the  listings.  Neverthe- 
less, it  is  representative  of  the  di- 
versity of  practices  in  which  PAs 
function.  The  NCAPA  survey  of 
172/210  members  (82%)  also  pro- 
vides data  concerning  North  Caro- 
lina physician  assistants  practice 


The  distribution  and  activities  of  physician 
assistants  in  North  Carolina  is  consistent 
with  national  patterns. 

There  is  still  no  generally  accepted  view  of 
how  many  extenders  are  needed  in  states  or 
nations.  Supply  and  demand  in  the  mar- 
ketplace are  and  will  be  major  determinants 
of  the  saturation  point. 


(Table  VI)  and  geographic  distribu- 
tion (Table  VII).  Forty-four  percent 
of  the  NCAPA  members  consider 
their  practices  as  “rural,”  49%  as 
“urban.”  Twenty-seven  percent 
felt  they  practiced  in  medically  un- 
derserved areas;  63%  did  not.  It  is 
interesting  to  note  that  91%  of  the 
NCAPA  members  employed  in 


*Carter  RD,  personal  communication,  1979. 


TABLE  VI 


Type  of  Practice  — 

NCAPA  Membership 

Family  medicine 

33% 

Emergency  room 

14% 

Internal  medicine 

14% 

Surgical 

13% 

Other 

24% 

HMO 

2% 

100% 

other  than  family  medicine  or  gen- 
eral practice  reported  that  they  pro- 
vided primary  care  within  their  spe- 
cialty. The  data  presented  in  Tables 
I,  IV,  V,  VI  and  VII  are  similar  to 
those  reported  by  others.17  Schef- 
fler8  observed  that  PAs  were  prac- 
ticing in  non-metropolitan  areas 
more  frequently  than  physicians. 
Like  the  Duke,  Bowman  Gray  and 
NCAPA  current  surveys,  he  noted 
that  more  than  a third  of  PAs  were 
practicing  in  rural  areas  (communi- 
ties of  less  than  10,000  population) 
where  approximately  25%  of  the 
U.S.  population  resides,  whereas 
only  13%-15%  of  physicians  prac- 
tice in  such  areas.9  These  data  serve 
to  answer  those  who  criticize  the 
use  of  extenders  on  the  grounds  that 
it  has  failed  to  meet  one  of  its  stated 
goals  of  improving  access  and  pro- 


TABLE  VII 

Town/City  Population  — NCAPA  Mem- 
bership 

Size  Per  Cent 

Less  than  5,000  23% 

5.000  - 14,999  15% 

15.000  - 29,999  14% 

30.000  - 49,999  3% 

Greater  than  50,000  42% 


viding  health  care  in  underserved 
rural  areas.  While  the  35%  figure 
may  fall  short  of  the  goals  expressed 
in  1966,  the  “extenders”  seem  to  be 
ahead  of  their  physician  employer/ 
supervisors  in  this  regard.  The  diffi- 
culty in  this  rural  practice  immigra- 
tion stems  from  a contradiction  of 
sorts.  Many  have  criticized  the  use 
of  PAs  or  NPs  in  remote  rural  areas 
or  satellite  clinics  without  immedi- 
ate M.D.  supervision.  Thus,  some 
of  the  problem  clearly  relates  to  the 
same  difficulties  in  attracting  physi- 
cians to  these  areas  since  the  “ex- 
tender” has  to  work  for  and  under 
the  supervision  of  a physician. 

Perry’s  study10  and  Bowman 
Gray  data  (Table  I)  show  that 
53%-55%  of  PAs  work  in  communi- 
ties of  50,000  people  or  less  where 
37%  of  the  U.S.  population  resides 
but  where  only  28%  of  physicians 
choose  to  practice. 

A pitfall  in  collecting  statistical 
information  is  that  conclusions  from 
reviewing  pure  geographic  dis- 
tribution data  of  this  type  as  op- 
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posed  to  good  demographic  infor- 
mation may  be  misleading.  As  an 
example,  45%  (77/177)  of  Bowman 
Gray  graduates  locate  in  communi- 
ties with  a population  in  excess  of 
50,000  and  are  often  associated  in 
group  practices,  hospitals,  multi- 
member clinics  and  affiliated 
teaching  clinics.  This  might  imply 
that  they  are  involved  in  specialized 
practice  settings  because  of  the 
urban  sites  of  these  groups.  Not  so. 
Bowman  Gray  reports  71%  of  the 
PAs  tabulated  in  this  table  continue 
to  be  involved  in  primary  care  prac- 
tice. This  is  further  substantiated  by 
the  most  recent  Duke  data  con- 
firming that  70 % of  their  graduates 
are  involved  in  primary  care  duties. 
Two  large  recent  surveys  show  that 
between  73 % and  83%  of  PAs  are 
providing  primary  care  services.110 
These  observations  might  ease  the 
concerns  of  some  regarding  compe- 
tition for  patient  services  in  “medi- 
cally well  served’’  urban  communi- 
ties since  it  is  generally  known  that  a 
significant  problem  still  exists  in  ac- 
cess to  primary  care  in  many  urban 
locations.  The  1978  National 
Academy  of  Sciences  Report1 1 con- 
cluded that  use  of  “extenders’’  in 
these  locales  can  improve  primary 
care  access,  especially  in  hospitals, 
nursing  homes  and  in  “team”  group 
practices.  Table  V 1 1 1 is  a simple 
head  count  of  registered  and  ap- 
proved extenders  in  1 3 communities 
across  North  Carolina.  More  PAs 
are  working  in  Winston-Salem  and 
Durham  because  of  the  familiarity 
with  and  innovative  utilization  of 
such  extenders,  not  only  in  the 


TABLE  VIII 

North  Carolina  Extender  Distribution 
by  Community  (December,  1979) 


Community 

PA 

NP 

Wilmington 

3 

11 

Greenville 

3 

10 

Fayetteville 

6 

9 

Raleigh 

9 

21 

Durham 

38 

12 

Chapel  Hill 

16 

8 

Greensboro 

14 

14 

High  Point 

5 

5 

Winston-Salem 

33 

9 

Charlotte 

11 

4 

Gastonia 

2 

2 

Hickory 

4 

0 

Asheville 

13 

157 

9 

114 

medical  center,  but  also  in  commu- 
nity practice.  If  house  staffs  are  cut 
back,  PAs  can  be  effectively  used  in 
many  areas,  especially  in  some  sur- 
gical specialties.  The  somewhat 
large  numbers  of  NPs  in  Wil- 
mington, Durham,  Raleigh  and 
Greensboro  may  reflect  their  in- 
creased employment  by  large 
county  health  departments.  No 
confirmatory  data  are  in  hand,  how- 
ever. 

DISCUSSION 

The  intent  of  this  report  has  been 
to  provide  the  Executive  Council 
with  useful  objective  data  concern- 
ing the  issues  raised  in  the  introduc- 
tion. Individuals  may  develop  any 
number  of  conclusions  from  this 
“soft”  statistical  information  de- 
pending on  their  individual  biases. 
Obviously  some  specific  questions 
have  not  been  answered.  For  ex- 
ample, “What  is  the  specialty  of 
physicians  employing  PAs/NPs?’’; 
“How  many  have  (and  what  is  the 
scope  of)  hospital  privileges?”  and 
“What  type  of  extenders  are 
needed?” 

As  to  the  specialty  of  physician 
employers,  32%  of  NCAPA  mem- 
bers report  one  supervising  physi- 
cian, 32%  have  two  supervising 
physicians,  and  36%  have  from 
three  to  more  than  six  supervising 
physicans.  Obviously  not  all  PAs 
who  have  multiple  supervising 
physicans  work  for  pure  specialty 
groups  — so  the  answers  are  not 
readily  available. 

The  hospital  privilege  question  is 
real;  the  majority  of  PAs  in  North 
Carolina  do  have  them.  Seventy-six 
percent  of  the  NCAPA  members12 
and  63%  of  Duke  graduates  in  a 
nationwide  poll  have  hospital 
privileges  which  are  as  diverse  as 
the  medical  staffs  granting  them. 
The  most  restrictive  privileges  in 
North  Carolina  appear  to  be  those 
offered  by  Charlotte  Memorial 
Hospital  while  the  “model”  medi- 
cal staff  policy  for  PAs  is  thought  by 
many  to  be  that  of  Memorial  Mis- 
sion Hospital  in  Asheville.  No 
statewide  statutory  or  regulatory 
guideline  exists  for  the  granting  of 
hospital  privileges  to  any  extender. 
Overly  restrictive  hospital  privi- 
leges can  (and  have,  in  one  instance 


at  least)  significantly  hamper  and 
impede  the  effective  use  of  ex- 
tenders and  deny  them  the  opportu- 
nity to  perform  certain  acts  which 
they  have  been  approved  to  do  by 
statutory  regulations.  Each  hospital 
medical  staff  or  board  retains  this 
responsibility  and  prerogative. 

Twenty-seven  percent  of 
NCAPA  members  spend  no  time  in 
hospitals  and  29%  spend  from 
76%-100%  of  their  time  there,  the 
remaining  44%  falling  between.  The 
granting  of  hospital  privileges  to 
extenders  in  general  results  in  en- 
hanced “supervision”  in  that  it 
places  them  in  institutions  where 
their  acts  and  decisions  are  subject 
to  closer  scrutiny  because  of  the  re- 
quired chart  documentation  and 


Hospital  privileges,  varying  widely  and  de- 
fined by  individual  hospitals,  are  held  by 
about  70%  of  physician  assistants  in  North 
Carolina  Proper  practice  is  the  shared  re- 
sponsibility of  the  extender  and  the  super- 
vising physician  who  should  not  consider 
the  extender  a “surrogate"  physician. 


contact  with  physicians  inherent  in 
this  setting. 

The  critical  issues  of  consumer 
acceptance,  professional  liability, 
degree  of  supervision,  productivity, 
economics  of  care,  cost  effective- 
ness, and  quality  of  care  have  not 
been  addressed  and  are  beyond  the 
scope  of  this  report.  The  literature  is 
replete  with  in-depth  consideration 
of  these  questions.  A grant  from  the 
Robert  Wood  Johnson  Foundation 
has  supported  the  publication  of  an 
extensive  bibliography. 13  It  em- 
phasizes empirical  rather  than 
anecdotal  information  and  provides 
more  exhaustive  data  about  spe- 
cialty performance  of  the  physician 
assistant. 

One  can  readily  sympathize  with 
the  Board  of  Medical  Examiners 
because  of  its  enormous  task  in  re- 
viewing the  qualifications  of  and 
approving  the  activities  of  this  large 
group  of  physician  extenders.  The 
number  of  PA  applications  pro- 
cessed by  the  board  increased  from 
40  to  1 43  per  year  between  1 974  and 
1978.  NP  applications  jumped  from 
22  in  1974  to  135  in  1978.  The  in- 
creasing number  of  applications 
were  received  during  a period  of 
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improving  assessment,  adding  such 
requirements  as  approved  standing 
orders  and  patient  care  protocols. 
Much  of  the  added  work  of  the 
board  seems  to  have  been  related  to 
redistribution  and  relocation  of  ex- 
tenders. Thirty-two  percent  of 
NCAPA  members  have  had  two 
different  jobs  as  a PA  and  1 1%  re- 
port having  had  three  different  po- 
jsitions.  Fortunately,  54%  have  been 
employed  in  only  one  job.  Im- 
provement in  placement  counseling 
and  better  informed  physicians 
might  improve  this  situation. 

It  is  easy  to  understand  how  the 
Board  of  Medical  Examiners  might 
question  whether  North  Carolina  is 
at  the  “saturation  point"  for  PAs. 
From  the  data  reviewed  it  might  ap- 
pear to  some  that  we  are  training 
more  PAs  in  our  North  Carolina 
schools  than  we  actually  need.  We 
now  have  approximately  264  Duke 
and  Bowman  Gray  trained  PAs 
working  in  this  state  of  339  PAs  cur- 
rently approved  and  registered  for 
practice.  Therefore,  of  the  644  Duke 
and  Bowman  Gray  PA  graduates, 
we  have  “exported"  or  lost  for 
other  reasons  380  PAs  in  14  years. 
The  recent  observation  that  half  the 
1979  Bowman  Gray  class  left  the 
'state  is  significant  in  this  regard. 
Duke,  having  a large  percentage  of 
out-of-state  students,  has  tradi- 
tionally been  a “regional"  PA  pro- 
ducer and  at  least  one  Duke  gradu- 
ate is  working  in  each  of  the  50 
states. 


However,  two  recent  trends  need 
to  be  emphasized.  The  first  relates 
to  the  expanding  role  of  the  surgical 
assistant  (SA).  Although  there  are 
limited  student  places  (four  SA 
schools  nationwide),  many  PA 
graduates  have  trained  in  special 
surgical  rotations  during  the  12-15 
month  clinical  rotations  in  “primary 
care"  PA  programs.  Some  gravitate 
to  a surgical  specialty  after  gradua- 
tion due  to  positions  available  in 
surgery.  Recent  national  advertis- 
ing of  positions  for  PAs  has  listed 
increasing  opportunity  for  surgical 
practice.  A national  SA  certifying 
exam  has  been  prepared  and  is  now 
being  tested  and  the  American  Col- 
lege of  Surgeons  has  granted 
$30,000  to  support  this  effort.  The 
second  trend  is  expanded  use  of 
PAs  and  SAs  in  positions  tradi- 
tionally filled  by  junior  house  staff, 
not  only  in  academic  medical  cen- 
ters but  also  in  affiliated  private 
clinics  and  hospitals.  Some  surgical 
specialties  have  begun  to  curtail  ex- 
pansion of  house  staff  and  even  cut 
back  because  of  overproduction 
and  have  found  that  properly  used 
PAs/SAs  can  offset  this  loss.  The 
impact  of  this  enlarging  career  op- 
portunity is  uncertain  at  this  time 
but  it  is  cited  as  an  example  of  the 
difficulty  in  responding  to  Dr. 
Chaplin's  request  to  “get  at  least  a 
handle  on  the  type  of  extenders  that 
are  needed.” 

Finally,  the  finished  products  of 
both  PA/SA  and  NP  training  pro- 


grams are  much  more  sophisticated 
and  educated  people  in  many  ways 
than  they  were  in  the  formative 
years  of  the  extender  concept.  Ac- 
tion by  some  members  of  organized 
medicine  suggests  a serious  defi- 
ciency in  understanding  the  educa- 
tional background  and  training  of 
extenders.  Currently,  50%  of 
NCAPA  members  have  B.S.  de- 
grees before  entering  PA  school  and 
3%  have  masters  degrees.  Sixty 
percent  of  NCAPA  members  had 
from  four  to  10  years  of  health  care 
experience  before  entering  a PA 
program. 
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. . . one  general!  Councell  is  not  able  to  extirpate  one  single  Heresie,  it  may  be  canceld  for  the  present, 
but  revolution  of  time  and  the  like  aspects  of  Heaven,  will  restore  it.  when  it  will  flourish  till  it  be 
condemned  againe;  for  as  though  there  were  a Metempsuchosis,  and  the  soule  of  one  man  passed  into 
another,  opinions  doe  finde  after  certaine  revolutions,  men  and  mindes  like  those  that  first  begat  them 
. . . men  are  lived  over  againe;  the  world  is  now  as  it  was  in  ages  past;  there  was  none  then,  but  there  hath 
been  some  one  since  that  parallels  him,  and  is,  as  it  were,  his  revived  selft.  — Sir  Thomas  Browne, 
Religio  Medici. 
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SPECIAL  ARTICLE 


Recommendations  for  the  Optimal  Care  of  the 
Traumatized  and/or  Burned  Patient 


Part  II 

The  North  Carolina  Committee  on  Trauma 
Of  the  American  College  of  Surgeons* 


FACILITIES 

WITH  increasing  competition 
for  the  health  care  dollar  and  in 
view  of  the  enormous  cost  of 
operating  a comprehensive  trauma 
center.  North  Carolina  cannot  af- 
ford the  luxury  of  multiple  centers. 
After  considering  patient  volume, 
geography,  local  hospital  resources 
and  local  wishes,  and  after  consul- 
tation with  this  committee,  the 
North  Carolina  Medical  Society, 
the  North  Carolina  Chapter  of  the 
American  College  of  Surgeons  and 
the  North  Carolina  Hospital  As- 
sociation, the  North  Carolina  Office 
of  Emergency  Medical  Services 
must  be  prepared  to  designate 
trauma/burn  centers  when  a medi- 
cally appropriate  cost  effective  plan 
cannot  be  arrived  at  locally.  This 


•Reprints  of  the  entire  series  being  published  in  the  Journal 
will  be  available  to  physicians  in  the  state  who  may  request 
them  from  Dr.  Herbert  Proctor,  Trauma  Section,  Depart- 
ment of  Surgery.  University  of  North  Carolina  School  of 
Medicine,  Chapel  Hill  27514 


could  prevent  a rampant  “arms 
race”  with  duplicate  services  of- 
fered by  adjacent  hospitals. 

For  practical  purposes  the  guide- 
lines for  a trauma  center  in  this 
document  restrict  the  establishment 
of  trauma/burn  centers  to  the  major 
university  teaching  hospitals.  In  the 
absence  of  data  from  North  Caro- 
lina relating  to  the  potential  num- 
bers of  critically  injured  patients  re- 
quiring comprehensive  care,  we  can 
only  estimate  the  need  for  com- 
prehensive trauma/burn  centers.  If 
one  were  to  assume  that  150,000- 
200,000  trauma/burn  cases  occur 
annually  in  North  Carolina  and  that 
5%  of  these  patients  need  the  treat- 
ment offered  only  in  a comprehen- 
sive center.  North  Carolina  would 
need  three  to  five  comprehensive 
trauma/burn  centers.  No  matter 
how  these  were  distributed  among 
the  existing  university  medical 
centers,  many  of  the  state's  resi- 
dents would  live  far  from  com- 
prehensive care. 

One  solution  is  under  investiga- 


tion by  the  North  Carolina  Office  of 
Emergency  Medical  Services:  the 
creation  of  a statewide  system  for 
air  transfer  of  the  critically  ill.  The 
North  Carolina  Committee  on 
Trauma  strongly  supports  this  en- 
deavor. Such  a system  would  do 
much  to  reduce  the  number  of  cen- 
ters necessary:  however,  it  may  not 
be  feasible  to  transport  unstable  pa- 
tients of  the  type  envisioned  di- 
rectly to  a comprehensive  trauma/ 
burn  center.  Furthermore,  having 
only  three  to  five  trauma  centers 
does  not  address  the  needs  of  the 
other  95%  of  North  Carolinians 
sustaining  trauma  and  burns.  It  will 
be  necessary,  theref'.e,  to  establish 
a network  of  10  to  15  regional 
trauma/burn  centers  in  hospitals 
now  classified  as  comprehensive  or 
major  under  the  N.C.  Guidelines  for 
Categorization.  The  following  ta- 
bles, which  define  the  capabilities  in 
trauma  thought  to  be  optimal,  com- 
plement the  categorization  guide- 
lines and  are  not  intended  to  replace 
them. 
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A.  Hospital  Organization 
1.  Trauma  Service 


Surgery  Departments/Divisions 
Services/Sections  (each  staffed 
by  qualified  specialists) 

Cardiothoracic  Surgery 


General  Surgery 


Neurologic  Surgery 


Obstetrics-Gynecologic  Surgery 


Ophthalmic  Surgery 


Oral  Surgery-Dental 


Orthopaedic  Surgery 


Otorhinolaryngologic  Surgery 


Pediatric  Surgery 


Plastic  and  Maxillo-facial  Surgery 


Urologic  Surgery 


3.  Surgical  Specialist  Availability 
(See  Note  2) 

In-hospital 
24  hours  a day 

General  Surgery 


(See  Note  1) 

On-call  and  promptly 
available  from  inside  or 
outside  hospital 

Cardiac  Surgery 


General  Surgery 


Neurologic  Surgery 


Microsurgery  Capabilities 


Gynecologic  Surgery 


Ophthalmic  Surgery 


Orthopaedic  Surgery 


Otorhinolaryngologic  Surgery 


Plastic  and  Maxillo-facial  Surgery 


Thoracic  Surgery 


Urologic  Surgery 


Pediatric  Surgery 


Hand  Surgery 


Oral  Surgery  (dental) 


D 


D 


D 


D 


E D 


D 


D 


D 


D 


D 


D 


D 


D 


D 


D 


D 


D 


D 


D 


D 


D 


D 


D — 


D 


E D 


D 


iMay  be  fulfilled  when  local  conditions  insure  that  the  physician  will  be  in  the  emergency 
department  at  the  time  of  the  patient  s arrival 
2Reauirements  may  be  fulfilled  by  residents  capable  of  assessing  emergent  situations  in 
their Tsptctive  specialties  and  ./providing  any  immediately  indicated  treatment  When 
residents  are  used  to  fulfill  availability  requirements,  staff  specialists  are  to  be  on  call  and 
promptly  available  for  consultation. 


E = Essential 
D = Desirable 


Non-surgical  Specialists  Availability 
(See  Note  2) 

In-hospital 
24  hours  a day 


Anesthesiologist 

E 

D 

D 

— 

Physician  directed  anesthesia  department 

E 

E 

D 

— 

On-call  and  promptly 
available  from  inside  or 
outside  hospital 

Medical  Specialties: 
Cardiology 

E 

E 

D 

Gastroenterology 

E 

D 

— 



Hematology 

E 

E 

D 



Infectious  Diseases 

E 

D 





Internal  Medicine 

E 

D 

— 



Nephrology 

E 

D 

— 

— 

Pulmonary  Disease 

E 

D 

— 

— 

Pathology 

E 

D 

— 



Psychiatry 

E 

D 

— 



Pediatrics 

E 

D 

— 

— 

Radiology 

E 

E 

E 

D 

Special  Facilities/Resources  Capabilities 
1.  Emergency  Department 
a.  Personnel 

(1)  Designated  Medical  Director 

E 

E 

D 

D 

(2)  Physician(s)  with  special  competence 
in  care  of  the  critically  injured  on 
duty  in  E.D.  24  hours  a day  (See  Note  1) 

E 

E 

E1 

D 

(3)  RNs,  LPNs,  and  nurses’  aides  in  adequate  numbers 

E 

E 

E 

E 

b.  Equipment  — for  resuscitation  and  to  provide 
life  support  for  the  critically  or  seriously 
injured,  equipment  shall  include  but  not  be 
limited  to: 

(1)  Airway  control  and  ventilation  equipment, 
including  laryngoscopes  and  endotracheal 
tubes  of  all  sizes,  bag-mask  resuscitator, 
sources  of  oxygen  and  mechanical  ventilator 

E 

E 

E 

E 

(2)  Suction  devices 

E 

E 

E 

E 

(3)  Electrocardiograph-oscilloscope-defibrillator 

E 

E 

E 

E 

(4)  Apparatus  to  establish  central 
venous  pressure  monitoring 

E 

E 

E 

E 

(5)  All  standard  intravenous  fluids  and 
administration  devices,  including 
intravenous  catheters 

E 

E 

E 

E 

(6)  Sterile  surgical  sets  for  procedures 

standard  for  emergency  department,  such 
as  thoracostomy,  cut-down,  etc. 

E 

E 

E 

E 

(7)  Gastric  lavage  equipment 

E 

E 

E 

E 

E = Essential 
D = Desirable 


(8)  Drugs  and  supplies  necessary  for 


emergency  care 

E 

E 

E 

E 

(9) 

X-ray  capability 

E 

E 

E 

E 

(10) 

Two-way  radio  linked  with  vehicle 
of  emergency  transport  system 

E 

E 

E 

E 

(11) 

M.A.S.T.  Garment  (Medical  Antishock  Trouser)** 

E 

E 

E 

E 

(12) 

Skeletal  Tongs 

E 

E 

E 

D 

“Needed  also  as  supply  replacement  item  from  EMS  crews. 

Intensive  Care  Units  (ICU)  — For  trauma  patients, 
ICU’s  may  be  separate  specialty  units. 

a.  Designated  Medical  Director 

E 

E 

D 

— 

b.  Physician  on  duty  in  ICU  24  hours  a day 
or  immediately  available  from  in-hospital 

E 

D 

D 

c.  Nurse-patient  minimum  ratio — 1:2  on  each  shift 

E 

E 

E 

— 

d.  Immediate  access  to  clinical  laboratory  services 

E 

E 

E 

— 

e.  Equipment: 

(1)  Airway  control  and  ventilation  devices 

E 

E 

E 

(2) 

Oxygen  source  with  concentration  controls 

E 

E 

E 

— 

(3) 

Cardiac  emergency  cart 

E 

E 

E 

— 

(4) 

Temporary  transvenous  pacemaker 

E 

E 

E 

— 

(5) 

Electrocardiograph-oscilloscope-defibrillator 

E 

E 

E 

— 

(6) 

Cardiac  output  monitoring 

E 

E 

D 

— 

(7) 

Electronic  pressure  monitoring 

E 

E 

D 

— 

(8) 

Mechanical  ventilator-respirator 

E 

E 

E 

— 

(9) 

Patient  weighing  devices 

E 

E 

D 

— 

(10) 

Pulmonary  function  measuring  devices 

E 

E 

E 

— 

(11) 

Temperature  control  devices 

E 

E 

E 

— 

(12) 

Pressure  distribution  equipment 

E 

E 

E 

— 

(13) 

Drugs,  intravenous  fluids,  and  supplies 

E 

E 

E 

— 

(14) 

Intracranial  pressure  monitoring  devices 

E 

D 

— 

— 

(15) 

Electroencephalography 

E 

D 

— 

— 

Postanesthetic  Recovery  Room  (PAR)  (SICU  is  acceptable.) 

a.  Registered  nurses  and  other  essential 
personnel  24  hours  a day 

E 

E 

E 

E 

b.  Physician  (usually  anesthesiologist) 
supervision  in-hospital  24  hours  a day 

E 

D 

D 

_ 

c.  Appropriate  monitoring  and  resuscitation  equipment 

E 

E 

E 

E 

Organized  Burn  Care 

Physician-directed  burn  center/unit 
staffed  by  nursing  personnel  trained 
in  burn  care  and  equipped  properly 
for  care  of  the  extensively  burned  patient,  OR 

E 

E 

E 

Transfer  agreement  with  nearby  burn 
center  or  hospital  with  a burn  unit 

E 

E 

E 

E 

5. 

Capability  for  emergency  care  of 
acute  spinal  cord  injuries  and 
prearranged  transfer  agreements 

E 

E 

E 

E 

6. 

Radiological  Special  Capabilities 
a.  Angiography  of  all  types 

E 

E 

D 

b.  Sonography 

E 

D 

— 

— 

c.  Nuclear  scanning 

E 

D 

— 

— 

d.  Computerized  tomography 

E 

D 

— 

— 

7. 

Rehabilitation  Medicine 

E 

D 

— 

— 

Operating  Suite  Special  Requirements — equipment — instrumentation 
1.  Operating  room  immediately  available  24  hours  a day 

E 

E 

D 

2. 

Cardiopulmonary  bypass  pump-oxygenator 

E 

D 

— 

— 

3. 

Operating  microscope 

E 

D 

— 

— 

4. 

Thermal  control  equipment 
a.  For  patient 

E 

E 

E 

E 

b.  For  blood 

E 

E 

E 

E 

5. 

X-ray  capability 

E 

E 

E 

E 

6. 

Endoscopes,  all  varieties 

E 

E 

E 

D 

7. 

Craniotome 

E 

E 

D 

— 

8. 

Monitoring  equipment 

E 

E 

E 

E 

Clinical  Laboratories  Services  — available  24  hours  a day 
1.  Standard  analyses  of  blood,  urine,  and  other  body  fluids 

E 

E 

E 

E 

2. 

Blood  typing  and  cross-matching 

E 

E 

E 

E 

3. 

Coagulation  studies 

E 

E 

E 

— 

4. 

Comprehensive  blood  bank  or 
access  to  a community  central 
blood  bank  and  adequate  hospital 
storage  facilities 

E 

E 

E 

E 

5. 

Blood  gases  and  pH  determinations 

E 

E 

E 

D 

6. 

Serum  and  urine  osmolality 

E 

E 

D 

— 

7. 

Microbiology 

E 

E 

D 

— 

Programs  for  Quality  Assurance 
1.  Medical  Care  evaluation  including: 
a.  Special  audit  for  trauma  deaths 

E 

E 

E 

E 

b.  Morbidity  and  mortality  review 

E 

E 

E 

E 

c.  Trauma  conference,  multidisciplinary 

E 

D 

— 

— 

d.  Medical  nursing  audit,  utilization  review  tissue  review 

E 

E 

E 

E 

e.  Medical  records  review 

E 

E 

E 

E 

E = Essential 
D = Desirable 


2.  Outreach  program:  telephone  and  on-site 


3. 


F. 

G. 


consultations  with  physicians  of  the 
community  and  outlying  areas 

E 

D 





Public  education:  injury  prevention  in 
the  home  and  industry,  and  on  the 
highways  and  athletic  fields;  standard 
first-aid;  problems  confronting  public 
medical  profession,  and  hospitals  regard- 
ing optimal  care  for  the  injured 

E 

E 

D 

Trauma  Research  Program 

D 







Training  Program 

Formal  program  in  continuing  education 
provided  by  hospital  for: 

a.  Staff  physicians 

E 

E 

D 

D 

b.  Nurses 

E 

E 

D 

D 

c.  Allied  Health  personnel 

E 

E 

D 

D 

d.  Community  physicians 

E 

E 

D 

D 

E = Essential 
D = Desirable 
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FINANCING  MEDICAL  EDUCATION 
FUTURE  PROBLEMS? 

Few  physicians  are  aware  of  the  impending  finan- 
cial dilemma  facing  medical  schools  and  their  stu- 
dents. This  communication  will  briefly  describe  some 
of  the  basic  problems  and  issues  surrounding  this  di- 
lemma. It  will  also  point  out  the  potential  negative 
consequences  to  medical  training  and  patient  care  if 
medical  educators,  government  officials  and  con- 
cerned physicians  fail  to  develop  and  implement 
long-range  financial  plans  to  solve  these  problems. 

The  costs  of  medical  education  can  be  divided  into 
two  segments:  fixed  and  variable.  Fixed  costs  relate  to 
permanent  faculty  and  staff,  support  of  library  facili- 
ties, and  the  operation  of  physical  plant  and  equip- 
ment. Variable  costs  are  related  to  the  number  of 
students  enrolled,  to  the  types  of  training  activities 
provided,  and  to  the  amount  of  financial  aid  students 
receive.  Providing  medical  education  is  an  expensive 
process  and  fixed  costs  far  outweigh  variable  costs. 
Medical  schools  are  threatened  with  a loss  of  funds  to 
pay  these  costs  and  may  have  to  compromise  student 
education  to  support  continuing  fixed  costs. 

In  the  golden  years  of  the  1960s  and  1970s,  federal 
and  state  governments  appropriated  funds  for  the  con- 
struction of  new  medical  schools  and  the  expansion  of 
existing  ones.  These  funds  were  made  available  amid 
predictions  of  the  need  for  more  health  manpower. 
The  medical  schools,  private  and  public  alike,  re- 
sponded by  increasing  enrollment,  constructing  new 
facilities  and  adding  additional  faculty  and  staff.  Both 
fixed  and  variable  costs  were  increased. 

Now,  however,  the  Department  of  Health  and 
Human  Services  (HHS)  predicts  a surplus  of  man- 
power, especially  physicians,  by  1990.  Currently, 
congressional  and  federal  administrative  leaders  are 
projecting  decreased  support  for  medical  education, 
including  the  phase-out  or  phase -down  of  research 
and  capitation  support.  Although  the  HHS  predictions 
are  questionable,  their  implications  for  medical  edu- 
cation are  clear.  Medical  schools  have  expanded  to 
meet  national  needs;  then,  seemingly  arbitrarily, 
funds  to  maintain  this  expanded  level  of  operation  are 
likely  to  be  withdrawn.  The  net  result  of  this  change  in 
direction  will  be  the  diversion  of  funds  normally  used 
to  cover  variable  (student-related)  costs  to  help  pay 
for  the  higher  level  of  continuing  fixed  costs  incurred 
during  earlier  years. 

For  example,  the  fixed  costs  of  maintaining  build- 
ings constructed  during  the  “good"  years  will  persist 


as  long  as  the  buildings  stand,  for  the  most  part  50 
years  or  so.  These  costs  will  ultimately  have  to  funded 
from  some  source  that  could  have  been  used  for  the 
medical  educational  process  itself.  When  funds  were 
made  available  for  construction  of  new  facilities,  there 
was  no  provision  for  maintaining  those  facilities  in  the 
future. 

The  expansion  of  programs  and  curricula  and  the 
construction  of  new  facilities  required  concurrent  in- 
creases in  faculty  and  staff.  Like  most  academic  in- 
stitutions, medical  schools  hired  new  faculty  on  ten- 
ure tracks  or,  in  some  cases,  tenure  was  awarded 
outright.  The  award  of  tenure  carries  financial  obliga- 
tions in  the  future.  Even  if  enrollment  is  lessened,  the 
fixed  costs  of  salary  support  for  tenured  faculty  will 
remain.  Just  as  there  was  no  provision  for  facility 
maintenance,  there  was  no  provision  for  funding  of 
tenure  commitments. 

The  changes  in  funding  policies  will  have  far- 
reaching  effects  on  all  facets  of  medical  education. 
The  three  major  facets,  research,  clinical  facilities, 
and  medical  school  faculty  and  students,  are  interde- 
pendent. Changes  in  one  aspect  necessarily  cause 
changes  in  the  others.  As  these  changes  ramify 
through  the  system,  the  quality  of  education  and  of 
future  patient  care  will  be  jeopardized. 

Research  activities  provide  the  knowledge  and  in- 
formation on  which  the  medical  school  curriculum  is 
based.  Since  the  largest  source  of  research  funds  is  the 
federal  government,  cutbacks  from  this  source  and  the 
diversion  of  funds  from  other  sources  to  pay  for  fixed  » 
costs  could  severely  impair  future  research  activities. 
Even  now  the  National  Institutes  of  Health  limit  the  1 
number  of  research  awards  to  4,900  per  year.  This 
number  will  probably  decrease  in  the  face  of  inflation 
and  the  rescission  bills  recently  passed  by  Congress. 
As  a result,  the  number  of  students  entering  the  re-  > 
search  field  will  decline,  continuing  a trend  of  the  past  I 
10  years.  These  people  will  not  be  available  either  to 
generate  new  medical  knowledge  or  to  serve  as  faculty 
to  medical  students.  The  loss  of  brilliant  minds  due  to 
lack  of  funding  means  decreased  intellectual  stimula- 
tion for  the  student.  Without  an  appropriate  level  of 
research,  the  medical  schools  will  soon  find  them- 
selves instructing  their  students  in  outmoded  tech- 
niques and  knowledge,  with  only  their  future  patients  ' 
to  suffer  from  this  lack  of  preparation. 

Theory  is  put  into  practice  in  teaching  hospitals  ! 
where  patients  are  available  for  teaching  purposes 
while  they  receive  medical  care.  Hospitals  for  the 
most  part  are  funded  by  governmental  subsidies  and 
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ion-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

-QUAGESIC e 

meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


UAGESIC — Abbreviated  Summary 
INDICATIONS:  Based  on  a review  of  this  drug  by  the 

(National  Academy  of  Sciences — Nafional  Research 
Council  and/or  other  information,  FDA  has  classified 
;the  indications  as  follows: 

"Possibly"  effective:  for  the  treatment  of  pain  accom- 
panied by  tension  and/or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache, 

Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 
The  effectiveness  of  Equagesic  in  long-term  use,  i e 
more  than  four  months,  has  not  been  assessed  by 
systematic  clinical  studies,  The  physician  should  pe- 
riodically reassess  usefulness  of  the  drug  for  the  indi- 
vidual patient. 

)NTRAINDICATIONS:  Equagesic  should  not  be  given  to 
lividuals  with  a history  of  sensitivity  or  severe  intolerance 
aspirin,  meprobamate,  or  ethoheptazine  citrate 
*RNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
ibed  for  patients  is  advised,  especially  with  those  patients 
h known  propensity  for  taking  excessive  quantities  of  drugs, 
cessive  and  prolonged  use  in  susceptible  persons,  e g , 
:oholics,  former  addicts,  and  other  severe  psychoneurot- 
, has  been  reported  to  result  in  dependence  on  or  habit- 
tion  to  the  drug.  Where  excessive  dosage  has  continued 
weeks  or  months,  dosage  should  be  reduced  gradually 
her  than  abruptly  stopped,  since  withdrawal  of  a "crutch" 
iy  precipitate  withdrawal  reaction  of  greater  proportions 
an  that  for  which  the  drug  was  originally  prescribed  Abrupt 
icontinuance  of  doses  in  excess  of  the  recommended  dose 
s resulted  in  some  cases  in  the  occurrence  of  epileptiform 
izures 

liecial  care  should  be  taken  to  warn  patients  taking  mepro- 
imate  that  tolerance  to  alcohol  may  be  lowered  with  re- 
liant slowing  of  reacfion  time  and  impairment  of  judgement 
Id  coordination 

iAGE  IN  PREGNANCY  AND  LACTATION  An  in- 
aased  risk  of  congenital  malformations  associated  with 
|8  use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide,  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies.  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered.  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced.  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery. 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended.  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies.  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally.  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given.  Should  respiration  become  very  shallow 
and  slow,  CNS  stimulants,  e g , caffeine.  Metrazol,  or  am- 


phetamine, may  be  cautiously  administered  It  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenterally 
to  restore  blood  pressure  to  normal  levels. 

ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress.  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage.  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued.  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug.  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous, maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin.  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae,  ecchymoses.  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia.  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone.  Meprobamate  should  be  stopped,  and  rein- 
stitution of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate.  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
light-headedness,  with  uneventful  recovery.  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration,  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombinemia  which,  if 
it  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin. 
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MODERATE 

PAIN 


A therapeutic  dose 
of  acetaminophen 
in  one  tablet 


A therapeutic  dose 
of  two  complementary 
analgesics 


The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 


WHY  NOT  WYGESIC e 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC— Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness,  head- 
ache, weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers  sedative-hypnot- 
ics, and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
m respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics, which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  nours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin. In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV,  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient's 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen.  IV  fluids,  vasopressors  and  other  suppor 
tive  measures  should  be  used  as  indicated  Gastric  i 
lavage  may  be  helpful  Activated  charcoal  can  ab 
sorb  a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy 
phene  alone  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  shoulc 
not  be  delayed  Copious  gastric  lavage  and  or  indue 
tion  of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neithei 
forced  diuresis  nor  hemodialysis  appears  to  be  ef 
fective  in  removing  acetaminophen  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  ot 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamine)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-1C 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme,  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407,  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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; h i rd  party  payors,  again  with  the  great  majority  of 
'unds  being  derived  from  government.  If,  because  of 
finding  restrictions,  hospitals  cannot  provide  ade- 
quate facilities,  equipment  or  staff  for  teaching,  medi- 
al students  and  patients  will  eventually  suffer. 

To  respond  to  these  cutbacks,  and  in  anticipation  of 
;he  projected  oversupply  of  health  professions  in  the 
1990s,  medical  schools  will  probably  cut  enrollment. 
This  reduction  will  also  reflect  the  phase-out  of  capi- 
;ation  support  and  will  result  in  a further  decline  in 
-evenues,  in  this  case  student-paid  tuition  and  fees. 
Fixed  costs,  however,  will  remain  approximately  the 
same.  Ironically,  therefore,  reductions  in  enrollment 
will  actually  increase  the  cost  per  student  per  year. 

We  are  then  faced  with  the  issue  of  supporting  stu- 
jents  through  medical  school.  Students  finance  their 
education  from  a number  of  sources:  Part-time  em- 
ployment, personal  savings,  contribution  from  par- 
ents or  relatives,  government  insured  loans  (GIL), 
National  Direct  Student  Loans  (NDSL),  National 
Health  Service  scholarships,  military  scholarships, 
scholarships  for  the  especially  financially  needy,  com- 
mercial loan  sources  and  loans/scholarships  from  the 
nstitution. 

Financial  support  from  military  and  National 
Health  Service  Corps  scholarships  is  a form  of  inden- 
ured  service;  a student  provides  a prescribed  period 
)f  service  in  return  for  financial  support  while  attend- 
ng  medical  school.  Federally  insured  loans  backed  by 
he  federal  government  offer  low  interest  rates  (7%) 
with  no  service  obligations  as  do  National  Direct  Stu- 


dent Loans  (NDSL)  which  require  a 3%  interest  rate. 
The  interest  is  paid  on  behalf  of  financially  needy 
students  by  the  federal  government  as  long  as  the 
student  is  matriculated  with  payments  deferred  for 
nine  months  after  graduation  from  medical  school. 
This  means  that  payment  on  these  funds  begins  dur- 
ing the  first  year  of  post-graduate  training.  Loans  from 
other  sources  such  as  the  American  Medical  Associa- 
tion and  the  federally  supported  Health  Education 
Assistance  Loans  carry  much  higher  interest  rates 
(currently  12%  and  14%,  respectively).  These  loans 
can  be  deferred  for  the  duration  of  a residency  with 
interest  accruing  to  principal  if  necessary.  Another 
federally  sponsored  program.  Health  Profession 
Loans,  carries  no  interest  during  medical  school  and 
payments  can  be  deferred  until  completion  of  a resi- 
dency. Here  also,  no  service  requirements  are  man- 
dated. 

According  to  statistics  compiled  by  the  American 
Association  of  Medical  Colleges  (AAMC)  in  1968,  44% 
of  medical  students  had  indebtedness  upon  comple- 
tion of  medical  school,  the  indebtedness  averaging 
$3,050.  Ten  years  later  the  percentage  of  students  with 
indebtedness  had  risen  to  73%  and  the  average  in- 
debtedness to  $10,450.  During  the  same  period  of 
time,  inflation  accounted  for  less  than  half  of  the  in- 
crease. By  the  time  the  students  who  entered  medical 
school  in  1979  graduate  in  1983,  it  is  not  unreasonable 
to  predict  that  90%  of  those  students  will  have  educa- 
tional indebtedness  averaging  $28,000. 

Here,  another  paradox  occurs.  Most  educational 
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indebtedness  is  related  to  government  guaranteed 
loans,  repayments  of  which  are  regulated  by  forces 
outside  of  the  academic  community.  These  loans  are 
payable  beginning  nine  months  after  completion  of 
medical  school  and  for  a 10-year  period.  At  a 7% 
interest  rate,  the  payment  on  a $10,000  loan  is  $1 16  per 
month  for  10  years.  Assuming  that  the  average  1979 
medical  school  graduate  had  an  indebtedness  of 
$17,000,  the  monthly  payment  would  be  $197  per 
month  for  10  years.  Increasing  the  interest  rate  from 
7%  to  10%  and  increasing  the  payback  period  from  10 
to  15  years  would  help  some  students  but  also  increase 
the  total  payback  by  40%. 

The  Bureau  of  Labor  Statistics  estimates  that  a 
student  should  be  able  to  pay  10%  of  after-tax  income 
toward  educational  indebtedness.  Although  this  figure 
is  open  to  challenge,  if  one  assumes  that  the  average 
house  staff  officer  should  be  able  to  meet  this  require- 
ment then  the  requirement  would  be  that  the  majority 
of  house  staff  should  make  on  the  average  $197  per 
month  payments  on  educational  indebtedness  begin- 
ning nine  months  into  the  residency.  For  the  1979-80 
period  the  average  first  year  house  staff  officer  was 
paid  a salary  of  $14,764  giving  an  after-tax  income  of 
$10,380,  considering  an  unmarried  resident  using 
standard  deductions.  Thus,  $86  per  month  should  be 
available  to  repay  educational  indebtedness.  Consider 
also  that  resident  stipends  have  increased  on  the  aver- 
age 7.5%  a year.  Hence,  for  the  average  student  with 
indebtedness,  the  income  as  house  staff  officer  is  in- 
sufficient to  meet  repayments  on  educational  loans. 


So,  over  a 10-year  period  the  number  of  medical 
school  students  who  borrow  money  to  attend  school 
has  doubled,  the  amount  of  indebtedness  has  more 
than  tripled  and  house  staff  salaries  are  insufficient  to 
support  repayment  of  educational  indebtedness. 

These  paragraphs  outline  the  dire  consequences 
which  may  arise  should  projected  federal  and  state 
funding  cutbacks  become  reality.  Enticed  by  easy 
government  money  and  by  a desire  to  provide  for  the 
nation's  health  needs,  medical  schools  of  the  1960s- 
and  1970s  expanded,  greatly  increasing  the  ongoing 
fixed  obligations  they  would  have  to  support,  while 
failing  to  secure  the  funding  sources  to  meet  these! 
obligations.  As  the  governmental  rug  is  pulled  from 
under  them,  medical  schools  must  make  financial  ad- 
justments and  compromise.  Some  of  these  adjust- 
ments may  compromise  the  quality  of  medical  educa-;' 
tion  and  future  patient  care,  an  outcome  which  would 
definitely  not  serve  national  needs.  Caught  in  the  mid- 
dle of  this  rug-pulling  exercise,  the  medical  schools  > 
and  their  students  will  have  to  be  increasingly  ingeni- 
ous to  keep  their  financial  feet.  Clearly  there  is  a need 
for  good  judgment,  prudence  and  sound  financial 
planning  on  the  part  of  all  professionals  if  these  prob- 
lems are  to  be  avoided. 

Thomas  T.  Thompson,  M.D. 

Associate  Dean,  Allied  Health  Education 
and  Administration 

Duke  University  Medical  Center 


Half  our  dayes  wee  passe  in  the  shadowe  of  the  earth,  and  the  brother  of  death  exacteth  a third  part  of 
our  lives.  A good  part  of  our  sleepes  is  peeced  out  with  visions,  and  phantasticall  objects  wherin  wee  are 
confessedly  deceaved.  The  day  supplyeth  us  with  truths,  the  night  with  fictions  and  falshoods,  which 
unconfortably  divide  the  natural  account  of  our  beings.  And  therefore  having  passed  the  day  in  sober 
labours  and  rational!  enquiries  of  truth,  wee  are  fayne  to  betake  ourselves  unto  such  a state  of  being, 
wherin  the  soberest  heads  have  acted  ail  the  monstrosities  of  melancholy,  and  which  unto  open  eyes  are 
no  better  then  folly  and  ntadnesse.  — Sir  Thomas  Browne,  Miscelleneous  Writings. 
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Editorials 


COST  CONTROL:  WORDS,  NOT  DEEDS 

The  number  of  laboratory  tests  ordered  in  recent 
/ears  has  risen  as  rapidly  as  the  rate  of  inflation1  and 
nay  be  equally  indicative  of  mismanagement  and  mis- 
ipplication  of  resources.  Griner  and  his  associates1 
nave  shown  us  how  we  can  get  along  as  well  without 
,uch  extreme  reliance  on  the  laboratory,  a depen- 
dence that  has  had  little  influence  on  the  effectiveness 
bf  treatment  in  hospital.2  Since  the  hospital  has  long 
Deen  the  cathedral  of  medicine,  it  is  there  that  our 
clinical  and  administrative  practices  must  be  exam- 
ined and  modified  if  we  are  to  offer  more  than  com- 
forting sermons  about  cutting  costs. 

Some  of  the  sermons  are  derived  from  sound  texts 
and  show  the  way  to  improvement.  Jacobson  and  his 
colleagues3  have  recently  reported  a routine  use  of  a 
battery  of  laboratory  and  radiologic  procedures  for  the 
evaluation  of  chronic  urticaria.  They  found  their  sur- 
vey to  be  of  little  help  in  diagnosis  unless  historical  and 
physical  findings  prompted  the  ordering  of  specific 
tests.  Only  sinus  x-rays  seemed  to  be  of  even  marginal 
screening  value.  They  further  found  that  the  mean 
cost  for  their  survey  in  their  part  of  the  country  was 
$219.75  and  that  equivalent  charges  for  diagnosis 
ranged  from  $190  to  $2,670  with  a mean  ot  $953.  It  the 
non-specific  erythrocyte  sedimentation  rate  and  the 
dental  series  which  served  only  to  confirm  physical 
findings  and  history  are  not  considered,  the  results  are 
Seven  less  impressive. 

Even  more  striking  is  the  analysis  of  Larson, 
Omenn  and  Lewis4  who  studied  161  patients  with 
headache  and  found  that  careful  history  and  physical 
and  neurologic  examinations  were  sufficient  to  ex- 
clude intracranial  mass  lesions  or  systemic  disease.  In 
those  with  normal  neurological  examinations,  no  im- 
portant findings  were  contributed  by  computerized 
tomography,  skull  films,  angiography  or  radionuclide 
scanning.  It  may  be  assumed  that  most  studies  were 
ordered  to  exclude  brain  tumor.  Two  tumors  were 
found,  each  manifested  by  abnormal  neurological 
findings.  The  cost  of  all  surveying  was  $30,125, 
$24,140  for  the  145  subjects  with  normal  physical  ex- 
aminations and  $15,062  to  the  entire  group  for  each 
tumor  found. 

A campaign  against  hospitals  and  physicians  has 
been  an  integral  part  of  the  Carter  administration  s 
approach  to  health  and  medical  care  in  this  count!  y. 
That  this  has  been  an  effort  to  find  a scapegoat  tor  our 
current  economic  problems  seems  obvious  when  we 
recognize  that  no  concerted  effort  has  been  made  by 


the  administration  to  determine  the  cost-effectiveness 
of  the  many  measures  introduced  to  make  us  a Great 
Society.  Before  pointing  the  finger,  the  bureaucratic 
strategists  might  examine  how  direct  costs,  hidden 
costs  and  such  potential  expenditures  as  mandated  by 
the  Buckley  amendment  and  the  Rehabilitation  Act  of 
1973  affect  medical  colleges,  teaching  and  non- 
teaching hospitals,  and  colleges  and  universities.  How 
one  institution  has  been  affected  has  been  reported  by 
Spriestersbach  and  Farrell  ’ who  found  that  it  would 
have  cost  the  University  of  Iowa  $25  million  in  1 976  to 
comply  with  the  regulations  of  the  Occupational 
Safety  and  Health  Administration.  They  also  noted 
that  the  university  lost  money  providing  services  to 
the  Veterans  Administration.  Since  the  real  cost  per 
recipient  treated  under  the  auspices  of  the  Veterans 
Administration  was  then  about  $20  and  the  VA  reim- 
bursed the  university  only  $4  for  each  service,  it  would 
have  been  cheaper  to  provide  free  care.  But  that 
would  not  have  satisfied  the  voracious  appetite  for 
paper  so  characteristic  of  our  bureaucracy. 

J.H.F. 
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HAIR 

Hair  is  offensive.  It  must  be  else  why  the  need  to 
arrange  it,  dye  it,  hide  it  with  wigs.  Hair  is  big  busi- 
ness: arranging,  dyeing,  wig  making.  But  hail  tells 
tales  about  more  than  vanity.  It  can  be  a clue  to  nutri- 
tional status,  to  drug  use,  to  the  presence  of  endocrine 
and  hepatic  and  even  autoimmune  disease.  The  cir- 
rhotic male,  for  example,  may  sport  a female  pubic 
escutcheon  and  scantaxillary  hair,  the  myxedematous 
lady  speak  hoarsely  and  slowly  beneath  an  obvious 
wig,  the  patient  with  an  autoimmune  process  exhibit 
alopecia  areata  and  vitiligo.  The  child  with  heavy 
hookworm  infestation  or  the  nephrotic  syndrome  may 
have  fine,  brittle,  pale  locks  which  will  become 
coarser,  firmer  and  of  deeper  color  with  recovery.  The 
woman  entering  hemodialysis  for  renal  failure  will 
complain  that  her  hair  won’t  take  a wave  and  will 
come  in  after  a month  or  so  of  treatment  with  a new, 
outlandish  hairdo.  The  oncologist  may  use  scalp 
tourniquets  to  prevent  some  of  the  side  effects  of  his 
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treatments  while  the  nephrologist  may  have  to  be- 
come a psychotherapist  for  his  severely  hypertensive 
patients  who  respond  but  become  too  hairy  when 
taking  minoxidil. 

But  hair  yields  other  secrets  if  we  care  to  seek 
them.1  It  is  easily  available,  can  be  stored  without 
preservatives  and  can  be  analyzed  with  increasing 
accuracy.  Concentrations  of  lead,  arsenic,  cadmium 
and  mercury  in  hair  correlate  nicely  with  levels  in 
organs  while  values  determined  in  blood  and  urine 
may  be  most  helpful  clinically.  Some  atmospheric 
pollutants  may  be  picked  up  in  hair  and  zinc  and  iron 
deficiencies  may  be  identified  by  proper  analysis. 
Since  neutron  and  photon  activation  analyses,  atomic 
absorption  spectrometry  and  particle-induced  x-ray 
emission  analysis  can  be  carried  out,  diagnostic  pos- 
sibilities are  almost  infinite.  We  may  even  find  out 
whether  Listerine®  is  really  good  for  dandruff  and  how 
Grecian  Formula  really  works. 

Examination  of  hair  may  answer  other  questions  — 
as,  “Why  is  my  urine  brown?”  Peter2  has  described  a 


47-year-old  woman  with  musculoskeletal  complaints 
and  dark  urine.  Myoglobinuria  of  course  would  be 
suspected  but  the  urine  contained  pigment  similar  to 
that  found  in  “Loving  Care”  hair  dye.  When  she 
stopped  using  “Loving  Care”  her  urine  cleared  al-  , 
though  her  other  symptoms  persisted. 

Since  most  dyes  are  complex  chemicals  and  some  r 
are  carcinogens  or  mutagens,3  it  is  well  that  muta-  I 
genicity  can  be  tested  for  in  the  Salmonella  ] 
typhimurium  and  such  agents  identified  so  that  they 
may  be  taken  off  the  market.  Plutarch  tells  us  that 
Philip  of  Macedon  removed  a judge  from  office  be- 
cause he  dyed  his  hair  and  beard,  saying,  “I  could  not 
think  one  that  was  faithless  in  his  hair  could  be  trusty 
in  deeds.”  But  hair  may  tell  more  about  health  than 
about  character  which  cannot  be  analyzed  so  scienti-  I 

tical|y-  j.h.f. 
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Bulletin  Board 


NEW  MEMBERS 

of  the  State  Society 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Armistead,  Ray  Baxter,  MD,  (ORS)  Box  1694,  Triangle  Plaza,  New 
Bern  28560 

Arunachalam,  Krishnan,  MD,  (IM)  Box  815,  Boiling  Springs  28017 

Baron,  Thomas  Edward,  MD.  (U)  708  S.  South  St.,  Mount  Airy 
27030 

Bloch,  Edmond  Cecil,  MD,  (AN)  Box  3094,  Duke  Medical  Center, 
Durham  27710 

Bolding,  William  Robert,  (STUDENT)  Apt.  40,  Fidelity  Court, 
Carrboro  27510 

Cramer,  Joseph  Grant,  MD,  (RESIDENT)  3109  Sherbon  Dr.,  Dur- 
ham 27707 

Craven,  Dallas  Clifford,  Jr. , MD.(GS)5608  Rebel  Drive,  Charlotte 
28210 

Goetzl,  Ugo,  MD,  (N)  1830  Hillandale  Road,  Durham  27705 

Harakas,  Andrew  Peter,  (STUDENT)  221  Green  Mill  Run,  Green- 
ville 27834 

Henderson,  Miller  Leroy.  MD,  (IM)  104  W.  Main  St.,  Aberdeen 
28315 

Hiatt,  John  Donald,  Jr.,  (STUDENT)  324  Grandview  Dr., 
Winston-Salem  27104 

Ibrahim.  Mounir  Labib,  MD,  (RESIDENT)  1620  W.  First  St.  Apt. 
124,  Winston-Salem  27104 

Jeffers,  Althea,  (STUDENT)  U-8  Tarheel  Manor,  Carrboro  27510 

Levitt,  Stephen  Robert,  MD,  (P)  500  Eastowne  Dr.,  Chapel  Hill 
27514 

Lovings,  Vicki  Denise,  (STUDENT)  1900  Queen  St.  Apt.  A-8, 
Winston-Salem  27103 

Lucas,  Kathryn  Jean,  MD,  (RESIDENT)  417  Green  Mill  Run  Apts, 
Greenville  27834 

Marchuk,  Jerome  Michael,  MD.  (U)  109  Quail  Run  Road,  Mount 
Airy  27030 

McNamara,  John  Francis,  II,  MD,  (OBG)  3 1 16  Heathstead  Place, 
Charlotte  28210 

Nielsen.  Carl  Helge,  MD,  (RESIDENT)  1901  Erwin  Road,  Apt.  D, 
Durham  27705 

Nugent,  Richard  Recher,  MD,  (IM)  Box  2091,  Div.  of  Health  Ser- 
vices, Raleigh  2761 1 

Parkin,  Charles  Evan,  MD,  (AN)  1960  Georgia  Ave.,  Winston- 
Salem  27104 

Rabil,  Donald  Michael,  (STUDENT)  1 1 10  E.  10th  St.,  Greenville 
27834 

Rhodes,  Charles  Winston  Wolfgang,  MD,  (RESIDENT)  1403 
Willow  St.  Apt.  I,  Greenville  27834 

Salter,  Teresa  Palmer,  MD.  (PD)  101  W.  Durham  Road,  Cary  2751 1 

Smith.  John  Braswell,  Jr.,  MD,  (FP) 403  Fairview  St.,  Clinton  28328 

Stotka,  Victor  Leonard,  MD.  (OM)  478  Crestside  Dr.  SE,  Concord 
28025 

Thorp,  John  Mercer,  Jr.,  (STUDENT)  1108  10th  St.,  Greenville 
27834 

Tsai,  George  Shou-Chyuan,  MD,  (GP)  P.O.  Box  430,  Indian  Trail 
28079 

Whisnant,  John  Keenan,  MD,  (PD)  UNC,  635  Clinical  Sci.  Bldg. 
229-H,  Chapel  Hill  27514 

Wofford.  John  Benjamin,  MD,  (GP)  705  5th  Ave..  NE,  Conover 
28613 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  AAFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion.” 

October  3 1 -November  1 

13th  Annual  Malignant  Disease  Symposium 
Place:  UNC  School  of  Medicine 
Fee:  $1 10 
Credit:  10  hours 

For  Information:  Pam  Upchurch,  (919)  966-3036. 

October  31-November  2 

Leadership  Workshop  for  Women  in  Medicine  and  Minority 
Women  in  Medicine:  Making  Change  Happen 
Place:  Duke  University  Medical  Center,  Durham 
Fees:  $35  Faculty  and  Practicing  Physicians.  $25  Residents.  $15 
Medical  Students 

CME  Credit:  Category  I,  $10  per  person 

November  5-6 

Epilepsy  Symposium 

Place:  Western  Carolina  University,  Cullowhee 
For  Information:  1-800-642-0500 

November  5-9 

1980  Urologic  Assembly:  Pediatric  Urology 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
Credit:  27  hours 

For  Information:  Ms.  Linda  Mace,  Assembly  Secretary.  Box  3707, 
Duke  University  Medical  Center,  Durham  27710 

November  8 

N.C.  Chapter,  American  College  of  Physicians  — Saturday  Semi- 
nar 

Place:  Berryhill  Hall,  UNC 
Fee:  $50 
Credit:  6 hours 

For  Information:  William  B.  Wood,  MD,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  McNider  Building 
202 H,  Chapel  Hill  27514 

November  10-13 

Update  in  Cardiovascular  Diseases 
Place:  Pinehurst  Hotel,  Pinehurst 
Fee:  $200 
Credit:  30  hours 

For  Information:  UNC  Department  of  Continuing  Education,  23-1 
McNider  Building  202H.  Chapel  Hill  27514 
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November  12 


Clinical  Pediatrics 

Place:  Pitt  County  Memorial  Hospital 
Fee:  $15 
Credit:  3 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  ECU  School  of  Medicine, 
Greenville  27834 


November  13-14 

Geriatric  Medicine 

Place:  Duke  University  Medical  Center 
Fee:  $125 

For  Information:  Lisa  Groyther,  Box  2914  Duke  Medical  Center, 
Durham  27710 


November  13-14 

Annual  Meeting  of  N.C.  Neuropsychiatric  Association 
Place:  Hyatt  House,  Winston-Salem 

For  Information:  Dr.  Robert  W.  Gibson,  334  W.  Peace  Haven 
Road,  Winston-Salem  27104 

November  19 

Family  Practice  Education  Day 
Place:  Sheraton  Center  Hotel.  Charlotte 
Fee:  $35 
Credit:  7 hours 

For  Information:  Sue  Makey,  P.O.  Drawer  11268,  Raleigh  (919) 
821-5643. 


November  19 

“All  About  Joints” 

Place:  Lee  County  Hospital,  Sanford 
Fee:  $6 

Credit:  3 Vi  hours 

For  Information:  R.  S.  Cline,  M.D.,  Sanford  Medical  Group,  555 
Carthage  Street,  Sanford  (919)  775-21 1 1,  ext.  219 

November  20 

2nd  Annual  Louise  T.  Little  Memorial  Seminar  for  Critical  Care 
Nurses 

Place:  Bowman  Gray  School  of  Medicine 
Fee:  None 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


November  20-22 

32nd  Annual  Scientific  Assembly  of  the  N.C.  Academy  of  Family 
Physicians 

Place:  Sheraton  Center  Hotel,  Charlotte 
Fee:  $75 
Credit:  20  hours 

For  Information:  Sue  Makey,  P.O.  Drawer  11268,  Raleigh  (919) 
821-5643 


November  21-22 

Sickle  Cell  Disease 

Place:  Duke  University  Medical  Center 
Fee:  $65 

Credit:  l0'/2  hours 

For  Information:  Sickle  Cell  Disease,  Box  2916,  DUMC,  Durham 
27710 


December  1-2 

Comparative  Ophthalmic  Pathology 

Place:  Clinic  Auditorium,  Old  Clinic  building,  UNC  School  of 
Medicine 
Fee:  $150 
Credit:  15 x/i  hours 

For  Information:  UNC  Department  of  Continuing  Education,  231 
McNider  Building  202H,  Chapel  Hill  27514 

December  10 

“Adolescent  Gynecology" 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 
Credit:  3 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville  27834 
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December  17 

“Pediatric  Upbeat — 1981” 

Place:  Lee  County  Hospital,  Sanford 
Fee:  $6 

Credit:  Wi  hours 

For  Information:  R.  S.  Cline,  M.D.,  Sanford  Medical  Group,  555 
Carthage  Street,  Sanford  27330,  919-775-2111,  ext.  219 

January  9-10 

4th  Annual  Ocutome  Workshop 
Place:  UNC  School  of  Medicine 
Fee:  $500 
Credit:  13  hours 

For  Information:  William  B.  Wood,  M.D.  (919)  933-2118. 

January  14 

“Perspectives  in  Clinical  Immunology" 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 
Credit:  3 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville  27834 

January  21 

“Wills,  Trusts,  Estate  Planning  for  Physicians  and  Spouses” 
Place:  Carolina  Trace  Country  Club,  Sanford 
Fee:  $6 

Credit:  31/2  hours 

For  Information:  R.  S.  Cline,  M.D.,  Sanford  Medical  Group,  555 
Carthage  Street,  Sanford  27330.  (919)  775-2111,  ext  219. 

January  24 

“Pulmonary  Disease  Update" 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $30 
Credit:  6 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville  27834 


PROGRAMS  IN  CONTIGUOUS  STATES 

November  13-15 

A National  Forum  on  Comprehensive  Cancer  Rehabilitation  and  its 
Vocational  Implications 
Place:  Colonial  Williamsburg,  Virginia 
Fee:  $175 
Credit:  l2/s  hours 

For  Information:  Keith  C.  Wright,  Dept,  of  Rehabilitation  Coun- 
seling, Virginia  Commonwealth  University,  Richmond,  Va.  (804) 
257-1132. 

November  14-16 

Primary  Care  of  Hand  Injuries 
Place:  Sea  Island,  Georgia 

For  Information:  American  Society  for  Surgery  of  the  Hand,  2600 
South  Parker  Road,  Suite  132,  Aurora,  Colorado  80014 

November  18-19 

Maternal,  Fetal  and  Neonatal  Hazardsof  DrugsorChemical  Agents 
Place:  Sheraton-Palmetto,  1-85  & Rt.  25,  Greenville,  South  Caro- 
lina 

Fee:  $35 
Credit:  12  hours 

For  Information:  David  H.  Wells,  M.D.,  Dept,  of  Neonatology,  701 
Grove  Road,  Greenville,  S.C.  29605  (803)  242-8554. 

November  21-23 

Critical  Issues  in  the  Health  of  the  School-Aged  Child 
Place:  Williamsburg,  Virginia 
Credit:  13  hours 

For  Information:  Departments  of  Pediatrics  and  Continuing  Medi- 
cal Education,  Medical  College  of  Virginia 

November  21-23 

2nd  Annual  Pediatrics  Primary  Care  Conference 

Place:  Williamsburg  Hospitality  House,  Williamsburg,  Virginia 

Credit:  13  hours 

For  Information:  Kathy  E.  Johnson,  Box  48,  MCV  Station,  Rich- 
mond, Virginia  (804)  786-0494 


December  7-10 

Coronary,  Hypertensive  Valvular  & Myocardial  Heart  Diseases 
Place:  Williamsburg  Lodge,  Williamsburg,  Va. 

Fee:  $265 
Credit:  23  hours 

For  Information:  William  C.  Roberts,  MD,  Chief,  Pathology 
Branch,  Georgetown  University,  Washington,  DC 

The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requestsfor  listing 
should  be  received  by  “WHAT?  WHEN?  WHERE?”,  P.O.  Box 
27167,  Raleigh  2761 1 , by  the  10th  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A “Request  for  Listing”  form  is  available 
on  request. 


AUXILIARY  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


Medical  auxiliaries  across  the  state  have  developed 
projects  to  expand  school  health  curricula.  Three  of 
these  auxiliaries  have  been  instrumental  in  the  estab- 
lishment of  major  permanent  exhibits  to  promote 
health  education.  These  three  facilities  are  in  the 
state’s  three  major  regions:  “The  Health  Adventure” 
is  located  in  western  North  Carolina’s  largest  city, 
Asheville;  Charlotte,  in  the  Piedmont,  has  under  con- 
struction a building  where  “The  Life  Center”  will  be 
located;  and  “The  Incredible  You”  is  at  home  in 
coastal  Wilmington.  Although  these  exhibits  are  con- 
cerned with  similar  material,  each  has  its  distinct  per- 
sonality. 

Most  of  the  auxiliaries’  health  education  projects 
have  been  developed  in  cooperation  with  other  groups 


B.B.  Plyler,  Jr.,  C.L.U.  Brent  Plyler,  C.L.U. 


— Medical  Clinics  Only- 

High  limit  group  Life  and  Disability  Income 
insurance.  Available  only  to  medical  clinics 
and  their  employees  (not  available  to  general 
public).  Guarantee-issue  (no  medical)  for  five 
or  more  participants.  Discount  to  Clinics 
whose  manager  is  a member  of  MEDICAL 
GROUP  MANAGEMENT  ASSOCIATION. 


Plyler  Financial  Services 

P.O.  Box  576  • Wilson,  N.C.  27893 

Telephone  (919)291-3333 
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or  organizations.  Local  auxiliaries  attempt  to  deter- 
mine the  health  needs  of  their  communities;  having 
done  so,  they  turn  to  other  organizations  to  help  them. 
For  example,  in  1 966  a group  of  auxiliary  volunteers  in 
Buncombe  County  sought  to  prepare  children  for  en- 
tering the  hospital  by  giving  audio-visual  orientation 
sessions.  This  service  was  of  such  value  that  the  group 
was  given  a small  room  in  Asheville’s  Mission  Hospi- 
tal for  their  sessions.  Their  success  encouraged  the 
auxiliary  members  to  expand  their  program,  preparing 
a health  exhibit  for  school  field  trips.  Continued  en- 
thusiasm led  to  the  opportunity  for  permanent  space  in 
the  Mountain  Area  Health  Education  Center  with 
teaching  facilities  for  all  ages.  Similarly,  an  interest  in 
boosting  health  education  for  children  led  the 
Mecklenburg  auxiliary  to  develop  a volunteer  pro- 
gram with  the  Nature  Museum.  From  this  beginning 
grew  a theatre  with  TAM  (Transparent  Anatomical 
Mannikin)  and  an  entire  exhibit  room  housing  models 
of  all  the  body  systems.  In  the  fall  of  1981  these  ex- 
hibits will  be  moved  to  the  Discovery  Place,  a new 
museum  in  downtown  Charlotte.  A greatly  expanded 
health  education  facility  in  this  museum  will  be  named 
“The  Life  Center.”  Recently  completed  in  Wil- 
mington is  an  exhibit,  “The  Incredible  You,”  where, 
like  the  others,  children  are  encouraged  to  explore  the 
models  not  only  with  their  eyes  but  with  their  hands  as 
well.  Space  for  these  teaching  aids  was  provided  by 
the  county  museum.  This  project,  too,  had  humble 
beginnings  as  a health  fair  for  elementary  school  chil- 
dren. Several  years  of  success  with  this  short  term 
effort  led  to  the  permanent  year-round  exhibit  with 
volunteer  teaching  sessions  during  the  school  year. 
Integration  of  efforts  has  been  the  key  to  the  success 
of  such  facilities  in  our  state. 

I he  value  of  these  programs  has  stimulated  other 
segments  of  the  community.  Asheville’s  Health  Ad- 
venture now  has  a board  with  members  from  the  busi- 
ness and  educational  communities  as  well  as  physi- 
cians, dentists  and  three  auxiliary  members.  It  has  a 
paid  staff  of  three  fulltime  people;  however,  auxiliary 
members  play  a major  role  in  the  volunteer  program. 
Charlotte’s  public  school  response  has  been  so  great 
that  two  health  education  teachers  have  been  assigned 
fulltime  to  lead  tours  of  the  exhibit  to  which  students 
are  brought  at  the  end  of  a unit  of  study  on  health. 
About  75  auxiliary  volunteers  participate  in  this  pro- 
gram. And,  in  Wilmington,  auxiliary  volunteers  are 
responsible  for  all  the  teaching  sessions.  Each  of  these 
programs  started  with  the  dreams  of  volunteer  auxil- 
iary members. 

Each  of  these  exhibits  is  people-oriented  with  the 
basic  philosophy  of  self-responsibility  and  wonder 
and  pride  in  the  “incredible  me.’’ 

Other  auxiliaries  are  providing  valuable  resources 
through  their  involvement  in  science  centers  in  Win- 
ston-Salem and  Greensboro  and  by  providing  health 
fairs  in  Greenville,  Kinston  and  Lumberton. 

Jean  (Mrs.  M.  Robert)  Cooper 

Winston-Salem 
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Quinamm 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities. 

CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  quinine 
sensitivity,  and  in  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency. 
Hemolysis  (with  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a G-6-PD 
deficiency  in  patients  taking  quinine 

PRECAUTIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients.  Recovery  will  fol- 
low withdrawal  of  the  medication. 

Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  Inde- 
pendent factors  The  resulting  hypopro- 
hrombmemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants. 

ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchomsm,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring  When  necessary, 

1 additional  tablet  may  be  taken  following  the 
evening  meal. 

Product  Information  as  of  September,  1977 
U S.  Patent  2,985,558 

Merrell 

MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 

Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  U S A 
Licensor  of  Merrell" 


complications  can  develop. 
Complicated  or  not... 


(diethylpropion  hydrochloride  NF) 

75  mg.  controlled-release  tablets 


^Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 

Metre! 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program 

Overweight  patients  in  certain  diagnostic  categories  often  require 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the 
complications  in  some  patients.  Diethylpropion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen. Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page. 

In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness. 

The  anorectic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.1  And 
the  unique  chemistry  of  Tenuate  provides  “..  .anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation  ’2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 

Tenuate -it  makes  sense.  _ 
And  it’s  responsible  medicine. 


For  prescribing  information  see  opposite  page 


The  Family  of  Man”  by  Roberto  Moretti, 
a statuary  in  crystal  symbolizing  the  broad  range  of 
hypertensive  patients  eligible  for  therapy  with  Catapres 


The  Alpha 
Advantage: 

It’s  for  all  kinds  of  hypertensives 

• Unlike  beta  blockers,  Catapres®  has  no  contraindications. 

• Catapres  can  be  useful  even  in  these  patients  with: 

Congestive  heart  failure  Allergic  rhinitis 
Ventricular  hypertrophy  Hepatic  disease 
Hyperglycemia  Hyperuricemia 

Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hypersensitivity 

Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 


WOrk/play— normal  hemodynamic  responses  to  exercise  maintained. 

love  — low  incidence  of  impotence  and/or  loss  of  libido: 

2.8%  in  1 ,923  patients  studied.1 

cardiac  output—  tends  to  return  to  control  values  during  long-term  therapy, 
blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 


The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 

'Central  alpha-adrenergic  stimulation  decreases  sympathetic  outflow  from 
the  brain,  as  shown  in  animal  studies. 


Data  on  file  at  Boehringer  Ingelheim  Ltd. 


e last  page  for  brief  summary,  including 
precautions,  and  adverse  reactions. 


variable  in  new 
ina  tablets 


The  Alpha 
Advantage: 

It’s  for  all  kinds 
of  hypertensives 


Tablets  of  0.1, 0.2, 0.3  mg 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  br| 
fast  and  0.1  mg  at  bedtime.  Some  patients  may  be 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2  — 0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood 
pressure  response. 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1,  0.2,  0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive drug.  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy.  A causal  relationship 
has  not  been  established  in  these  cases  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine.  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  with 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive  periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  t een  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drt  i produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 n I 
longer 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsi  t 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  I 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  ti 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  1 1 
instances  an  exact  causal  relationship  has  not  been  established.)  These  c 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnorni 
liver  function  tests:  one  report  of  possible  drug-induced  hepatitis  withoif 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochlorid  | 
thalidone  and  papaverine  hydrochloride.  Weight  gain,  transient  elevation  I 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  R ,i 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  <4 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  r.i 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  as  I 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol,  1 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynec'l 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnc  I 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 


Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminish!  i 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (■  I 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age  9 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  com  i 
covery  within  24  hours.  Tolazoline  in  intravenous  doses  of  10  mg  at  3 f 
intervals  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochlorii  I 
dosage 


How  Supplied:  Catapres.  brand  of  clonidine  hydrochloride,  is  available  a;  1 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  1(  | 
available  as  0.3  mg  (peach)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing  information. 
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EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


Gov.  James  B.  Hunt  Jr.  has  named  Dr.  John  P. 
DaVanzo,  professor  of  pharmacology,  to  serve  as  vice 
chairman  of  the  N.C.  Board  of  Science  and  Technol- 
ogy. 

DaVanzo  previously  served  as  a member  ot  the 
board,  a 15-member  group  established  in  1963  to  ac- 
celerate the  state’s  economic  growth  by  effectively 
using  available  scientific  and  technological  resources. 
Hunt  is  chairman  of  the  board. 

DaVanzo  has  considerable  experience  organizing 
academic  and  industrial  research  groups.  Prior  to 
joining  the  School  of  Medicine  in  1976,  he  was  vice 
president  of  research  and  development  for  a major 
international  pharmaceutical  company. 

The  Board  of  Science  and  Technology  will  allocate 
$450,000  this  year  to  support  and  expand  research 
conducted  by  North  Carolina  scientists. 

* * * 

Dr.  E.  Jackson  Allison  Jr.  has  been  named  chairman 
of  the  recently  established  Department  of  Emergency 
Medicine. 

Allison,  who  also  will  serve  as  chief  of  emergency 
medicine  at  Pitt  County  Memorial  Hospital,  formerly 
was  assistant  professor  of  emergency  medicine  at  the 
University  of  South  Carolina  School  of  Medicine  and 
attending  physician  at  Richland  Memorial  Hospital, 
Columbia. 

He  received  his  undergraduate,  graduate  and  medi- 
cal degrees  from  the  University  of  North  Carolina- 
Chapel  Hill  and  completed  postgraduate  training  at 
the  Medical  University  of  South  Carolina. 

* * * 

Dr.  Robert  G.  Crounse,  a dermatologist  and  hair 
disease  expert,  has  been  appointed  director  of  the 
developing  trace  elements  research  center  in  the  De- 
partment of  Surgery. 

Crounse,  formerly  professor  of  dermatology  at  the 
University  of  North  Carolina-Chapel  Hill,  has  been  on 
sabbatical  at  ECU  during  the  last  year  conducting 
general  research  on  trace  elements  and  nutrition. 

Crounse  is  co-editor  of  Hair,  Trace  Elements  and 
Human  Illness  published  in  August  by  Praeger  Scien- 
tific Publishers.  The  volume  contains  the  latest  re- 
search on  hair  abnormalities,  disease  and  nutrition. 

Crounse  is  former  dean  and  chairman  of  medical 
allied  health  professions  at  UNC-CH.  He  also  has 
served  as  professor  of  biochemistry  and  director  of 
research  in  the  Department  of  Dermatology  at  the 
Medical  College  of  Georgia. 

He  has  been  head  of  the  dermatology  section  at 
Johns  Hopkins  University  and  held  faculty  appoint- 
ments at  the  University  of  Miami. 


Crounse  received  his  undergraduate  and  medical 
degrees  from  Yale  University.  He  completed  a fellow- 
ship in  dermatology  at  Yale  and  later  was  clinical 
associate  in  dermatology  and  special  research  fellow 
in  biochemistry  at  the  National  Cancer  Institute.  He 
did  postgraduate  study  in  biochemistry  and  completed 
a dermatology  residency  at  the  University  of  Miami. 

* * * 

Dr.  Irvin  L.  Blose,  a specialist  in  alcohol  and  drug 
abuse,  has  joined  the  School  of  Medicine  as  professor 
of  psychiatry. 

Blose  has  conducted  laboratory  and  clinical  studies 
on  the  effects  of  alcohol  and  chemical  dependency  on 
human  behavior.  He  is  a pioneer  in  the  use  of  closed- 
circuit  television  for  teaching  psychiatry  and  provid- 
ing therapy  and  consultation. 

Prior  to  joining  the  School  of  Medicine,  Blose  was 
associate  professor  of  psychiatry  and  director  of 
alcohol  and  chemical  dependency  services  at  the  Uni- 
versity of  Nebraska  Medical  Center.  He  was  director 
of  the  center’s  rehabilitation  internship  program  and 
chief  of  psychiatry  services  at  the  Veteran's  Admin- 
istration Hospital,  Grand  Island,  Neb. 

He  has  served  as  chief  of  alcohol  and  drug  services 
at  the  Nebraska  Psychiatric  Institute. 

Blose  received  his  undergraduate  degree  from  John 
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Carroll  University  and  a master’s  degree  from  Case 
Western  Reserve  University.  He  earned  a medical 
degree  at  Loyola  University,  Stritch  School  of  Medi- 
cine. 

* * * 

Dr.  Richard  M.  Mansfield  has  been  appointed  as- 
sociate director  of  continuing  medical  education  for 
the  School  of  Medicine  and  the  Eastern  Area  Health 
Education  Center. 

Before  joining  the  medical  school,  Mansfield  was 
associate  director  of  continuing  medical  education  at 
the  Medical  College  of  Virginia.  He  is  a former  dean  of 
continuing  education  at  Sampson  Technical  Institute, 
Clinton,  N.C.,  and  served  as  chairman  of  health  and 
physical  education  for  nine  years  at  Willard  Junior 
High  School,  Norfolk,  Va. 

A native  of  Camden,  N.C.,  Mansfield  received  his 
undergraduate  degree  from  Atlantic  Christian  College 
and  his  master's  degree  from  Old  Dominion  Univer- 
sity, Norfolk.  He  earned  his  doctorate  in  adult  educa- 
tion from  North  Carolina  State  University. 

* * * 

Dr.  Roderic  D.  Gottula,  assistant  professor  of  fam- 
ily practice,  has  been  named  acting  director  of  the 
Eastern  Carolina  Family  Practice  Center. 

Gottula  received  his  undergraduate  and  medical  de- 
grees from  the  University  of  Nebraska  and  completed 
postgraduate  training  at  the  Iowa  Lutheran  Hospital, 
Des  Moines. 


He  held  faculty  appointments  at  the  University  of  1 
Iowa  College  of  Medicine  and  at  Iowa  Lutheran  Hos- 
pital before  joining  the  ECU  Family  Practice  Depart- 
ment in  February  1980. 

* * * 

Dr.  Irwin  E.  Lawrence,  professor  of  anatomy,  pre- 
sented “Oxytocin  Levels  in  Pelvic  Neurectomized 
Rats  with  Blocked  Parturition”  at  the  International 
Congress  of  Anatomy  in  Mexico  City.  Co-authors  of 
the  paper  were  ECU  anatomy  professors  Tom  M. 
Louis  and  Hubert  W.  Burden. 

* * * 

Drs.  Edward  M.  Lieberman  and  David  L.  Beck- 
man, both  professors  of  physiology,  attended  the  28th 
International  Congress  of  Physiological  Sciences  in 
July  in  Budapest,  Hungary.  Lieberman  presented 
“Curare  Blocks  the  Quabain-Induced  Hyperpolari- 
zation of  Schwann  Cells  Associated  with  the  Cray 
Fish  Giant  Axon.”  Beckman  presented  “Sympathetic 
Influence  on  Pulmonary  Surface-Active  Material 
(SAM)  and  Alveolar  Ducts.” 

Lieberman  also  presented  a paper,  “The  Physiol- 
ogy and  Pharmacology  of  Schwann  Cells  and  their 
Interaction  with  Transport  Properties  of  Nerves,”  at  a 
symposium  at  the  University  of  Uppsala  in  Sweden. 

* * * 

A $27,182  grant  from  the  National  Institutes  of 
Health  has  been  awarded  to  Dr.  Sam  N.  Pennington, 
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Air  Force  medicine  may  be  an  exciting  alternative 
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Will  an  apple  a day  keep  the  doctor  away? 


Apples  alone  won’t  do  it. 

Good  nutrition  is  an  impor- 
tant part  of  staying  healthy, 
but  even  a well-balanced  diet 
can’t  guarantee  that  an  unexpected 
accident  or  sickness  won’t  happen  to  you. 
You  can  help  keep  your  financial  picture 
healthy  by  planning  ahead  for  a time  when 
you  may  be  disabled  and  your  income  is 
disrupted. 

As  a member  of  the  North  Carolina  Medical 
Society,  you  are  eligible  to  apply  for  Disability 
Income  Protection  for  younger  doctors.  This 
plan  can  provide  you  with  a regular  monthly 
benefit  when  a covered  sickness  or  injury 
keeps  you  from  your  practice.  You  can  use 
your  benefits  any  way  you  choose  — to  buy 
groceries,  make  house  or  car  payments  or 
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professor  of  biochemistry,  to  support  research  on 
“Ethanol  Consumption  and  Prostaglandin  Metabo- 
lism.” It  is  the  second  year  of  funding  for  the  project. 

* * - * 

Dr.  James  L.  Mathis,  professor  and  chairman  of 
psychiatry,  has  received  a $28,557  grant  from  the 
National  Institute  of  Mental  Health  for  psychiatric 
education  for  medical  students. 

* * * 

Dr.  Richard  S.  Marx,  assistant  professor  of  medi- 
cine, is  co-author  of  an  article  which  appeared  in  the 
July  issue  of  Infection  and  Immunity.  The  article  is 
titled  “Chemotoxin-Induced  Changes  in  Cyclic 
Adenosine  Monophosphate  Levels  in  Human  Neu- 
trophils.” 

* * * 

The  N.C.  United  Way  has  awarded  $2,974  to  Dr. 
Mona  McConnaughey,  research  associate  in  phar- 
macology, for  “Investigation  of  Central  Biochemical 
Actions  of  the  Anti-hypertensive  Drug  Clonidine.” 

* * * 

Dr.  Alvin  Volkman,  professor  of  pathology,  at- 
tended the  International  Society  of  Hematologists 
meeting  in  Montreal.  Volkman  presented  two  papers, 
“Resident  Macrophage  Proliferation  in  Monocyte 
Deprived  Mice”  and  “Isolated  Lactate  Dehydro- 
genase Isoenzyme  Activity  in  Rat  Macrophages.” 
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BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Eleven  new  assistant  professors  have  been  ap- 
pointed to  the  faculty  of  the  Bowman  Gray  School  of 
Medicine. 

They  are  Dr.  L.  Jarrett  Barnhill  Jr.,  psychiatry;  Dr. 
David  L.  Bowton,  medicine  (pulmonary);  Dr.  Laur- 
ence A.  Bradley,  psychology;  Dr.  S.  Christopher 
Ellis,  anesthesia  (obstetric  anesthesia);  Dr.  Steven  P. 
Irving,  dentistry;  Dr.  John  R.  Lymangrover,  physiol- 
ogy: Dr.  Paul  J.  Marquis,  pediatrics;  Dr.  Donald  S. 
Prough,  anesthesia  (intensive  care  unit);  Dr.  James  C. 
Romeis,  sociology;  Dr.  Margaret  K.  Straw,  psychol- 
ogy; and  Dr.  Michael  E.  Weinblatt,  medicine  (rheu- 
matology). 

* * * 

A class  of  38  students  has  graduated  from  Bowman 
Gray’s  Physician  Assistant  Program. 

Miss  Sarah  Zarbock  of  Westport,  Conn.,  was  hon- 
ored during  the  graduation  as  the  graduate  demon- 


strating the  greatest  aptitude  and  devotion  to  her  pro- 
fession. 

She  received  the  James  F.  Wilson  Memorial  Award, 
which  consists  of  a certificate  and  cash  award.  It  is 
given  annually  in  memory  of  Wilson,  a 1973  graduate 
of  the  program  who  died  of  cancer. 

Teaching  awards  presented  by  the  graduates  went 
to  Dr.  Alan  Klein,  assistant  professor  of  radiology; 
Dr.  Curtis  M.  Sessler,  resident  in  internal  medicine; 
Dr.  Lynette  Ringenberg,  a pediatrician  at  the  Fort 
Bragg  Army  Hospital;  and  to  Nancy  Dennis,  clinical 
instructor  in  allied  health. 


Bowman  Gray’s  two-year  Nurse  Anesthesia  Pro- 
gram has  presented  certificates  of  graduation  to  11 
students.  The  graduates  are  now  eligible  to  take  a 
qualifying  examination  this  winter  to  become  Certi- 
fied Registered  Nurse  Anesthetists. 

The  program’s  Agatha  Cobourg  Hodgins  Award 
was  presented  to  Robert  D.  Counts,  a graduate  from 
Charlotte.  The  award  is  given  for  outstanding  perfor- 
mance during  classroom  and  clinical  training. 

* * * 

Neurosurgeons  at  Bowman  Gray  and  at  four  other 
institutions  have  launched  a clinical  study  to  study  the 
effectiveness  of  the  drug  nimodipine. 

The  drug  has  been  widely  used  in  Europe  in  the 
treatment  of  angina  pectoris,  and  also  holds  some 
promise  for  the  prevention  of  arterial  spasm  in  the 
brain. 

The  focus  of  work  by  the  doctors  at  Bowman  Gray 
and  the  other  institutions  is  on  the  prevention  and 
treatment  of  arterial  spasm  following  hemorrhage 
from  ruptured  intracranial  aneurysms. 

In  order  to  treat  or  prevent  spasm  of  cerebral  arte- 
ries most  effectively,  a drug  is  needed  that  will  relax 
the  arteries  within  the  brain  (or  keep  them  from  con- 
tracting) without  relaxing  other  arteries  in  the  cir- 
culatory system  to  the  degree  that  seriously  low  blood 
pressure  would  result. 

Successful  results  from  nimodipine,  used  in  re- 
search on  laboratory  animals,  indicate  that  it  may  be 
the  drug  neurosurgeons  have  been  searching  for. 

Participating  with  Bowman  Gray  in  the  current 
study  are  neurosurgeons  at  the  Johns  Hopkins  Uni- 
versity School  of  Medicine,  the  University  of  Minne- 
sota School  of  Medicine,  the  University  of  North  Car- 
olina School  of  Medicine  and  the  University  of  Al- 
berta Faculty  of  Medicine  in  Edmonton,  Canada. 

The  next  step  in  studying  nimodipine  is  to  determine 
its  effectiveness  when  used  in  human  subjects. 

The  work  is  supported  by  Delbay  Research, 
Florham  Park,  N.J. 

* * * 

Bowman  Gray  has  enrolled  108  new  medical  stu- 
dents, representing  19  states  and  43  colleges  and  uni- 
versities. 

The  students  were  chosen  from  4,418  applicants,  a 
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7%  increase  from  the  number  of  applicants  last  year. 

Sixty-five  of  the  students,  60%  of  the  class,  are  from 
: North  Carolina. 

The  class  includes  32  women  and  1 1 minority  stu- 
dents. That  represents  a significant  increase  over  the 
number  of  women  enrolled  in  previous  classes. 

Two  entering  students  have  been  awarded  scholar- 
ships from  the  North  Carolina  State  Board  of  Gover- 
nors. They  are  Larry  B.  Lundy  of  Havelock  and 
Lindsey  L.  White  of  Elizabeth  City. 

Fifteen  per  cent  of  the  first-year  students  have  ac- 
cepted National  Health  Service  Corps  and/or  military 
scholarships  to  finance  their  medical  education. 

In  addition  to  the  medical  students,  33  new  graduate 
students  are  enrolled  at  Bowman  Gray  this  fall. 

The  total  medical  student  enrollment  is  434.  En- 
rollment in  the  biomedical  graduate  studies  program 
will  be  86. 

* * * 

The  screening  program  to  detect  neural  tube  defects 
in  unborn  babies  has  been  expanded  and  is  available  to 
pregnant  women  who  see  obstetricians  in  Guilford 
County. 

The  program,  which  began  Aug.  1 at  five  Guilford 
County  sites,  is  sponsored  by  the  North  Carolina  Di- 
vision of  Health  Services  in  conjunction  with  Bowman 
Gray.  The  project  is  being  conducted  by  the  Section 


on  Medical  Genetics  of  Bowman  Gray's  Department 
of  Pediatrics. 

The  screening  program  has  been  in  operation  for  the 
past  two  years  in  Forsyth  County,  where  4,000  women 
have  been  screened. 

* * * 

Dr.  James  E.  Turner,  associate  professor  of 
anatomy,  will  spend  a year’s  sabbatical  as  visiting 
professor  at  the  Max  Planck  Institute  of  Psychiatry, 
Department  of  Neurochemistry,  Munich,  Germany. 
He  will  collaborate  with  Drs.  Martin  Schwab  and 
Hans  Thoenen,  a leading  research  group  concerned 
with  the  mechanisms  of  action  of  nerve  growth  factor 
(NGF)  in  the  nervous  system. 

* * * 

Dr.  Eben  Alexander  Jr.,  professor  of  neurosurgery, 
has  been  re-elected  to  a two-year  term  on  the  Council 
on  Medical  Education  of  the  American  Medical  As- 
sociation. 

* * * 

Dr.  M.  Gwendie  Camp,  assistant  professor  of  medi- 
cal education,  has  been  elected  secretary  of  the  N.C. 
Association  of  Research  in  Education. 


HOLLY  HILL  HOSPITAL— A HOSPITAL  COMMUNITY 


-A  private,  psychiatric  hospital  serving  adults 
and  adolescents 

•An  open  medical  staff  with  21  Psychiatrists 

-A  consulting  medical  staff  representing  all 
specialties 

-Short,  intermediate,  and  long-term  treat- 
ment programs  tailored  to  each  patient’s 
needs 

-Psychiatric  consultation  and  hospitalization 
on  a 24-hour  basis 


Fully  accredited  by  Joint  Commission  on  Ac- 
creditation of  Hospitals  for  adults,  children, 
adolescents,  and  drug-alcohol  abuse 
Licensed  by  the  State  of  North  Carolina 
Participants  in  Medicaid/Medicare  Program 


For  further  information,  please  contact: 

Mr.  Cliff  Christiansen,  Administrator 
Dr.  Robert  L.  Green,  Jr.,  Medical  Director 
3019  Falstaff  Road 
Raleigh,  North  Carolina  27610 
(919)  755-1840 
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Dr.  Henry  M.  Chilton,  assistant  professor  of  radiol- 
ogy (radiopharmacy),  has  been  appointed  to  the 
Nominations  Committee  of  the  Radiopharmaceutical 
Science  Council. 

* * * 

Dr.  Thomas  E.  Clark,  associate  professor  of  sociol- 
ogy. has  been  elected  president-elect  of  the  American 
Association  of  Marital  and  Family  Therapy. 

* * * 

Dr.  Robert  W.  Hamilton,  associate  professor  of 
medicine  (nephrology)  was  presented  the  “1980 
President's  Award"  of  the  National  Kidney  Founda- 
tion of  North  Carolina  during  the  chapter’s  annual 
meeting  in  Chapel  Hill. 

jlj 

Dr.  Lloyd  H.  Harrison,  associate  professor  of  urol- 
ogy, has  begun  his  two-year  term  as  president-elect  of 
the  American  Board  of  Allied  Health  Professionals. 

* * * 

Dr.  Eugene  R.  Heise,  associate  professor  of  micro- 
biology, has  been  appointed  as  a territorial  inspection 
chairman  for  laboratory  accreditation  by  the  Ameri- 
can Association  for  Clinical  Histocompatibility  Test- 
ing. 

* * * 

Dr.  Laurence  B.  Leinbach,  professor  of  radiology, 
was  re-elected  secretary  of  the  Eastern  Radiological 
Society  at  the  society’s  annual  meeting  in  Spain. 

* * * 

Dr.  W.  Keith  O'Steen,  professor  and  chairman  of 
the  Department  of  Anatomy,  has  assumed  the  presi- 
dency of  the  North  Carolina  Chapter  of  the  Society  for 
Neuroscience. 

5fC  5fC 

Dr.  Robert  W.  Prichard,  professor  and  chairman  of 
the  Department  of  Pathology,  has  been  appointed  to  a 
two-year  term  on  the  Scientific  Advisory  Board  of  the 
Armed  Forces  Institute  of  Pathology. 

* * * 

Dr.  Robert  B.  Taylor,  associate  professor  of  family 
medicine,  has  been  elected  to  the  editorial  advisory 
board  of  "Family  Medicine  Review." 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Dr.  Watt  Weems  Eagle,  a member  of  the  original 
staff  of  the  medical  center  and  the  first  chief  of  the 
division  of  otolaryngology,  died  July  2 in  Columbia, 
S.C. 


He  was  82. 

Dr.  Eagle  came  to  the  medical  center  when  it 
opened  in  1930  as  an  associate  professor  in  charge  of 
otolaryngology.  He  was  chief  of  that  division  from 
1930-1949.  He  retired  from  Duke  in  1967  and  moved  to 
New  Bern,  where  he  had  a private  practice. 

Surviving  are  his  daughter,  Ellen  Eagle  Walker,  and 
son-in-law,  Julian  W.  Walker,  Jr.,  both  of  Columbia 
and  two  grandchildren. 

Born  March  14,  1898  in  Statesville,  Dr.  Eagle 
earned  a bachelor  of  science  degree  from  the  Univer- 
sity of  North  Carolina  at  Chapel  Hill  in  1918.  He  was 
an  officer  in  the  U.S.  Army  in  World  War  I. 

He  completed  his  medical  degree  at  Johns  Hopkins 
University  Medical  School  in  1925  and  served  his 
residency  there.  He  was  an  instructor  of  otolaryngol- 
ogy at  Johns  Hopkins  prior  to  his  Duke  appointment. 

Dr.  Eagle  was  a member  of  numerous  professional 
organizations  and  made  many  contributions  to  various 
medical  and  dental  journals. 

Dr.  William  G.  Anlyan,  vice  president  for  health 
affairs,  remembered  Dr.  Eagle  as  “one  of  our  most 
distinguished  ear.  nose  and  throat  specialists."  An- 
lyan also  said  Dr.  Eagle  was  “one  of  the  friendliest  and 
best-liked  people  in  the  first  generation  of  this  institu- 
tion." 

Fellow  otolarynogologist  Dr.  William  R.  Hudson, 
who  is  the  current  chief  of  that  division,  said  "I  always 
admired  not  only  his  medical  abilities,  but  his  rapport 
with  patients."  Hudson  said  Dr.  Eagle  was  “person- 
ally adelightful  individual:  we  shall  sorely  miss  him." 

* * * 

A Martinsville,  Va.,  businessman  and  his  wife  with 
strong  ties  (o  the  university  dating  back  to  the  1920s 
have  contributed  $100,000  to  the  School  of  Medicine. 

William  F.  Franck,  Jr.,  and  his  wife  Carolyn  have 
asked  that  endowment  from  $25,000  go  toward  medi- 
cal scholarships  and  endowment  from  $75,000  be  used 
at  the  discretion  of  school  administrators.  Franck  is 
president  of  the  Tultex  Corp.,  a Martinsville-based 
textile  and  clothing  manufacturing  firm. 

Their  contribution  is  the  first  fully-funded  gift  to  the 
Davison  Century  Club,  a donor  organization  whose 
members  pledge  a minimum  of  $100,000  to  the  medical 
school.  The  club  is  named  after  the  late  Dr.  Wilburt 
Cornell  Davison,  who  established  the  school  and 
served  as  its  first  dean  from  1927  to  1960. 

“Dean  Davison  was  our  next-door  neighbor  in  Dur- 
ham when  1 was  a child,  and  he  stayed  with  my  family 
for  several  months  when  he  first  came  down  from 
Johns  Hopkins  in  1927  to  plan  the  medical  school  and 
Duke  Hospital,"  Franck  said.  “He  hired  my  father  to 
be  the  first  manager  of  the  Private  Diagnostic  Clinic 
and  my  mother  to  be  the  first  hostess  for  the  hospital 
so  that  patients  and  their  families  would  feel  wel- 
come.” 

Franck  called  Davison  “one  of  the  greatest  and 
warmest  men  1 ever  knew”  and  said  he  could  think  of 
no  better  way  of  showing  his  appreciation  and  love  for 
the  late  physician  than  by  making  the  gift. 
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Minks  are  usually  associated  with  cold  winters, 
warm  coats  and  wealthy  women,  not  with  der- 
matologists and  hereditary  illnesses. 

Now  however,  a medical  center  scientist  has  made 
that  unlikely  connection  by  discovering  the  cause  of  a 
disease  that  has  been  plaguing  the  fur  industry  in  the 
United  States  for  the  past  several  years. 

In  the  process.  Dr.  Lowell  Goldsmith  also  may  have 
found  an  invaluable  research  tool  for  studying  human 
genetic  diseases. 

Goldsmith,  professor  of  medicine,  said  he  and  his 
colleagues  at  Duke  and  at  the  University  of  Wisconsin 
have  successfully  treated  a baby  mink  for  pseudo  dis- 
temper, a previously  unexplained  fatal  illness  among 
minks. 

The  disease  appears  to  be  a perfect  model  for 
tyrosinemia  type  II,  a rare  human  illness  that 
Goldsmith  and  others  first  identified  at  Harvard  Uni- 
versity nine  years  ago.  The  treatment  that  succeeded 
with  the  mink  kit  is  the  same  one  they  devised  for 
humans  — a special  milk  diet  low  in  the  amino  acids 
tyrosine  and  phenylalanine  which  affected  patients 
cannot  metabolize  on  their  own. 

“Previously,  all  mink  kits  that  had  this  disease  died 
within  10  days  after  they  were  weaned,  with  runny 
eyes  and  open  sores  and  blisters  on  their  feet,” 
Goldsmith  said.  “Because  there  is  more  and  more 


inbreeding  to  get  the  dark,  natural  color  fur  that  is 
popular  now,  this  genetic  disease  is  more  and  more 
frequently,  and  mink  breeders  are  losing  more  and 
more  animals.” 

The  physician  said  he's  pleased  that  the  finding 
promises  to  benefit  the  fur  industry  in  Wisconsin, 
which  produces  one  third  of  the  mink  in  this  country 
and  a tenth  of  the  world's  supply,  but  he’s  very  excited 
about  the  possibilities  for  further  research. 

“We  now  have  a very  special  opportunity  with  this 
disease  to  study  healthy  and  affected  animals  at  the 
same  time,”  he  explained.  “None  of  the  traditional 
laboratory  animals  like  rats  and  mice  have  this  genetic 
condtion. 

“We  hope  that  we  will  now  be  able  to  pinpoint  the 
genetic  defect  responsible  for  it  and  to  attempt  some 
new  therapies  that  might  cure  it,”,  he  added.  “Along 
the  way,  we  also  hope  to  discover  new  biological 
principles  that  could  be  relevant  to  many  genetic 
diseases,  not  just  to  tyrosinemia  type  II  which  is  so 
rare.” 

* * * 

Dr.  William  S.  Lynn,  professor  of  pulmonary  medi- 
cine, received  a $134,853  grant  from  the  National  In- 
stitute of  Environmental  Health  Sciences.  Lynn  is 
studying  “Environment  and  the  Lungs:  Toxins  and 
Mediators.” 


An  apple  a day  won’t 
keep  alcoholism  away! 


The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
these  patients,  write  to  us. 


311  JONES  MILL  ROAD 
STATESBORO,  GA.  30458 
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Cynthia  Easterling,  director  of  the  Radiologic 
Technology  Program  at  the  medical  center,  has  been 
voted  president-elect  of  the  American  Society  of 
Radiologic  Technologists  (ASRT). 

Easterling,  a graduate  of  Duke’s  program  and  of 
Greensboro  College,  assumed  her  new  position  in  the 
20, 000-member  professional  organization  during  its 
annual  meeting  in  Atlanta  in  July.  A year  from  now, 
she  will  become  the  third  North  Carolinian  to  hold  the 
office  of  president  since  1932. 

* * * 

Singer  Perry  Como  and  his  troupe  presented  a ben- 
efit performance  at  the  Greensboro  Coliseum  on 
Tuesday,  September  2,  to  raise  money  for  research 
and  treatment  of  children’s  diseases  at  the  medical 
center. 

Proceeds  from  the  performance  went  into  the 
medical  center’s  Jay  Arena  Endowment  Fund,  ac- 
cording to  Dr.  Samuel  L.  Katz,  chairman  of  the  De- 
partment of  Pediatrics.  Como  and  Arena,  a Duke 
pediatrician  who  pioneered  safety  caps  and  poison 
control  centers  in  the  United  States,  have  been  friends 
for  many  years.  The  physician  retired  in  1979. 

‘'Jay  Arena  is  a very  dear  friend  who  has  been  like  a 
father  to  me  for  more  than  25  years,”  Como  said.  “Of 
course,  he's  not  old  enough  to  be  my  father,  but  I have 
felt  that  close  to  him.  I wanted  to  honor  him  in  a way 
that  would  help  the  children  he  has  spent  his  life 
working  to  protect.” 

The  performer  received  an  honorary  Doctor  of 
Humane  Letters  degree  from  Duke  in  1977  to  wild 
applause  from  the  graduating  seniors.  He  has  been  the 
mainstay  of  the  Duke  Children's  Classic,  a celebrity 
golf  and  tennis  tournament,  since  its  inception  in  1974 
and  has  been  associated  with  the  university  since  his 
Easter  show  broadcasts  from  Duke  Chapel  in  the 
1940s. 

* * * 

The  National  Heart,  Lung  and  Blood  Institute  has 
awarded  a three-year,  $280,000  grant  to  a medical 
center  physician  who  is  trying  to  learn  more  about 
abnormal  heart  rhythms,  particularly  those  following 
a heart  attack. 

Dr.  James  L.  Cox,  assistant  professor  of  surgery, 
said  he  and  his  colleagues  will  focus  on  arrhythmias 
that  do  not  respond  well  to  drug  therapy,  but  must  be 
corrected  surgically. 

In  an  interview,  the  surgeon  said  the  research  will 
have  three  goals. 

“First  of  all,  we  hope  to  devise  new  operations  for 
controlling  arrhythmias  of  the  ventricles,  the  major 
pumping  chambers  of  the  heart,”  Cox  said. 

Their  second  goal  is  to  improve  treatment  for  ab- 
normal heartbeats  originating  in  the  atria,  the  upper 
chambers  that  receive  blood  from  the  body  and  the 
lungs.  One  new  operation,  known  as  the  left  atrial 
isolation  procedure,  has  already  proven  effective  in 
animal  studies,  but  has  not  yet  been  used  in  humans, 
Cox  said. 

“Our  third  goal  is  to  develop  an  electronic  system 


that  will  allow  surgeons  to  monitor  the  integrity  of  the 
heart  during  and  after  open  heart  procedures.” 

Cox  said  that  the  medical  center  has  pioneered  new 
surgery  for  heart  rhythm  problems  for  more  than  a 
decade.  Patients  have  come  to  Duke  from  as  far  away 
as  Australia  for  such  treatment. 

* * * 

The  Duke  Endowment  has  given  $100,000  to  the 
medical  center  to  help  endow  a distinguished  profes- 
sorship honoring  the  late  Dr.  J . Deryl  Hart,  founder  of 
the  Department  of  Surgery  in  1930  and  president  of  the 
university  from  1960-1963. 

Dr.  William  G.  Anlyan,  vice  president  for  health 
affairs,  announced  the  gift,  calling  it  “a  most  appro- 
priate and  welcome  contribution  to  medical  education 
and  a fitting  tribute  to  one  of  the  university’s  most 
beloved  faculty  members.” 

Anlyan  said  a fund  to  endow  the  Deryl  Hart  Chair  in 
Surgery  was  begun  in  1976.  With  the  addition  of  the 
Duke  Endowment  contribution,  the  fund  now  stands 
at  $208,500. 

“Because  Dr.  Hart  died  on  June  1,  we  anticipate 
that  many  major  gifts  will  be  forthcoming  to  help  us 
raise  the  $1  million  necessary  to  establish  the  profes- 
sorship,” the  physician  said.  “The  Duke  Endowment 
has  once  again  demonstrated  its  leadership  by  pro- 
viding the  first  of  these.” 

Dr.  David  C.  Sabiston  Jr.,  chairman  of  the  Depart- 
ment of  Surgery,  said  Hart  greatly  admired  the  Duke 
Endowment  and  frequently  cited  its  many  ac- 
complishments in  his  book  The  First  Forty  Years  at 
Duke  in  Surgery > and  the  P.D.C. 

“The  Endowment’s  generous  contribution  to  the 
Deryl  Hart  Professor  of  Surgery  Fund  is  of  special 
significance  and  is  much  appreciated,”  Sabiston  said. 
“This  distinguished  chair  will  make  possible  continu- 
ing recognition  of  Dr.  Hart’s  impact  on  Duke  Uni- 
versity and  the  medical  center.  It  will  recognize  and 
support  excellence  in  clinical  surgery,  teaching  and 
research.” 

* * * 

By  the  time  a patient  is  diagnosed  as  having  lung 
cancer,  it’s  often  too  late  to  be  cured  because  the 
cancer  has  spread  to  other  organs  or  the  tumor  has 
grown  too  large  to  be  removed. 

A medical  center  surgeon  who  is  trying  to  develop  a 
diagnostic  test  that  can  be  applied  earlier  has  received 
a $143,785  American  Cancer  Society  grant  to  help 
with  the  effort. 

Dr.  Walter  G.  Wolfe,  professor  of  surgery,  said  the 
two-year  grant  will  enable  him  and  his  colleagues  to 
continue  their  studies  of  a large  number  of  patients 
with  cancer  and  other  lung  diseases. 

“We’re  trying  to  see  if  there  are  markers  in  the 
sputum  that  will  indicate  a high  probability  of  malig- 
nancy,” he  said.  The  surgeon  said  the  research  is 
centering  on  a human  immunoglobulin  known  as  IgA 
— a protein  antibody  found  in  respiratory  tract  secre- 
tions. 
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REFERRING  YOUR  PATIENTS  TO  DURHAM 
FOR  SPECIAL  TREATMENT? 


We  are  convenient  to  Duke  Medical  Center,  V.A.  Hospital  and  McPherson’s  Hospital.  We 
offer  free  transportation  to  the  hospitals  every  hour  between  the  hours  of  8:00  a.m.  and 
6:00  p.m.  Transportation  after  6:00  p .m.  by  special  request  only.  Via  our  free  van  service, 
we  are  only  7 to  8 minutes  away  and  your  parking  problems  are  solved. 


We  off er  friendly , courteous  service  to  all  our  guests.  So  often  the  special  needs  of  patients 
and  their  families  might  be  overlooked.  We  pride  ourselves  on  our  reputation  for  caring 
about  the  individuals  who  make  the  Ramada  Inn  Downtown  their  temporary  home  during 
their  stay  in  Durham. 


159  tastefully  decorated  rooms 

Indoor  heated  pool 

Sauna 

Exercise  room 
Whirlpool 

New  Zenith  Color  T.V.  with  cablevision 

A.M.-F.M.  stereo  radio 

All  rooms  entered  from  inside  corridor 


Lounge 

Full  service  restaurant 
Handicap  rooms 
10%  discount  after  30  days 
Nightly  security 
Washer  and  dryer 
Refrigerators  available 
Efficiencies  available 


We  hope  that  when  making  appointments  for  your  patients  needing  local  accommoda- 
tions, that  you  will  remember  us  at  the  Ramada  Inn  Downtown. 


For  Reservations  Call 

919-683-1531 

RAMADA  INN  DOWNTOWN 

1-40  & Duke  Street 
P.  O.  Box  98 
Durham,  N.C.  27702 


He  and  his  colleagues  hope  to  show  that  increases  in 
the  amount  of  IgA  produced  in  the  lung  can  indicate 
the  presence  of  a developing  tumor  well  before  it 
becomes  visible  on  x-rays.  Also,  a nurse  clinician  will 
be  added  to  the  Lung  Oncology  Clinic  to  coordinate 
the  evaluation  and  treatment  of  individuals  who  come 
to  Duke  with  lung  cancer. 

Drs.  Dirk  Inglehart,  a research  fellow  and  senior 
resident  in  surgery,  and  Dani  Bolognesi,  professor  of 
surgery,  are  collaborating  with  Wolfe  on  the  project. 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


A surgeon  at  North  Carolina  Memorial  Hospital  is 
implanting  blood  vessels  from  cows  into  the  arms  of 
some  hemophilia  patients  to  make  it  easier  for  them  to 
receive  life-saving  injections. 

When  hemophiliacs  have  episodes  of  bleeding,  they 
are  given  shots  of  the  blood  product  factor  VIII  which 
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helps  their  blood  clot.  But  repeated  injections  are  hard 
on  a person's  veins  — scarring  them  and  making  them 
hard  to  find,  said  Dr.  Harold  Roberts,  director  of  the  J 
Comprehensive  Hemophilia  Diagnostic  and  Treat-  | 
ment  Center  in  Chapel  Hill. 

To  solve  the  problem  of  hard-to-find  veins.  Dr. 
Stanley  Mandel,  a vascular  surgeon,  has  replaced 
damaged  veins  in  patients’  arms  with  the  carotid  ar- 
teries of  cows.  The  eight-inch  lengths  of  new  vessels,  I 
implanted  in  each  upper  arm,  hold  up  better  and  are  far 
easier  to  stick  with  a needle  than  the  patient’s  own  | 
veins. 

“We've  been  innovative  in  using  this  method  with  i 
patients  who  really  have  no  alternative,”  Mandel  said.  : 
‘‘It  may  turn  out  to  be  a life-saving  procedure  for  a 
small  group  of  people  because,  if  you  can’t  get  the  i 
factor  VIII  into  the  bloodstream  quickly,  the  patient 
could  die.” 

He  said  vein  grafts  should  be  considered  only  for  j 
patients  whose  veins  have  become  so  inaccessible  that 
emergency  treatment  efforts  are  severely  impaired. 

Even  though  Mandel  has  given  vein  grafts  to  only 
two  hemophilia  patients,  he  said  the  results  have  been 
encouraging. 

He  said  it  is  likely  that  more  hemophiliacs  will  re- 
ceive vein  grafts  at  N.C.  Memorial,  since  the  hemo- 
philia center  here  is  one  of  the  largest  in  the  world. 
Almost  1,000  hemophiliacs  from  throughout  the 
Southeast  come  to  Chapel  Hill  for  treatment. 

* * * 

North  Carolina  Memorial  Hospital  has  returned 
$4.4  million  in  unused  appropriations  and  unantici- 
pated revenue  to  the  state  treasury,  hospital  officials 
announced  in  August. 

General  Director  Eric  B.  Munson  said  $3.2  million 
of  the  rebate  resulted  from  money  budgeted  for 
salaries  and  benefits,  but  not  expended  because  of 
position  vacancies  and  the  governor’s  hiring  freeze. 
‘‘The  remaining  $1.2  million  represents  hospital  in- 
come from  patient  care  that  exceeded  the  amount 
projected  for  the  year,”  Munson  said.  The  fiscal  year 
ended  June  30. 

The  hospital’s  total  budget  last  year,  the  director 
said,  was  $83.2  million.  ‘‘Only  20%  of  this  total 
amount  came  from  state  appropriations.  The  rest  of 
our  income  is  generated  from  fees  for  patient  care.” 

N.C.  Memorial  has  been  steadily  decreasing  its  de- 
pendence on  state  appropriations  over  the  past  few 
years,  according  to  Bill  J.  Fuller,  acting  director  of 
fiscal  services. 

As  recently  as  1973,  N.C.  Memorial  was  dependent 
on  the  state  for  more  than  30%  of  its  budget.  That 
percentage  was  reduced  to  24.1%  by  1977-78  and  to 
23.9%  for  1978-79,  Fuller  reported. 

* * * 

“Over  the  past  several  years,  I have  had  the  op- 
portunity of  seeing  acute  lymphocytic  leukemia  go 
from  a disease  with  a 100%  failure  rate  to  a disease  that 
is  curable.” 


692 


Vol.  41,  No.  10 


That's  how  Dr.  Denman  Hammond,  a School  of 
Medicine  alumnus  and  noted  medical  scientist, 

| summed  up  much  of  his  professional  career  during  a 
speech  here  recently. 

Hammond,  director  of  the  Los  Angeles  County- 
University  of  Southern  California  (USC)  Comprehen- 
sive Cancer  Center  and  the  Kenneth  Norris  Jr.  Cancer 
Research  Institute  at  USC,  addressed  physicians, 
students  and  cancer  researchers  on  the  treatment  of 
children  with  acute  lymphocytic  leukemia. 

Hammond,  who  earned  a certificate  in  medicine 
here  in  1946,  described  his  association  with  a national 
clinical  cancer  investigative  group.  The  Children's 
Cancer  Study  Group,  involving  more  than  1 ,800  acute 
lymphocytic  leukemia  patients  treated  during  the  last 
seven  years.  Data  from  these  patients  have  shown: 

*Age  and  white  blood  cell  count  at  the  time  of  diag- 
nosis of  acute  lymphocytic  leukemia  are  the  most 
significant  predictors  of  outcome  of  treatment.  Chil- 
dren diagnosed  with  acute  lymphocytic  leukemia,  less 
than  a year  old,  have  the  shortest  average  survival. 
Only  18%  remain  in  remission  for  five  years  or  longer. 
More  than  50%  of  the  children  diagnosed  between 
ages  1-10  survive  at  least  five  years. 

*The  most  favorable  survival  group  has  a white 
blood  cell  count  less  than  5,000  at  the  time  of  diag- 
nosis. 

*Females  tend  to  survive  longer  than  males. 

Caucasians  survive  better  than  blacks. 

“These  predictors  allow  us  to  stratify  patients  ac- 
cording to  their  chances  of  survival  and  to  try  to  tailor 
treatment  to  the  different  groups  of  patients,”  Ham- 
mond said. 

* * * 

Fight  for  Sight,  Inc.,  a national  organization  de- 
voted to  the  preservation  and  restoration  of  sight,  has 
announced  its  continued  support  of  research  efforts  in 
the  School  of  Medicine’s  Department  of  Ophthalmol- 
ogy. 

The  organization's  scientific  advisory  committee 
has  awarded  the  department  a one-year,  $7,500  re- 
search grant.  Fight  for  Sight  said  in  announcing  the 
award,  “It  is  the  consensus  of  the  committee  that 
yours  is  a developing  department  and  that  the  studies 
submitted,  which  will  be  pursued  under  this  award, 
are  most  constructive.” 


Among  the  research  projects  being  supported,  in 
part,  by  the  grant  is  a study  of  blood  circulation  in  the 
eye  and  a study  involving  wound  healing. 

* % ?{c 

Dr.  Harry  E.  Dascomb,  former  professor  of  family 
medicine  and  public  health  and  preventive  medicine  at 
the  Louisiana  State  University  School  of  Medicine, 
has  joined  the  faculty  here  as  professor  of  medicine. 

Dascomb,  who  had  been  on  the  faculty  at  LSU  since 
1947,  will  be  working  with  the  Wake  County  hospital 
system’s  Area  Health  Education  Center. 

Dr.  Michael  McGinnis,  associate  professor  of  clini- 
cal microbiology,  was  a guest  lecturer  at  the  “Curso 
Internacional  de  Micologia  Medica”  at  the  Instituto 
de  Medicina  Tropical  de  Sao  Paulo  June  21-28  in  Sao 
Paulo,  Brazil.  He  was  the  only  person  from  the  United 
States  giving  lectures  at  this  international  mycology 
course. 

* * * 

Dr.  Kenneth  Sugioka,  professor  and  chairman  of 
anesthesiology,  presented  a paper  at  the  Satellite 
Symposium  on  Oxygen  Transport  to  Tissue  July  6-10 
in  Budapest,  Hungary.  The  symposium  was  held  be- 
fore the  28th  International  Congress  of  Physiological 
Sciences  July  11-13  in  Budapest.  Sugioka  also  was 
visiting  professor  at  the  University  of  Warsaw,  Po- 
land, June  30-July  5. 


AMERICAN  INSTITUTE  OF  THE 
HISTORY  OF  PHARMACY 

Josephine  E.  Newell,  M.D.,  of  Bailey  has  been 
awarded  the  Certificate  of  Commendation  of  the 
American  Institute  of  the  History  of  Pharmacy  in 
Madison,  Wis.  Dr.  Newell,  president-elect  of  the 
North  Carolina  Medical  Society,  was  cited  for  found- 
ing and  sustaining  the  Country  Doctor  Museum  of 
Bailey,  which  contains  a replica  of  a doctor's  office,  a 
reconstructed  pharmacy,  a general  exhibition  and  an 
herb  garden. 
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Month  in 
Washington 


The  Professional  Standards  Review  Organization 
(PSRO)  program  for  Medicare-Medicaid  should  be 
allowed  to  develop  to  its  full  potential,  the  American 
Medical  Association  has  told  Congress. 

The  medical  profession  has  accepted  PSRO  as  a 
quality  assurance  program.  “Therefore,  we  feel  that  it 
is  inappropriate  to  evaluate  the  program  solely  based 
on  dollars  and  cents.” 

Alan  Nelson,  M.D.,  a member  of  the  AMA  Board  of 
Trustees,  told  the  House  Ways  and  Means  subcom- 
mittee on  Health  that  the  PSRO  program  is  a success- 
ful example  of  cooperation  between  the  medical  pro- 
fession and  the  federal  government.  Some  167,000 
physicians  are  participating.  Dr.  Nelson  noted. 

One  of  the  problems  with  PSRO  since  its  inception 
in  1972  has  been  the  tendency  of  administrations, 
Democratic  and  Republican,  to  eye  the  program  as 
one  strictly  designed  to  save  money.  There  have  been 
critical  points  in  recent  years  when  PSRO  was  be- 
lieved to  be  in  jeopardy  because  of  costs. 

Dr.  Nelson  pointed  out  to  the  subcommittee  that  the 
PSRO  law  declares  it  is  designed  to  “promote  the 
effective,  efficient  and  economical  delivery  of  health 
care  services  of  proper  quality.” 

There  have  been  many  analyses  of  the  cost- 
effectiveness  of  PSRO.  The  two  most  recent,  by  the 
Health  Care  Financing  Administration  (HCFA)  and 
the  Congressional  Budget  Office  (CBO),  used  the 
same  data  to  reach  opposite  conclusions.  The  CBO 
said  PSROs  were  not  cost  effective.  HDFA  said  that  in 
fiscal  year  1978  they  saved  $21  million. 

“Because  of  this  divergence  in  interpreting  the 
PSRO  data  and  because  PSRO  effectiveness  should  be 
assessed  for  other  than  cost-effectiveness,  the  AMA 
views  such  analysis  as  impractical,”  said  Dr.  Nelson. 
The  matter  is  especially  critical  now,  he  added,  be- 
cause the  Health  and  Human  Services  (HHS)  De- 
partment is  terminating  PSROs  that  it  deems  to  be 
“poorly  performing  and  cost-ineffective.” 

It  is  premature  to  attempt  to  measure  the  cost- 
effectiveness  of  the  PSRO  program.  Dr.  Nelson  said, 
adding  that  “the  PSRO  program  has  been  consistently 
underfunded,  with  some  PSROs  not  even  receiving 
the  funds  necessary  to  design  and  implement  the 
sophisticated  review  and  data  collection  operations 
essential.  Until  the  program  becomes  fully  opera- 
tional, it  is  a mistake  to  attempt  to  ascertain  its  cost- 
effectiveness.” 

The  AMA  witness  also  urged  Congress  to  guarantee 
the  confidentiality  of  PSRO  information.  “The  effec- 


tiveness of  the  PSRO  program  is  inextricably  linked  to 
its  ability  to  preserve  the  confidentiality  of  patient, 
physician  and  hospital  profiles.” 

The  AMA  also  recommended  a provision  that 
would  subject  services  performed  by  or  in  federally- 
operated  health  care  institutions  to  PSRO  review  and 
to  provide  for  more  effective  administration  of  the 
program.  The  AM A-developed  amendments  to  the 
PSRO  law  were  recommended. 

* * * 

Congress  this  year  is  nearing  final  action  on  a major 
extension  and  expansion  of  the  community  mental 
health  center  program. 

The  House  recently  approved  a four-year  extension 
authorizing  federal  aid  of  $78  million  next  fiscal  year, 
increasing  to  $200  million  by  1984.  The  states  would 
play  a greater  role  than  at  present.  The  Senate  has 
passed  a more  generous  measure. 

A controversial  patients’  bill  of  rights  provision  was 
deleted  by  the  Senate.  The  House  measure  did  not 
contain  such  a provision.  The  bill,  approved  277-15, 
involves  the  states  more  fully  in  the  planning  and 
provision  of  community  mental  health  services  in 
hopes  of  attracting  more  state  funding. 

New  special  grant  categories  were  established  for 
services  to  the  chronically  mental  ill  and  for  disturbed 
children.  Another  new  program  would  deal  with  pro- 
viding services  within  ambulatory  health  care  centers. 

Funding  would  be  provided  for  services  to  those 
groups  that  state  and  local  health  planning  agencies 
find  to  be  underserved  or  unserved.  The  states, 
through  local  planning,  will  determine  which  groups 
need  special  attention. 

* * * 

The  big  money  bill  for  the  Department  of  Health  and 
Human  Services’  operations  next  fiscal  year  has  fi- 
nally started  through  Congress.  The  $57.1  billion  ap- 
proved by  the  House  was  $336  million  less  than  the 
Administration  requested. 

By  and  large,  the  lawmakers  went  along  with  the 
strict  economy  budget  prepared  by  President  Carter. 
The  interest  in  the  congressional  actions  centered  for 
the  most  part  on  how  individual  programs  fared.  Con- 
gress made  clear  earlier  that  it  was  in  no  mood  to  add 
significantly  larger  sums  to  money  requests. 

Some  programs  were  not  listed  in  the  House  ap- 
propriations bill,  including  health  education  and  the 
national  health  service  corps,  authorizations  for 
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which  are  proceeding  separately  with  appropriations 
to  follow. 

Running  down  the  major  HHS  breakdowns  and 
comparisons  with  budget  requests: 

Public  Health  Service  $6.7  billion  + $162  million 

Health  Care  Financing  Administration  (Medicaid) 
$26  billion  - $21  million 

Social  Security  Administration  (Medicare)  $19  bil- 
lion - $400  million 

Human  Development  Services  $5.3  billion  - $68 
million 

Under  the  PHS: 

Health  Services  Administration  $1.2  billion,  - 
$746,000 

Center  for  Disease  Control  $329  million,  + $36  mil- 
lion 

Nat.  Institutes  of  Health  $3.6  billion,  + $126  million 

Alcohol,  Drug  Abuse  and  Mental  Health  $1  billion, 
-$1.4  million 

Health  Resources  Administration  $168  million,  + 
$14  million 

PHS  programs  receiving  slight  boosts  include  fam- 
ily planning,  state  health  service  grants,  maternal  and 
child  health,  NIH  research  activities,  drug  abuse  and 
health  planning.  Decreases  were  suffered  by  al- 
coholism, community  health  centers,  home  health 
services,  mental  health,  health  maintenance  organi- 
zations and  professional  standards  review  organiza- 
tions. 

With  respect  to  HMOs,  the  Appropriations  Com- 
mittee noted  that  the  program  was  having  difficulty 
spending  its  current  budget  and  could  end  the  fiscal 
year  “with  a fairly  large  carryover  balance  on  hand.” 

The  report  continued: 

“The  committee  has  received  information  about  the 
increasing  number  of  federally  funded  HMOs  which 
are  having  difficulty  breaking  even,  and  which  are  not 
in  compliance  with  federal  qualification  guidelines.  A 
number  have  defaulted  on  their  loans.  The  committee 
is  concerned  about  the  way  the  department  estab- 
lishes new  plans  in  geographic  areas  where  HMOs 
already  exist.” 

Two  major  HHS  initiatives  heading  into  the  1980s 
were  supposed  to  be  emphasis  on  health  education 
and  alcohol  abuse  programs.  The  committee’s  han- 
dling of  these  programs  underlines  how  far  they  have 
dropped  out  of  sight  as  a result  of  the  economy  push 
and  possibly  because  the  administration  changed  its 
mind.  Health  education  got  $13.7  million,  the  amount 
requested,  and  a continuation  of  the  funding  only  for 
the  current  year.  Alcoholism  fared  worse.  The  project 
grant  request  for  the  National  Institute  on  Alcoholism 
and  Alcohol  Abuse  was  slashed  by  $35.3  million  and 
new  funding  to  implement  special  alcohol  initiatives 
next  year  was  eliminated. 

* * * 

The  tools  economists  employ  to  assess  cost-benefit 
ratios  are  of  limited  value,  the  Congressional  Office  of 
Technology  Assessment  (OTA)  has  conceded.  An 
OTA  report  frankly  discussing  shortcomings  as  well 


as  strengths  of  economic  standards  for  health  care 
came  as  something  of  a relief  to  the  health  professions, 
since  the  OTA  and  a federal  agency  (the  National 
Center  for  Health  Care  Technology)  have  been 
viewed  with  misgivings  by  the  medical  profession. 
The  fear  has  been  that  strictly  economic  judgments 
could  be  used  to  discourage  valuable  technological 
and  other  medical  methods,  such  as  CAT  scanners. 

Senator  Edward  Kennedy  (D-Mass.),  chairman  of 
the  Senate  Human  Resources  Subcommittee  on 
Health,  said  “limitations  on  resources  require  that  the 
benefits  of  medical  technologies  be  weighed  against 
the  costs.”  He  said  the  report  “underscores  my  belief 
that  the  simplistic  use  of  cost-effectiveness  analysis 
will  not  resolve  many  of  our  basic  dilemmas  in  health 
care  delivery.” 

Cost  Effectiveness  Analysis  (CEA)  differs  in  that 
costs  are  expressed  in  dollars  but  effectiveness  is 
measured  in  non-monetary  units  such  as  lives-saved 
or  life-years-gained.  CEA  and  CBA  are  designed  to 
integrate  the  economic  and  health  aspects  of  deci- 
sions. 

Cost  Benefit  Analysis  (CBA)  involves  expressing 
both  costs  and  benefits  in  dollars,  resulting  in  a net 
plus  or  minus  dollar  figure  or  in  a numerical  ratio. 

* * * 

The  nation  last  year  spent  an  estimated  $212.2  bil- 
lion for  health  care,  12.5%  above  1978,  the  govern- 
ment has  reported. 

The  1979  health  spending  amounted  to  an  estimated 
$943  per  person,  $406,  (43%)  representing  public 
spending. 

The  latest  comprehensive  health  spending  esti- 
mates were  compiled  by  the  Health  Care  Financing 
Administration  (HCFA)  and  show  that  outlays  by 
Medicare  and  Medicaid  amounted  to  $29.3  billion  and 
$21.7  billion  respectively,  paying  for  27%  of  all  per- 
sonal health  care  in  the  nation.  Benefits  for  hospital 
care  alone  amounted  to  $29.7  billion  for  both  pro- 
grams. 

Highlights: 

**Expenditures  for  health  care  included  $54.4 
billion  in  premiums  to  private  health  insurance, 
$60.9  billion  in  federal  payments  and  $30.5  bil- 
lion in  state  and  local  government  funds. 

**The  $85.3  billion  bill  for  hospital  care  rep- 
resented 40%  of  total  health  care  spending  in 
1979.  These  expenditures  increased  12.5% 
over  1978. 

**Spending  for  physician  services  increased 
13.4%  to  $40.6  billion  — 19%  of  all  health  care 
spending. 

**A11  third  parties  combined  — private  health 
insurers,  governments,  philanthropic  and  in- 
dustry — financed  68%  of  the  $188.6  billion  in 
personal  health  care  in  1979,  ranging  from  92% 
of  hospital  care  services  to  64%  of  physicians' 
services  and  39%  of  the  remainder. 

**Direct  payments  by  consumers  reached  $60 
billion  in  1979.  This  represented  32%  of  all  per- 
sonal health  care  expenses. 
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The  Defense  Department  is  confident  it  can  handle 
physical  exams  in  case  of  a draft  without  the  aid  of 
civilian  physicians.  The  number  of  military  and 
recently-retired  military  physicians  are  “more  than 
adequate”  to  handle  the  job,  a spokesman  said.  The 
recently  retired  group  (about  300)  are  subject  to 
call-up  in  event  of  a national  emergency.  Draft  physi- 
cals would  be  carried  out  in  67  Armed  Forces  Ex- 
amining and  Entrance  stations  across  the  country  and 
in  Hawaii,  Puerto  Rico  and  Alaska.  Draftees  who 
passed  the  physicals  could  be  inducted  immediately. 

* * * 

Legislation  was  introduced  in  the  House  to  prohibit 
federal  reimbursement  under  the  Medicaid  program 
for  drugs  that  have  not  been  found  effective  by  the 
Food  and  Drug  Administration.  Rep.  Bob  Eckhardt 
(D-Texas),  chairman  of  the  House  Commerce  Sub- 
committee on  Oversight,  said  as  much  as  $400  million 
has  been  “wasted”  over  the  past  10  years  on  such 
drugs. 

* * * 

The  Kaiser-Permanente  medical  care  program  has 
assumed  management  and  financial  responsibility  for 
Georgetown  University  Community  Health  Plan, 


which  has  been  renamed  Kaiser-Georgetown  Com- 
munity Health  Plan,  Inc. 

The  Georgetown  Plan  provides  medical  and  hospi- 
tal care  on  a prepaid  basis  for  about  54,000  members  in 
the  District  of  Columbia,  Maryland,  and  Virginia. 
Kaiser-Permanente  is  the  nation's  largest  group  prac- 
tice prepayment  health  care  delivery  system.  Most  of 
its  operations  have  been  on  the  West  Coast. 

* * * 

Illicit  drug  use  has  increased  sharply  in  the  past  20 
years,  according  to  two  studies  for  the  government. 

The  proportion  of  people  who  have  used  marijuana 
has  increased  from  4%  to  68%.  Harder  drugs  — 
cocaine,  heroin,  hallucinogens,  inhalants  — have 
been  tried  by  33%  of  18-to-25-year-olds. 

The  studies  show  that  between  1972  and  1979  ex- 
perience with  marijuana  and  cocaine  has  doubled 
among  young  teenagers  and  those  over  25  years  of 
age.  Between  ages  18  and  25,  cocaine  use  has  tripled 
and  marijuana  use  has  increased  from  48%  to  68%. 

The  illicit  use  of  stimulants,  sedatives  and  tran- 
quilizers reported  by  12-to- 17-year-olds  and  those 
over  age  25  has  remained  relatively  constant  over  the 
last  decade.  However,  use  of  these  drugs  increased  by 
18-to-25-year-olds  until  1977.  Experience  with  heroin 
has  been  constant  during  the  1970s  with  about  3%  or 
less  having  tried  it. 


P O Box  240197, 1715  Sharon  Road  West,  Charlotte,  N.C.  28224  For  Information  Call  (704)  554-0285 


James  F.  Emmert,  Executive  Director 


FOR  THE  CHEMICALLY  DEPENDENT 

At  the  Charlotte  Treatment  Center  we  believe 
that  those  who  suffer  from  the  treatable  disease  of 
alcoholism,  and  their  families,  are  entitled  to  the  same 
treatment  and  loving  care  as  those  suffering  from 
any  other  disease, 

• Full  time  physician  • Professional  counseling  staff 

• Psychiatric  consultant  • Family  program 

• Registered  nurses  • After-care  program 


Center 
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Classified  Ads 


LOVELY  SOUTHWESTERN  CLIMATE.  Multispecialty  group 
seeking  Internist.  A good  situation.  Contact:  Talton  L.  Francis, 
Eastwood  Medical  Center,  10301  Gateway  West,  El  Paso,  Texas 
79925.  Phone:  (915)  592-0201. 

NEEDED  PRIMARY  CARE  PHYSICIAN  to  join  staff  at  growing 
practice  with  well  equipped  facility,  strong  community  support, 
guaranteed  income,  linkages  with  nearby  hospitals  and  providers. 
Located  in  scenic  area  close  to  both  rural  and  urban  amenities  in 
aggressively  growing  economy  of  central  Virginia.  Contact:  John 
Troidl,  Administrator,  P.O.  Drawer  81,  Evington,  Virginia  24550. 

IMAGING  PHYSICIAN,  CT  Interest,  Part-time,  full  time,  or  locum 
tenens.  C.  Gene  Coin,  M.D.,  2507  Alberry  Place,  Fayetteville, 
N.C.  28304  (919)  323-2619. 

LOCUM  TENENS  work  wanted  — Family  and  General  Practice, 
open  availability.  T.  C.  Kolff,  M.D.,  801-566-1666. 

PHYSICIAN  ASSISTANTS  — Would  a Physician  Assistant  be  of 
benefit  to  your  practice?  The  North  Carolina  Academy  of  Physi- 
cians' Assistants  responds  promptly  to  physician  inquiries.  Con- 
tact: Paul  C.  Hendrix,  P.A.-C,  Chairman,  Employment  Commit- 
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All  inquiries  confidential.  Grow  with  an  expanding  group.  Contact: 
Coastal  Emergency  Physicians,  P.O.  Box  8703,  Durham,  N.C. 
27707,  (919)  489-6521,  in  North  Carolina  (800)  672-1665. 

NORTH  CAROLINA  — Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
beaches.  Starting  from  $55,000  to  $60,000  guaranteed.  Unlimited 
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cellent opportunity:  Community  Physicians,  Inc.  113  Landmark 
Square,  Virginia  Beach,  Virginia  23452  (804)  486-0844. 

VIRGINIA  — Unique  opportunity.  Emergency  Medicine.  Modern 
service.  Immediate  or  delayed  openings  for  career-oriented  physi- 
cians, unlimited  potential.  Guaranteed  income  of  $55,000  to 
$60,000  plus  excellent  benefits.  For  additional  information  contact: 
Community  Physicians,  Inc.,  113  Landmark  Square,  Virginia 
Beach,  Virginia  23452  (804)  486-0844. 
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short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
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When  any  psychoactive  medication  is 
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tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

♦Sellers  EM:  Drug  Metab  Rev  fl(1):5-11, 1978 


m the  management  of 
agmptoma  of  anxietg 


2-mg.  5-mg,  10-mg  scored  tablets 


effective  therapg  through 

efficient  pharmacodgnamics 


Before  prescribing,  please  see  summary  of  product  information  on  next  page 


Valium 

diazepam /Roche 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety;  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
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ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances, 
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Opportunity  to  complete 
up  to  25  hours  of 
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“THE  PHYSICIAN  IS  A 
DECISION  MAKER,  AND  ALMOST 
EVERY  DECISION  HE  MAKES 
COSTS  OR  SAVES  MONEY.” 

—Dr.  William  belts.  Past  President, 
American  Society  of  Internal  Medicine 

More  and  more  physicians  today  are  beginning  to 
realize  the  extent  of  the  economic  influence 
they  have,  and  are  finding  ways  of  holding 
costs  down. 

A number  of  studies  show  that  the  more 
physicians  know  about  costs,  the  more  they  try 
to  reduce  them?  And  this  reduction  can  be  done 
without  reducing  the  quality  of  care  to  the  patient. 

How  are  they  doing  this?  As  a start  they 
have  become  thoroughly  familiar  with  the  costs 
they  incur  on  behalf  of  their  patients.  They  know 
how  much  an  X-ray  costs,  how  much  their 
hospital  charges  for  routine  lab  tests.  They’re  requesting  copies  of  patients’ 
hospital  bills.  And  asking  their  hospitals  to  print  the  charges  for  diagnostic 
tests  right  on  the  order  sheet. 

What  else  are  physicians  doing?  Minimizing  their  patients’  hospital 
stays,  whenever  possible.  Reevaluating  routine  admissions  procedures. 
Questioning  the  real  need  of  the  diagnostic  tests  they  order  for  their 
patients.  Avoiding  duplicate  testing.  Trying  to  discourage  their  patients’ 
demands  for  unnecessary  medication,  treatment  or  hospitalization. 
Compiling  daily  logs  of  their  medical  decisions  and  what  they  cost.  And  more. 

More  physicians  today  realize  what  a tough  problem  we’re  all  faced 
with.  They  know  this  is  a challenge  for  medicine.  And  that  physicians  are 
in  the  best  position  to  deal  with  and  solve  the  problem. 

* PATIENT  CARE  Magazine—  Outlook  1977,  "Face  Off:  Cost  Containment  vs.  Chaos','  January  1,  1977 

Lyle  CB.  et  al.  "Practice  habits  in  a group  of  eight  internists','  ANNALS  OF  INTERNAL  MEDICINE  84  ( May  1976),  594-601 

Schroeder  SA,  et  al  " Use  of  laboratory  tests  and  pharmaceuticals:  variation  among  physicians  and  effect  of  cost  audit  on  subsequent  use,"  JOURNAL  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION  225  (A  ug.  20,  1973),  969  73 
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Phone  No.  919-273-5581 


Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROUNA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 


Our  salesmen  are  located  in  all  parts  of  North  Carolina 


We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 


IF  YOUR  PATIENT  TELLS  US 
SHE’S  PREGNANT, 

SHE  WON’T  GET  A LECTURE. 
SHE’LL  GET  HELP. 

Free,  professional  problem  pregnancy  counseling. 

If  she  can’t  come  to  us,  we’ll  come  to  her. 

The  Children’s  Home  Society  of  North  Carolina,  Inc. 

Asheville  (704)  258-1661  Fayetteville  (919)  483-8913 

Chapel  Hill  (919)  929-4708  Greensboro  (919)  274-1538 

Charlotte  (704)  334-2854  Greenville  (919)  752-5847 

Wilmington  (919)  799-0655 

Member  Child  Welfare  League  of  America.  Founded  1902. 


NOW  OUR  BUSINESS 
IS  AS  GOOD  AS  OUR  PRACTICE: 


We’re  physicians.  But  we’re 
also  business  people.  That's 
why  our  group  practice  has  a 
business  manager. 

It  takes  a lot  of  work  to  man- 
age all  the  business  details  of 
[a  growing  practice  like  ours. 
That's  why  we  have  BASMED. 
•It  cuts  work  and  handles  the 
[details. 

That  makes  everything  a lot 
(easier.  Like  insurance  pro- 
cessing. With  BASMED  we  do 
little  more  than  enter  the  name, 
date,  and  procedure  for  each 
patient.  BASMED  fills  in  the 
'rest  from  its  vast  electronic 
files.  It  prints  the  forms  for  the 
right  insurance  companies, 
ready  for  mailing, 
j BASMED  makes  short  work 
of  administrative  tasks  too— 


like  balancing  daily  receipts 
and  charges.  And  it  generates 
periodic  reports  at  the  touch  of 
a button.  For  example,  if  we 
want  information  on  account 
aging,  total  dollars  and  units 
by  procedure,  charges  by  doc- 
tor, or  insurance  claims  aging, 
BASMED  puts  it  right  in  our 
hands. 

The  result  is  a more  efficient 
office  and  improved  cashflow. 
In  fact,  BASMED  does  its  job 
so  well  that  we  hardly  know 
it's  there. 

But  our  business  manager 
does.  And  our  office  staff  does. 
They’re  very  happy  with 
BASMED. 

That  makes  us  happy. 

And  that  means  we  all  do  a 
better  job. 


For  more  information  on 
how  to  give  your  practice  the 
business,  call  TOLL  FREE: 

1-800-334-7010 

In  NC  call  collect: 

919-851-8512 


Medical  Systems  Division 
Business  Application  Systems 


IUSM1.1) 

The  Medical 
Business  System 


business  application  systems,  inc. 
7334  chapel  hill  road 


raleigh,  n.c.  27607 


Have  Top  Flight 
Communications 
Training  Programs 
For  Your  Leaders, 


Will  Travel. 


If  you  want  to  help  your  society's  leaders  and 
spokespeople  modulate  their  speaking  skills,  put  in 
a call  right  now  to  Mort  Enright,  the  Director  of  the 
AMA  Speakers  and  Leadership  Programs. 

Mort  and  his  staff  of  professional  communicators 
have  put  on  hundreds  of  programs  for  medical 
societies’  across  the  country  and  have  helped  over 
10,000  physicians  polish  their  speaking  abilities. 

A Custom-Tailored  Package  for  Your  Society 

Mort  will  work  with  you  to  develop  a program 
geared  to  the  specific  requirements  of  your  society's 
leadership.  And  he'll  put  on  the  program  right  in 
your  medical  society's  headquarters  or  whatever 
site  you  choose. 

You  can  choose  Medical  Speaker  or  Mass  Media 
courses  ranging  from  a two-hour  session  on  the 
basics  all  the  way  to  an  intensive,  two-day  program 
featuring  a variety  of  expert  communicators  and 
sophisticated  electronic  training  equipment.  Cost  of 
the  program  will  vary  with  length,  number  of 
participants  and  faculty,  facilities,  and  equipment. 

For  all  the  details,  contact:  Mort  Enright,  Speakers 
and  Leadership  Programs,  AMA,  535  N.  Dearborn 
St.,  Chicago,  IL  60610.  Telephone:  (312)  751-6452. 


* Names  of  medical  societies  who  have  jointly 
sponsored  these  programs  available  on  request. 


For  Sneezing  and 
Nasal  Congestion 


Each  prolonged  action  tablet  contains: 


Phenylephrine  Hydrochloride 25  mg 

Phenylpropanolamine  Hydrochloride 50  mg 

Chlorpheniramine  Maleate 8 mg 

Hyoscyamine  Sulfate 0.1 9 mg 

Atropine  Sulfate 0.04  mg 

Scopolamine  Hydrobromide 0.01  mg 


Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours. 


• Vasoconstrictor,  antihistaminic  actions 

• Rapid  and  prolonged  relief  of  nasal  and  sinus  congestion 

• Convenient  b.i.d.  dosage 


Boots  Pharmaceuticals 
Pioneers  in  Medi' 


For  Coughing  With 
Nasal  and  Bronchial 
Congestion 


Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains: 


Codeine  Phosphate  65.8  mg 

[WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 30  mg 

Phenylpropanolamine  Hydrochloride 20  mg 

Pheniramine  Maleate 20  mg 

PyrilamineMaleate  20  mg 

Ammonium  Chloride  200  mg 

Alcohol 5% 


• Vasoconstrictor,  antihistaminic,  expectorant  actions  with 
codeine 

• Rapid  relief  of  upper  respiratory  congestion  and  cough 

• Good  tasting 


*port,  Louisiana  7 1 106. 

* Family 


RU-TUSS 


TABLETS 


DESCRIPTION 


Each  prolonged  action  tablet  contains: 
Phenylephrine  Hydrochloride 

25  mg 

Phenylpropanolamine  Hydrochloride 

50  mg 

Chlorpheniramine  Maleate 

8 mg 

Hyoscyamine  Sulfate 

0 19mg 

Atropine  Sulfate 

0,04  mg 

Scopolamine  Hydrobromide 

0 01  mg 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours 

Ru-Tuss  Tablets  are  an  oral  antlhlstaminic.  nasal  decongestant  and  anti-secretory 
preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine.  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets. 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of 
MAO  inhibitors  is  contraindicated 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness.  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics, 
sedatives  or  tranquilizers 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction.  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  car- 
diac or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery  (See  Warnings:), 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long 
as  12  hours,  treatment  of  overdoses  directed  af  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication  In  children 
and  infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes, 
tightness  of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and 
dysuria.  palpitation,  tachycardia,  hypotension/hypertension,  faintness,  dizziness,  tin- 
nitus. headache,  incoordination,  visual  disturbances,  mydriasis,  xerostomia,  blurred 
vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperir- 
ritability,  nervousness,  dizziness  and  insomnia  Large  overdoses  may  cause  tachypnea, 
delirium,  fever,  stupor,  coma  and  respiratory  failure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age.  one  tablet 
morning  and  evening  Not  recommended  for  children  under  12  years  of  age  Tablets 
are  to  be  swallowed  whole 

HOW  SUPPLIED 

Bottles  of  1 00  Tablets  NDC  0524-0058-0 1 

Bottles  of  500  Tablets  NDC  0524-0058-05 

Federal  law'  prohibits  dispensing  without  prescription 


CQUG 


RU-TUSS 


EXPECTORA 


DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains 
Codeine  Phosphate 

(WARNING  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 

Phenylpropanolamine  Hydrochloride 

Pheniramine  Maleate 

Pyrilamine  Maleate 

Ammonium  Chloride 

Alcohol 

Ru  Tuss  Expectorant  is  an  oral  antitussive,  antihistaminic.  nasal  deconges 
expectorant  preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatk 
upper  respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronc 
allergic  rhinitis  Also,  for  the  temporary  relief  of  symptoms  associated  with  t| 
allergies,  nasal  congestion  and  cough  due  to  the  common  cold 
CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  Concomitant  use  o 
hypertensive  or  antidepressant  drug  containing  a monoamine  oxidase  in 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchic 
and  in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  th. 
should  be  warned  of  the  potential  that  this  drug  may  be  habit  forming  Ru-Tu 
torant  may  cause  drowsiness  Patients  should  be  warned  of  the  possible  addit 
caused  by  taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tran- 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a mote 
or  operating  dangerous  machinery  (See  Warnings)  Caution  should  be  taker 
tients  having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  d 
Caution  should  also  be  used  in  patients  with  pulmonary,  hepatic  or  renal  mse 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude,  g 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronch 
tions.  urinary  frequency  and  dysuria.  palpitation,  tachycardia,  hypotension/ti § 
sion.  faintness,  dizziness,  tinnitus,  headache,  incoordination,  visual  distud 
mydriasis,  xerostomia,  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  c 
lion,  epigastric  distress,  hyperirritability,  nervousness  and  insomnia  Overdr 
cause  restlessness,  excitation,  delirium,  tremors,  euphoria,  metabolic  acidos 
tachycardia  and  even  convulsions 

DOSAGE  AND  ADMINISTRATION  Adults  1 or  2 teaspoonfuls,  orally,  every  4 hou 
exceed  10  teaspoonfuls  in  any  24-hour  period 
Children  6 to  1 2 years  of  age  V4  the  adult  dose,  not  to  exceed  6 teaspoonf: 
24  hour  period  Children  2 to  6 years  of  age  'h  teaspoonful  every  4 hours,  notfc 
3 teaspoonfuls  in  any  24-hour  period  Children  under  2 years  of  age  Use  as  dir 
a physician, 

HOW  SUPPLIED 

Pint  bottles  ( 1 6fl  oz)  NDC052z| 

Federal  law  prohibits  dispensing  without  prescription 


DISTRIBUTED  BY: 

Boots  Pharmaceuticals,  Inc. 
Shreveport,  Louisiana  71106 


MANUFACTURED  BY: 

Vitarine  Company,  Inc. 

Springfield  Gardens,  New  York  11413 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

Pioneers  in  Medicine  For  the  Family 
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PRESIDENT'S  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


DECEMBER  1980 


Invoices  for  the  1981  North  Carolina  Medical  Society  dues  have  been  mailed.  Three 
enclosed  items  are  of  particular  importance.  Your  invoice  list  MEDPAC  dues  of 
$70.00.  A MEDPAC  enclosure  gives  some  of  the  reasons  for  you  to  join  and  pay  this 
amount  to  support  MEDPAC.  A "KEY -MAN"  blank,  to  establish  the  legislative  contact 
list,  is  enclosed  with  this  newsletter.  Please  fill  this  out  and  return  promptly. 

An  additional  enclosure  with  your  dues  invoice  was  for  you  to  list  the  continuing 
medical  education  completed.  The  1978-80  cycle  affects  3,493  members  of  the  Society. 
2,061  have  filed  their  completed  forms.  555  members  have  filed  a partial  listing. 

877  members  for  this  cylce  have  not  been  heard  from  to-date!  These  latter  two 
groups  of  1,432  members  must  complete  this  filing  by  December  31st.  This  is  in 
order  to  continue  as  members  of  the  Society  as  directed  by  your  House  of  Delegates. 
Please  help  me,  the  staff  of  the  Society  and  save  money  for  the  Society,  by  com- 
pleting your  reporting  form  today!  There  is  no  prohibition  to  reporting  CME  on 
a yearly  basis.  I would  encourage  all  of  you  to  do  this. 

In  the  next  three  to  four  issues  of  the  Medical  Society  Journal,  you  will  see  changes 
implemented.  Socio-economic  and  legislative  issues  will  be  dealt  with  in  a more 
timely  manner.  A new  cover  listing  the  index  will  appear.  Let  the  Editor,  John 
Felts  (Winston-Salem) , or  Charles  Styron,  Chairman  of  the  Editorial  Board  (Raleigh) , 
know  of  your  ideas  and  reactions. 

The  Jail  Project,  to  improve  jail  health  care  sponsored  by  the  North  Carolina  Medical 
Society  under  a grant  from  the  AMA,  is  working  with  10  jails  in  North  Carolina.  Only 
2 of  100  jails  in  North  Carolina  have  been  given  AMA  accreditation;  Mecklenburg  and 
Buncombe  County  Jails.  In  addition  to  those  10  jails  in  the  project.  State  Project 
Coordinator,  Carleen  Massey  of  the  Society  staff,  provides  health  information  to 
the  county  health  departments  and  county  jails.  The  Joint  Conference  Committee 
received  a report  on  health  care  in  the  state  penal  systgm-etnd  the  city/county  jails 
in  North  Carolina.  There  are  obvious  health  problems  in  many  of  these  facilities. 

The  significant  early  suicide  rate  in  young  white  les  incarcerated,  often  asso- 
ciated with  alcohol  use,  is  appalling  and  correct?  e.  The  lack  of  county  funding, 
adequately  trained  staff,  and  physician  availabil:  and  participation  were  cited 

as  some  of  the  problems.  In  some  areas,  excellent  support  is  given  by  the  local 
health  departments  to  the  jails.  It  seems  to  me  there  is  a logical  solution!  Many 
of  you  are  concerned  with  health  departments  practicing  medicine  and  providing 
primary  care  lacking  continuity.  Health  departments  and  sheriffs  departments  who 
are  responsible  for  jails  are  both  funded  by  and  under  the  direction  of  your  county 
commissioners.  I would  suggest  the  health  department  staff  could  and  should  pro- 
vide improved  health  care  in  the  jails  if  so  directed  by  your  county  commissioners. 
New  Hanover  County  has  demonstrated  it  can  work  this  way.  With  the  support  of  pri- 
vate physicians  in  the  community,  it  is  occurring  with  the  day  to  day  health  care 
being  provided  by  the  health  department.  In  addition,  the  New  Hanover  County 
Medical  Society  has  a liaison  committee  to  advise  the  sheriff  of  that  county.  The 
present  AMA-LEAA  federal  grant  probably  will  not  be  funded  beyond  May  of  1981. 

Your  Executive  Council  will  consider,  in  February,  how  the  North  Carolina  Medical 
Society  might  continue  to  support  t s worthwhile  project.  It  is  hoped  that  three 
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additional  large  jails  will  be  accredited  by  the  spring  of  1981.  This  leaves  95 
more  jails  to  be  worked  with  to  upgrade  medical  care.  Discuss  this  at  your  next 

society  meeting.  J 

The  Allied  Health  Committee  of  the  Medical  Society,  in  September,  recommended  "to 
the  county  medical  societies  that  they  extend  invitations  to  physician  assistants 
working  in  their  county  to  attend  their  county  society  meetings".  I hope  you  will 
consider  this  recommendation.  In  addition,  I would  encourage  you  to  invite  those 
medical  students  and  residents  training  with  you  to  attend  your  society  functions. 
Needless  to  say,  every  new  physician  in  the  community  should  be  invited.  Surpris- 
ingly, this  is  often  overlooked! 

I had  the  pleasure  of  attending  the  most  excellent  Family  Practice  Annual  Meeting 
in  Charlotte  November  21st  at  the  kind  invitation  of  President  Richard  Liles  ' 

(Albemarle) . The  Mead-Johnson  Company  awards  18  scholarships  annually  to  family 
practice  residents  in  the  U.S.  The  North  Carolina  residents  in  family  practice 
only  received  5 of  the  18!!  This  speaks  so  very  well  for  our  family  practice  train- 
ing programs  and  the  excellence  of  the  residents  attracted  to  them.  The  North 
Carolina  Academy  of  Family  Physicians  is  an  effective  active  group.  There  are  over 
800  full  dues  paying  members  with  over  1,100  members  including  residents  and  stu- 
dents. My  congratulations  and  best  wishes  are  extended  to  Harry  Summerlin,  Jr., 
(Asheville)  on  his  election  as  President  and  to  Hal  Stuart  (Elkin)  as  President-Ele* 

The  Social  Security  Commission  reversed  an  earlier  decision  to  recommend  that  phy- 
sicians should  elect  on  an  annual  basis  whether  or  not  to  accept  assignment  for 
all  of  their  Medicare  patients. 

HHS  has  withdrawn  the  personnel  standards  for  clinical  labs  participating  in  Medical 

An  Idaho  court  has  found  limitation  on  medical  liability  to  be  unconstitutional. 

The  voluntary  effort  is  facing  a difficult  challenging  year  in  1981.  The  projected 
increase  in  hospital  cost  was  12%  but  is  now  expected  to  be  in  the  range  of  17%. 
Again,  I would  urge  each  of  you  to  look  at  your  practice  patterns.  THINK  about 
the  studies  you  order.  Reconsider  the  hospitalizations  you  recommend.  1 

The  Blue  Cross-Blue  Shield  Board  of  Trustees,  on  November  26,  directed  management 
to  file  application  with  the  North  Carolina  Commissioner  of  Insurance  for  approval  c 
Blue  Cross-Blue  Shield  IPA  plans:  "The  Personal  Physicians  Plan"  and  "Primary  Care 

Plan".  $250-thousand  was  approved  for  support  in  1981.  Federal  certification  will 
not  be  sought.  Beginning  enrollment  is  projected  for  the  third  quarter  1981. 

Initial  marketing  will  be  in  the  Research  Triangle  Area.  Nineteen  percent  of  state 
employees  reside  there.  This  IPA  plan  will  initially  be  offered  to  present  Blue 
Cross-Blue  Shield  groups  of  200  or  more.  A 70,000  enrollment  is  projected  in  5 year 
A copy  of  the  feasibility  study  may  be  requested  from  the  State  Medical  Society 
Headquarters. 

At  year  end  please  don't  forget  the  North  Carolina  Medical  Society  Foundation.  All 
contributions  are  tax  deductible.  Memorials  will  be  acknowledged.  Help  President  B 
Warren  to  build  this  activity.  There  are  many  areas  where  we  need  to  work  with  thes 
funds  for  the  benefit  of  our  fellow  citizens,  physicians,  and  the  Society. 

I wish  for  each  of  you  and  your  love  ones  much  Happiness  and  Joy  in  the  coming  Holid 
Season.  With  every  good  wish  for  health  and  happiness  in  the  new  year,  I am 


Most  Sincerely, 


TOM  DIETARY  COMPLAINTS 


Now,  New  Age— a cheese  substitute  made  with 
vegetable  oil— provides  the  good  taste  of 
process  cheese  without  its  restrictively  high 
cholesterol  content. 

New  Age  has  90%  less  cholesterol,  75%  less 
saturated  fat,  yet  provides  all  the  protein, 
vitamins  and  minerals  of  process  cheese. . . 
good  news  for  all  health-conscious  patients! 


AMERICAN 
SWISS 
SMOKEY 
HOT  PEPPER 
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COMPLIANCE 


JVeiCJAge 


insistent  with 
lolesterol-control, 
recommendations 
e third  edition  of 

e American 
irt  Association 
Cookbook. 


INTRODUCING 


SANDWICH  SLICES 

• 90%  less  cholesterol 


•75%  less  saturated  fat 


tnderson,  Clayton  & Co.  Complete  nutritional  information  is  available  from  Anderson  Clayton  Foods.  RO.  Box  226165,  Dallas,  TX  75266. 


YOU  DESERVE 
THE  BEST 

When  it  comes  to  professional  liability  coverage  in  North  Carolina,  one  company  stands 
out  as  best  — Medical  Liability  Mutual  Insurance  Company  of  North  Carolina  — your 
physician-owned  company. 


BEST  BECAUSE: 

We  were  the  only  company  willing  to  provide  coverage  in  North  Carolina  when  all  other 
competitors  were  refusing  to  renew  any  existing  insureds  or  issue  any  new  business 
during  the  malpractice  crisis  of  1975. 

All  policy  decisions  and  guidance  are  provided  by  North  Carolina  physicians  elected  each 
year  by  you  our  policyholders  to  serve  in  your  interest  as  our  Board  of  Directors. 

As  a direct  writer  representing  only  you,  MLMIC’s  overhead  and  administrative  expenses 
consistently  average  less  than  50%  of  competitions.  This  leaves  more  money  out  of  each 
premium  dollar  to  pay  losses. 

Rating  experience  is  being  compiled  that  provides  competitive  rates  based  on  the  actual 
experience  of  our  North  Carolina  insureds. 

FOR  MANY  OTHER  REASONS  WHY  MLMIC  IS  BEST  FOR  YOU: 


CALL  OR  WRITE 

MEDICAL  LIABILITY  MUTUAL  INSURANCE 

COMPANY 

MARKETING  DEPARTMENT 
222  N.  Person  Street,  P.O.  Box  27285 
Raleigh,  North  Carolina  27611 
PHONES:  Raleigh  828-9334  or  Statewide  1-800-662-7917 
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l-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

QUAGESIC e 

eprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


non 


lUAGESIC — Abbreviated  Summary 
INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows 

"Possibly"  effective:  for  the  treatment  of  pain  accom- 
panied by  tension  and/or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache. 

Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 
The  effectiveness  of  Equagesic  in  long-term  use,  i.e. 
more  than  four  months,  has  not  been  assessed  by 
systematic  clinical  studies  The  physician  should  pe- 
riodically reassess  usefulness  of  the  drug  for  the  indi- 
vidual patient 

)NTRAINDICATIONS:  Equagesic  should  not  be  given  to 
ividuals  with  a history  of  sensitivity  or  severe  intolerance 
aspirin,  meprobamate,  or  ethoheptazine  citrate 
XRNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
ibed  for  patients  is  advised,  especially  with  those  patients 
h known  propensity  for  taking  excessive  quantities  of  drugs, 
cessive  and  prolonged  use  in  susceptible  persons,  e g , 
:oholics,  former  addicts,  and  other  severe  psychoneurot- 
. has  been  reported  to  result  in  dependence  on  or  habit- 
tion  to  the  drug.  Where  excessive  dosage  has  continued 
weeks  or  months,  dosage  should  be  reduced  gradually 
her  than  abruptly  stopped,  since  withdrawal  of  a "crutch" 
iy  precipitate  withdrawal  reaction  of  greater  proportions 
3n  that  for  which  the  drug  was  originally  prescribed.  Abrupt 
continuance  of  doses  in  excess  of  the  recommended  dose 
s resulted  in  some  cases  in  the  occurrence  of  epileptiform 
izures. 

>ecial  care  should  be  taken  to  warn  patients  taking  mepro- 
mate  that  tolerance  to  alcohol  may  be  lowered  with  re- 
Itant  slowing  of  reaction  time  and  impairment  of  judgement 
d coordination 

SAGE  IN  PREGNANCY  AND  LACTATION.  An  in- 
cased risk  of  congenital  malformations  associated  with 
a use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide,  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies.  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered.  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children.  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery. 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuria.  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm).  These 
doses  are  much  greater  than  recommended.  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies.  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels.  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given.  Should  respiration  become  very  shallow 
and  slow,  CNS  stimulants,  e g.,  caffeine,  Metrazol,  or  am- 


phetamine, may  be  cautiously  administered  If  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenterally 
to  restore  blood  pressure  to  normal  levels. 

ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress.  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage.  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued.  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions. This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug.  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous. maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses,  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone.  Meprobamate  should  be  stopped,  and  rein- 
stitution of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia.  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate.  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported;  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug. 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely. 

OVERDOSE  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
light-headedness,  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication.  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration,  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombinemia  which,  if 
it  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate. 75  mg  ethoheptazine  citrate  and  250  mg  aspirin. 

Copyright  q 1980,  Wyeth  Laboratories 
All  rights  reserved. 
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MODERATE 

PAIN 


A therapeutic  dose 
of  acetaminophen 
in  one  tablet 


A therapeutic  dose 
of  two  complementary 
analgesics 


The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 


WHY  NOT  WYGESIC e 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC — Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and-or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery.  Patients  should  be 
cautioned  accordingly. 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  m nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness.  head- 
ache. weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics, and  other  CNS  depressants  has  an  aaditive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics, which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan,  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV,  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient's 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g.  caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen,  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen m overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (B-’O 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme,  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407,  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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MANDALA  CENTER  HOSPITAL 


From  time  to  time  individuals  may  experience  extreme  problems  in  living.  When  this  happens,  it  may 
become  necessary  to  seek  help  from  experienced  members  of  the  medical  and  helping  professions. 
Mandala  Center  is  an  uncommon  program  dedicated  to  bringing  to  individuals  an  awareness  of  the 
source  of  their  distress  and  help  them  find  resolutions  to  their  problems. 

Mandala  Center  is  a JCAH  accredited,  private  psychiatric  hospital  that  specializes  in  the  treatment  of 
psychiatric  illness,  drug  addiction,  and  alcoholism.  The  hospital  was  established  in  1972  and  is 
founded  upon  an  interdisciplinary  treatment  approach.  The  75-bed  facility  is  located  in  Winston- 
Salem,  NC,  on  a 15-acre  site,  and  offers  a full  range  of  therapeutic  modalities.  Under  medical 
supervision,  the  treatment  team  consists  of  psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  psychiatric  nurses,  mental  health  workers  and  activities  therapists.  General  medical  care  and 
special  medical  problems  are  provided  for  by  the  consulting  staff. 

Adults  and  adolescents  may  enter  the  program  which  handles  all  categories  of  emotional  and 
mental  dysfunction. 


MEDICAL  STAFF 

Bruce  W.  Rau,  M.D  , Medical  Director 
Roger  L.  McCauley,  M.D. 

Larry  T.  Burch.  M.D 
Edward  H.  Weaver,  M.D. 

Robert  W.  Gibson,  M.D 
James  Mattox,  M.D. 

Ali  Jarrahi.  M.D. 

Selwyn  Rose,  M.D. 

Glenn  N.  Burgess,  M.D. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 


MEMBERSHIP  IN: 

N.C.  Hospital  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 


For  Information,  please  contact: 
Richard  V.  Woodard,  Administrator 


Towards  Wholeness 


Officers 

1980-1981 

NORTH  CAROLINA  MEDICAL 
SOCIETY 


President  Frank  Sohmer,  M.D. 

2240  Cloverdale  Ave.,  Ste.  88,  Winston-Salem  27103 

President-Elect Josephine  E.  Newell,  M.D. 

Raleigh  Townes,  Apt.  47,  525  Wade  Ave.,  Raleigh  27605 

First  Vice-President E.  Thomas  Marshburn,  Jr.,  M.D. 

3208  Oleander  Dr.,  Wilmington  28401 

Second  Vice-President  Marshall  S.  Redding,  M.D. 

708  W.  Church  St.,  Elizabeth  City  27909 

Secretary  Jack  Hughes,  M.D. 

923  Broad  St.,  Durham  27705 

Speaker Henry  J.  Carr,  Jr.,  M.D. 

603  Beaman  St.,  Clinton  28328 

Vice-Speaker T.  Reginald  Harris,  M.D. 

808  Schenck  St.,  Shelby  28150 

Past-President  J.  B.  Warren,  M.D. 

P.O.  Box  1465.  New  Bern  28560 

Executive  Director William  N.  Hilliard 

222  N.  Person  St.,  Raleigh  2761 1 


Councilors  and  Vice-Councilors  — 1980-1981 

First  District  Edward  B.  Eadie,  Jr.,  M.D. 

1134  N.  Road  St.,  Elizabeth  City  27909  (1983) 
Vice-Councilor William  A.  Hoggard,  Jr.,  M.D. 

1142  N.  Road  St.,  Elizabeth  City  27909  (1983) 

Second  District  Charles  P.  Nicholson,  Jr.,  M.D. 

3108  Arendell  St.,  Morehead  City  28557  (1982) 
Vice-Councilor Alfred  L.  Ferguson,  M.D. 

6 Doctors  Park,  Stantonsburg  Rd.,  Greenville  27834  (1982) 
Third  District R.  Bertram  Williams,  Jr.,  M.D. 

1414  Medical  Center  Dr.,  Wilmington  28401  (1982) 
Vice-Councilor Charles  L.  Garrett,  Jr.,  M.D. 

P.O.  Box  1358,  Jacksonville  28540  (1982) 

Fourth  District  Robert  H.  Shackelford,  M.D. 

238  Smith  Chapel  Rd.,  Mt.  Olive  28365  (1983) 
Vice-Councilor  Lawrence  M.  Cutchin,  Jr.,  M.D. 

P.O.  Box  40.  Tarboro  27886  (1983) 

Fifth  District Bruce  B.  Blackmon,  M.D. 

P.O.  Box  8,  Buies  Creek  27506  (1981) 
Vice-Councilor Giles  L.  Cloninger.  Jr.,  M.D. 

1 15  Main  St.,  Hamlet  28345  (1981) 

Sixth  District W.  Beverly  Tucker,  M.D. 

Ruin  Creek  Rd.,  Henderson  27536  (1983) 
Vice-Councilor C.  Glenn  Pickard,  Jr.,  M.D. 

N.C.  Memorial  Hospital,  Chapel  Hill  27514  (1983) 
Seventh  District  J.  Dewey  Dorsett,  Jr.,  M.D. 

1851  E.  Third  St.,  Charlotte  28204  (1981) 
Vice-Councilor James  B.  Greenwood,  Jr.,  M.D. 

4101  Central  Ave.,  Charlotte  28205  (1981) 

Eighth  District Shahane  R.  Taylor,  Jr,,  M.D. 

348  N.  Elm  St.,  Greensboro  27401  (1982) 
Vice-Councilor  I.  Gordon  Early,  M.D. 

2240  Cloverdale  Ave.,  Ste.  192,  Winston-Salem  27103  (1982) 
Ninth  District Jack  C.  Evans,  M.D. 

244  Fairview  Dr.,  Lexington  27292  (1982) 
Vice-Councilor  Benjamin  W.  Goodman,  M.D. 

24  Second  Ave.,  N.E.,  Hickory  28601  (1982) 

Tenth  District  Charles  T.  McCullough,  Jr.,  M.D. 

Bone  & Joint  Clinic,  Doctors  Dr.,  Asheville  28801  (1981) 
Vice-Councilor  W.  Otis  Duck,  M.D. 

Drawer  F,  Mars  Hill  28754  (1981) 


Section  Chairmen  — 1980-1981 

Anesthesiology  Vincent  C.  Andracchio,  M.D. 

Nash  General  Hospital,  Rocky  Mount  27801 


Dermatology  John  H.  Hall,  M.D. 

1100  Olive  Street,  Greensboro  27401 

Emergency  Medicine Tad  W.  Lowdermilk,  M.D. 

1716  Grace  Street.  Winston-Salem  27103 

Family  Practice Harry  Summerlin,  Jr.,  M.D. 

944  Tunnel  Rd.,  Asheville  28805 

Internal  Medicine  Robert  S.  Belk,  M.D. 

P.O.  Box  1020,  Lenoir  28645 

Neurology  & Psychiatry William  M.  McKinney,  M.D. 

Dept,  of  Neurology,  Bowman  Gray,  Winston-Salem  27103 

Nuclear  Medicine  Nat  E.  Watson,  Jr.,  M.D. 

Bowman  Gray,  300  S.  Hawthorne  Rd.,  Winston-Salem  27103 

Obstetrics  & Gynecology John  R.  Ashe,  Jr.,  M.D. 

1054  Burrage  Road,  NE,  Concord  28025 

Ophthalmology John  W.  Reed,  M.D. 

300  S.  Hawthorne  Road,  Winston-Salem  27103 

Orthopaedics  Cecil  H.  Neville.  Jr.,  M.D. 

Pinehurs't  Surgical  Clinic,  Pinehurst  28374 
Otolaryngology  & Maxillofacial 

Surgery G.  Patrick  Henderson,  Jr.,  M.D. 

115  Highland  Rd.,  Southern  Pines  28387 

Pathology  Arthur  L.  Dee,  M.D. 

5210  Carmel  Park  Dr..  Charlotte  28211 

Pediatrics  Dave  Tayloe,  M.D. 

608  E.  Twelfth  Street,  Washington  27889 
Plastic  & Reconstructive 

Surgery Vartan  A.  Davidian,  Jr.,  M.D. 

1112  Dresser  Court.  Raleigh  27609 

Public  Health  & Education  Lewis  L.  Bock,  M.D. 

P.O.  Box  2091,  Raleigh  27602 

Radiology Robert  S.  Lackey,  M.D. 

2118  Pinewood  Circle,  Charlotte  28211 

Surgery Richard  T.  Myers,  M.D. 

Dept,  of  Surgery,  Bowman  Gray,  Winston-Salem  27103 

Urology John  S.  Harman,  M.D. 

1610  Vaughn  Rd.,  Burlington  27215 


Delegates  to  the  American  Medical  Association 

James  E.  Davis,  M.D.,  2609  N.  Duke  St.,  Ste.  402.  Durham  27704 
— 2-year  term  (January  I,  1981-December  31,  1982) 

John  Glasson,  M.D..2609N.  Duke  St.,  Ste.  301,  Durham  27704  — 
2-year  term  (January  I,  1981-December  31 , 1982) 

David  G.  Welton,  M.D.,  3535  Randolph  Rd.,  101-W,  Charlotte 
28211  — 2-year  term  (January  1,  1 980- December  31 , 1981) 
Frank  R.  Reynolds,  M.D.,  1613  Dock  St.,  Wilmington  28401  — 
2-year  term  (January  1.  1981-December  31 . 1982) 

Louis  deS.  Shaffner,  M.D.,  Bowman  Gray,  Winston-Salem 
27103  — 2-year  term  (January  1,  1980- December  31,  1981) 


Alternates  to  the  American  Medical  Association 

E.  Harvey  Estes,  Jr.,  M.D.,  Duke  Med.  Ctr..  Box  2914.  Durham 
27710  — 2-year  term  (January  I,  1981-December  31 , 1982) 
Charles  W.  Styron,  M.D.,  615  St.  Mary’s  St.,  Raleigh  27605  — 
2-year  term  (January  1,  1980-December  31 , 1981) 

D.  E.  Ward,  Jr.,  M.D.,  2604  N.  Elm  St.,  Lumberton  28358  — 
2-year  term  (January  1,  1980-December  31 , 1981) 

Jesse  Caldwell,  Jr.,  M.D.,  1307  Park  Lane,  Gastonia  28052  — 
2-year  term  (January  1,  1981-December  31 , 1982) 

Frank  Sohmer,  M.D..  2240  Cloverdale  Ave.,  Ste.  88,  Winston- 
Salem  27103  — 2-year  term  (January  1 , 1981-December  31 . 1982) 
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WHEN  YOU  THINK  OFaDISABILITY-^ 

What  comes  to  your  mind???? 

Accidental  Injury  — unexpected  sickness! 

Loss  of  your  professional  income! 

Forced  change  in  family  life  style! 

Even  loss  of  your  professional  practice! 


THE  PRESCRIBED  TREATMENT 

Full  participation  in  your 
SPONSORED  & RECOMMENDED 

N.C.  MEDICAL  SOCIETY  DISABILITY  INCOME  PLAN 

Since  1939 

The  only  “group”  plan  that  most  professional  people  insure  with  in  N.C. 

REASON  — the  broadest  coverage  at  the  lowest  premium  scale  — 

Recently  reduced  rates  for  members  under  age  50  by  virtue  of  Society  sponsorship  and 
high  participation  of  members. 

New  increase  of  monthly  benefits  up  to  $2,500  for  eligible  members  under  age  50! 
Variety  of  options  to  meet  either  personal  or  corporate  needs! 

No  medical  exam  required  nor  restriction  of  benefit  due  to  other  coverage! 

Personal  attention  including  payment  of  all  claims  from  our  Durham  office! 

For  details  please  call  collect  or  write  to: 


1 J.  L.  & J.  SLADE  CRUMPTON 

INCORPORATED 

: PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 


Academy  Center  • 3001  Academy  Road  • P.O.  Box  8500  • Durham,  N.C.  27707  • (919)  493-2441 
APPROVED  INSURERS  TO:  N.C.  Medical  • N.C.  Dental  • N.C.  Bar  Groups  • N.C.  Engineers  • N.C.  AIA  • N.C.  CPA’s 


REFERRING  YOUR  PATIENTS  TO  DURHAM 
FOR  SPECIAL  TREATMENT? 


We  are  convenient  to  Duke  Medical  Center , V.A.  Hospital  and  McPherson's  Hospital.  We 
offer  free  transportation  to  the  hospitals  every  hour  between  the  hours  of  8:00  a.m.  and 
6:00  p.m.  Transportation  after  6:00p.m.  by  special  request  only . Via  our  free  van  service, 
we  are  only  7 to  8 minutes  away  and  your  parking  problems  are  solved. 


We  offer  friendly , courteous  service  to  all  our  guests.  So  often  the  special  needs  of  patients 
and  their  families  might  be  overlooked.  We  pride  ourselves  on  our  reputation  for  caring 
about  the  individuals  who  make  the  Ramada  Inn  Downtown  their  temporary  home  during 
their  stay  in  Durham. 


159  tastefully  decorated  rooms 

Indoor  heated  pool 

Sauna 

Exercise  room 
Whirlpool 

New  Zenith  Color  T.V.  with  cablevision 

A.M.-F.M.  stereo  radio 

All  rooms  entered  from  inside  corridor 


Lounge 

Full  service  restaurant 
Handicap  rooms 
10%  discount  after  30  days 
Nightly  security 
Washer  and  dryer 
Refrigerators  available 
Efficiencies  available 


We  hope  that  when  making  appointments  for  your  patients  needing  local  accommoda- 
tions, that  you  will  remember  us  at  the  Ramada  Inn  Downtown. 


For  Reservations  Call 

919-683-1531 

RAMADA  INN  DOWNTOWN 

1-40  & Duke  Street 
P.  O.  Box  98 
Durham,  N.C.  27702 


tStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent),  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


ach  capsule 
ontains  50  mg.  of 
lyrenium®  (brand  of  triamterene) 
nd  25  mg.  of  hydrochlorothiazide. 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A brief 
summary  follows: 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant. 


Contraindications:  Further  use  in  anuria,  progres- 
sive renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur, 
and  has  been  associated  with  cardiac  irregularities. 
It  is  more  likely  in  the  severely  ill.  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency.  Period- 
ically, serum  K+  levels  should  be  determined  If 
hyperkalemia  develops,  substitute  a thiazide  alone 
restrict  K+  intake  Associated  widened  QRS  com- 
plex or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  laundice,  throm- 


bocytopenia, other  adverse  reactions  seen  in  adults. 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  chil- 
dren is  not  available.  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids).  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those 
with  suspected  or  confirmed  renal  insufficiency. 
Watch  for  signs  of  impending  coma  in  severe  liver 
disease.  If  spironolactone  is  used  concomitantly, 
determine  serum  K+  frequently:  both  can  cause  K + 
retention  and  elevated  serum  K+  Two  deaths  have 
been  reported  with  such  concomitant  therapy  (in 
one,  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored). Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  re- 
actions. Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides  Triam- 
terene is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with 


possible  metabolic  acidosis  Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine  Hypo- 
kalemia, although  uncommon,  has  been  reported 
Corrective  measures  should  be  instituted  cautiously 
and  serum  potassium  levels  determined  Discon- 
tinue corrective  measures  and  Dyazide'  should 
laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Serum  PBI  levels  may  decrease  with- 
out signs  of  thyroid  disturbance.  Calcium  excretion 
is  decreased  by  thiazides.  Dyazide’  should  be  with- 
drawn before  conducting  tests  for  parathyroid 
function 

Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth:  anaphylaxis,  rash, 
urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal  disturbances 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis, xanthopsia  and,  rarely,  allergic  pneumo- 
nitis have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components. 

Supplied:  Bottles  of  1000  capsules:  Single  Unit 
Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak™  unit-of-use  bottles 
of  100 

©SK&F  Co..  1980 

SK&F  CO. 

a SmithKIine  company 

Carolina,  P R 00630 


works  well  in  your  office... 

NEOSPORIN Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base):  special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1 /32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-speetrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topica 
infections,  and  treats thosetha 
have  already  startec 


• It  contain: 
three  antibiotic: 
that  an 
rarely  usee 
systemicallj 


• It  is  convenient  t< 
recommend  without  s 
prescription 


NEOSPORIN  ’ Ointment — for  the  office,  for  the  home. 

(polymyxin  B-bacitracin  neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporirr  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti 
biotics  concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin  containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin  containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepa 
tions.  prolonged  use  may  result  in  overgrowth  of  n< 
susceptible  organisms,  including  fungi.  Appropri; 
measures  should  be  taken  if  this  occurs. 
ADVERSE  REACTIONS:  Neomycin  is  a not  i 
common  cutaneous  sensitizer.  Articles  in  the  cum 
literature  indicate  an  increase  in  the  prevalence 
persons  allergic  to  neomycin.  Ototoxicity  and  neph 
toxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Prof 
sional  Services  Dept  PML. 

/ Burroughs  Wellcome  Co. 

r^\  / Research  Triangle  Park 

Wellcome  / North  Carolina  27709 
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In  the  year  ending  March  of  1 979,  expenditures  for  health  (including 
health  insurance,  supplies,  construction  and  research)  totaled  $1 98 
billion  or  9 percent  of  the  Gross  National  Product  (HEW  figures). 
Physicians  directly  affected  at  least  $1 30  billion  of  that  sum  through 
hands-on  care  as  well  as  prescribed  tests,  drugs,  and 
hospitalizations. 

There  is  tittle  that  can  be  done  tocut  the  $500,000  to$750,000  price 
of  a computed  tomography  scanner,  or  the  $400,000  price  of  a 
radiation  unit  for  cobalt  treatments,  or  the  wages  of  the  hospital 
personnel  who  handle  them.  There  is  little  that  can  be  done  to  keep 
many  of  today’s  fixed  expenses  from  getting  bigger  in  the  inflation  of 
the  1 980s. 

But  there  are  things  that  should  be  done,  can  be  done,  and  are  being 
done.  Numerous  hospitals,  with  physician  support,  have  boosted 
their  productivity  while  holding  theproper  line  on  hiring  of  personnel, 
examination  of  patients,  length  of  patient  stays,  and  so  forth.  “Proper 
line’’  means  doing  what  can  be  done  without  cutting  the  quality  and 
needed  availability  of  care. 

These  cost-effective  measures  have  been  stimulated  by  a largely 
private  initiative  called  the  Voluntary  Effort  to  Contain  Health  Care 
Costs — a coalition  that  includes  the  AMA,  the  two  main  hospital 
associations,  health  insurers,  industry,  labor,  local  government,  and 
consumers.  In  1 978  and  1 979  the  Voluntary  Effort  was  instrumental 
in  saving  consumers  about  $3  billion,  and  in  convincing  the  U.S. 
House  of  Representatives  that  the  voluntary  way  was  the  “way  to 
go,"  as  opposed  to  the  White  House  proposal  for  rigid  cost  controls 
that  could  have  reduced  the  level  of  hospital  care.  Also  in  1 978-79, 


in  response  to  a plea  from  the  then-president  of  the  AMA,  physicians 
kept  their  fee  increases  below  the  all-items  component  of  the 
Consumer  Price  Index,  despite  steady  erosion  of  their  purchasing 
power.  Right  now  the  rate  of  fee  increase  is  more  than  3 points 
below.  . .and  the  AMA  is  committed  to  keeping  it/ow. 

There  are  additional  highways  the  health-care  industry  can  take 
toward  containment  of  costs — highways  with  a much  clearer  view  of 
the  road  ahead  than  federal  controls  could  allow.  One  route  is 
insurable  home  care,  when  appropriate,  as  an  alternative  to 
relatively  expensive  institutional  care.  This  has  been  advocated  by 
the  AMA  as  a formal  policy. 

Another  route  is  for  health  insurers  to  offer  consumers  a greater 
marketplace  choice  in  the  patterns  and  costs  of  benefits.  This  was 
one  of  48  recommendations  made  in  1 977  by  the  AMA-sponsored 
National  Commission  on  the  Cost  of  Medical  Care — a free  standing 
body  that  included  representatives  from  federal  and  state 
government,  academia,  and  research  as  well  as  from  industry,  labor, 
health  care,  and  insurance. 

Still  another  highway  is  a long-term  cost-containment  program 
entailing  changes  in  the  ways  hospitals,  physicians,  patients,  and 
insurers  behave  and  interact.  The  AMA  is  helping  draw  parameters 
for  just  such  a program,  in  line  with  Cost  Commission 
recommendations. 

A working  advantage  of  such  voluntary  approaches  is  that  they  are 
natural  to  the  special  character  of  health  care — natural  to  its 
sensitivity,  its  interdependency,  its  complexity. 

The  80s  could  well  be  decisive  for  the  way  in  which  health  care  is  to 
be  delivered  in  this  country.  We  must  have  a strong  and  decisive 
voice  in  determining  the  direction  of  health  care  in  the  U.S.  The  AMA 
is  that  voice  and  your  advocate.  In  order  to  continue  our  vital 
programs  and  activities  and  address  the  problems  of  our  profession, 
we  need  your  support.  If  you  are  not  already  one  of  the  221 ,000 
physician  or  medical  student  members  of  the  AMA,  join  us  now! 


For  details  on  how  to  join,  send  us  your  name  and  address  on 
the  attached  business  reply  card,  or  write  or  call  the  AMA  Office 
of  Membership  Development,  American  Medical  Association, 
535  N.  Dearborn,  Chicago,  IL  60610,  (312)751-6410. 


Bronchogenic  Carcinoma  Presenting  as 
Spontaneous  Pneumothorax:  Report  of 
Two  Cases  and  Review  of  the  Literature 


James  W.  Battaglini,  M.D.,  John  A.  Shallal,  M.D.,  and 
Benson  R.  Wilcox,  M.D. 


ABSTRACT  Spontaneous  pneu- 
mothorax is  rarely  the  presenting 
feature  of  bronchogenic  carcinoma. 
However,  a spontaneous  pneumo- 
thorax which  fails  to  resolve 
promptly  with  chest  tube  drainage  or 
one  which  recurs,  particularly  in  a 
patient  over  40  years  of  age,  necessi- 
tates the  search  for  an  underlying 
cancer.  The  average  time  from  dis- 
covery of  the  pneumothorax  to  diag- 
nosis of  carcinoma  is  80  days,  with  a 
range  of  six  days  to  six  months.  We 
describe  two  patients  with  broncho- 
genic carcinoma  presenting  with 
spontaneous  pneumothorax.  In  one, 
a year  passed  before  the  diagnosis 
was  made. 

SPONTANEOUS  pneumothorax 
is  usually  due  to  rupture  of  api- 
cal subpleural  blebs  and  typically 
occurs  in  patients  under  40  years  of 
age.1  There  is  also  an  increased  in- 
cidence of  spontaneous  pneumo- 
thorax in  patients  with  pulmonary 
parenchymal  diseases  producing 
honeycombing,  such  as  sclero- 
derma, histiocytosis  X,  diffuse 
interstitial  fibrosis  and  some  of 
the  pneumoconioses;2,3  however, 
spontaneous  pneumothorax  as  a 
presenting  feature  of  bronchogenic 
carcinoma  is  quite  rare,  with  22 
cases  reported  in  the  English  liter- 
ature.1-12 We  describe  two  such  pa- 
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tients  recently  seen  at  North  Caro- 
lina Memorial  Hospital. 

CASE  REPORTS 

Case  I 

A 46-year-old  woman  presented 
to  a local  hospital  in  November, 


Fig.  1.  Chest  radiograph  on  Case  1,  showing 


1974,  with  a small  spontaneous  right 
pneumothorax.  This  resolved  over 
one  month  without  thoracostomy; 
however,  in  December,  1975,  she 
developed  shortness  of  breath  and 
right-sided  chest  pain.  Chest  roent- 
genogram revealed  a small  right 


right  apical  pneumothorax. 
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pneumothorax  which  again  re- 
solved without  specific  therapy. 
The  right  pneumothorax  recurred  in 
late  January,  1976,  and  the  patient 
was  referred  to  North  Carolina 
Memorial  Hospital.  The  patient  was 
having  right-sided  chest  pain  and 
some  shortness  of  breath  when  seen 
in  February,  1976,  and  chest  roent- 
genogram revealed  another  right 
pneumothorax  of  approximately 
10%  (Fig.  1).  She  reported  low 
grade  fever  for  almost  three  months 
without  chills  or  weight  loss  but  no 
hemoptysis;  she  had  never  smoked. 
There  was  no  association  of  the 
pneumothoraces  with  her  menstrual 
periods.  She  was  admitted  to  the 
thoracic  surgery  service  for  pleural 
abrasion.  Admission  chest  roent- 
genograms revealed  a right  upper 
lobe  mass.  At  thoracotomy  in 
March,  1976,  a right  upper  lobec- 
tomy was  performed,  the  mass  was 
found  to  be  alveolar  cell  carcinoma, 
and  the  patient  had  an  uneventful 
recovery.  In  November,  1978,  chest 
roentgenogram  revealed  a left  lower 
lobe  nodule.  A computerized  scan 
showed  nodules  in  the  right  middle 
lobe,  left  lower  lobe  and  the  liver. 
Liver  biopsy  was  negative  and  open 
biopsy  of  the  right  middle  lobe  of  the 
lung  revealed  no  recurrent  car- 
cinoma. At  thoracotomy  in  De- 
cember, 1978,  frozen  section  of  a 
left  lower  lobe  nodule  revealed  al- 
veolar cell  carcinoma  and  a left 
lower  lobectomy  was  performed.  In 
early  June,  1979,  after  hemoptysis, 
bronchoscopy  revealed  a large,  fri- 
able mass  causing  almost  complete 
occlusion  of  the  right  main  stem 
bronchus  just  beyond  the  carina. 
Biopsy  of  the  mass  revealed  alveo- 
larcell carcinoma.  She  received  two 
courses  of  radiation  therapy  and  has 
responded  well.  In  October,  1979, 
chest  roentgenogram  showed  no 
new  lesions,  and  bronchoscopy  re- 
vealed no  residual  endobronchial 
tumor. 

Case  2 

A 48-year-old  man  developed 
sudden  left  chest  pain  and  mild 
shortness  of  breath  while  driving  his 
car.  The  patient,  who  had  been  a 
heavy  smoker  for  many  years,  gave 
no  history  of  weight  loss,  chronic 
cough  or  hemoptysis.  Chest  roent- 


genogram revealed  a large  (75%)  left 
pneumothorax  and  left  lower  lobe 
infiltrate  (Fig.  2).  The  patient  re- 
fused to  accept  a chest  tube  but 
when  the  shortness  of  breath  and 
left  chest  pain  persisted  he  was  re- 
ferred to  North  Carolina  Memorial 
Hospital.  A left  chest  tube  was  in- 
serted with  prompt  resolution  of  the 
pneumothorax.  The  tube  was  re- 
moved in  three  days;  follow-up 
chest  roentgenogram  revealed  left 
lower  lobe  atelectasis  which  did  not 
clear  with  physiotherapy  or  endo- 
tracheal suction.  A small  residual 
pneumothorax  was  also  noted.  At 
bronchoscopy,  a large,  friable  fun- 
gating mass  was  found  in  the  distal 
left  main  stem  bronchus.  Biopsy  re- 
vealed it  to  be  squamous  cell  car- 
cinoma. The  patient  refused  surgery 
and  was  therefore  treated  with 
radiation. 

DISCUSSION 

Spontaneous  pneumothorax  oc- 
curring as  a complication  of  pre- 


viously diagnosed  bronchogenic 
carcinoma  or  in  patients  with  meta- 
static lung  disease  is  not  uncom- 
mon; however,  it  is  extremely  rare 
for  bronchogenic  carcinoma  to  pre- 
sent as  a spontaneous  pneumo- 
thorax. Wright4  estimated  that 
fewer  than  0.05%  of  patients  with 
bronchogenic  cancer  presented  in 
this  fashion,  and  Hyde  has  reported 
that  occult  bronchogenic  carcinoma 
accounts  for  one  in  every  300-1 ,000 
cases  of  spontaneous  pneumo- 
thorax.1-5 In  a series  of  1,143  spon- 
taneous pneumothoraces  reported 
from  the  Mayo  Clinic,  only  four  pa- 
tients had  primary  lung  cancer.2 

Seremetis  and  MacDonald1'  cite 
Galliard  in  1918  as  having  described 
a case  of  bronchogenic  carcinoma 
presenting  as  spontaneous  pneu- 
mothorax. but  this  association  was 
not  reported  in  the  English  litera- 
ture until  1955  when  Heimlich7  de- 
scribed two  cases.  He  emphasized 
that  pneumothorax  was  not  due  to 


Fig.  2.  Chest  radiograph  on  Case  2,  showing  large  left  pneumothorax. 
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perforation  or  extension  into  the 
pleural  cavity  by  tumor,  in  contrast 
to  pneumothorax  occurring  with 
advanced  lung  cancer;  however. 
Rose  and  colleagues8  have  ob- 
served a patient  whose  previously 
undiagnosed  giant  cell  carcinoma 
presented  as  a pneumothorax,  and 
who  had  an  air  leak  in  a necrotic 
area  of  the  tumor.  Most  cases  have 
not  had  pleural  involvement.  It  has 
been  speculated  that  the  carcinoma 
causes  obstruction  with  emphy- 
sematous changes  distally  and  that 
rupture  of  a small  bulla  or  over- 
expanded  alveolus  leads  to  pneu- 
mothorax.3910 Inasmuch  as  the 
pneumothorax  has  been  on  the 
same  side  as  the  cancer  in  all  cases 
reported,  a fortuitous  association 
seems  extremely  unlikely. 

It  has  been  emphasized  that 
slowed,  incomplete  or  failed  expan- 


sion of  the  lung  with  chest  tube 
drainage  should  arouse  suspi- 
cion,1013 as  should  persistence  of 
an  infiltrate  after  re-expansion. 
Hyde1  pointed  out  that  more  than 
80%  of  patients  with  benign  spon- 
taneous pneumothorax  are  less  than 
40  years  old  and  suggested  its  oc- 
currence in  individuals  over  40 
should  prompt  careful  searching  for 
occult  bronchogenic  carcinoma. 
Although  the  mean  age  of  patients 
having  bronchogenic  carcinoma 
and  presenting  with  spontaneous 
pneumothorax  is  about  55, 10  at  least 
four  3,K’11'13  have  been  under  40 
years  old,  the  youngest  30  years 
old.13  Recurrent  spontaneous 
pneumothorax  in  a patient  over  40 
may  result  from  underlying  cancer, 
as  illustrated  by  our  first  case. 
Squamous  cell  carcinoma  has  most 
frequently  been  associated  with 


spontaneous  pneumothorax,  but  all 
histologic  types  have  been  re- 
ported.3 
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On  the  Scarlet  Fever 

This  attacks  infants  most,  and  that  towards  the  end  of  summer.  Shivers  and  chills  at  the 
commencement;  but  no  great  depression.  The  whole  skin  is  marked  with  small,  red  spots, 
more  frequent,  more  diffused,  and  more  red  than  in  measles.  These  last  two  or  three  days. 
They  then  disappear;  leaving  the  skin  covered  with  branny  squamuloe,  as  if  powdered  with 
meal. 

R<  Hartshorne, 

Gasciogne’s  powder,  a a 3ss; 

Cochineal,  gf,  i j; 

White  sugar,  3j. 

Mix,  and  make  into  a very  fine  powder. 

Divide  into  twelve  papers.  Take  one  every  six  hours.  Wash  down  with  two  or  three 
spoonsfuls  of  — 

R;  Black-cherry  water. 

Aqua  lactis  alexeteria  aa  3iij; 

Syrup  of  lemon-juice,  3j. 

Mix,  and  make  into  a julip. 

Apply  also  a blister  to  the  neck.  Order,  too,  a paregoric  of  syrup  of  poppies  to  be  taken 
every  night.  Purge  when  the  symptoms  have  ceased.  — Thomas  Sydenham. 


December  1980.  NCMJ 


807 


BASIC  SCIENCE  REVIEW: 
ENDOCRINOLOGY 


Endocrinology  in  recent 
years  has  evolved  from  a field 
largely  founded  on  anatomic  and 
descriptive  terms  to  a discipline 
that  is  based  on  a more  solid 
understanding  of  physiologic  and 
biochemical  processes.  The  devel- 
opment of  sensitive  radio-immuno- 
assay techniques,  capable  of  mea- 
suring minute  quantities  of  virtually 
any  hormone,  has  been  a major 
factor  in  enhancing  our  knowledge 
of  basic  endocrine  function;  it  has 
also  given  us  the  ability  to  diagnose 
subtle  disease  processes  before 
progression  into  overtly  deforming 
or  incapacitating  illness,  and  lets  us 
institute  appropriate  therapy  at  a 
stage  where  it  is  more  likely  to  be  of 
benefit.  However,  the  effective  and 
rational  application  of  this  technol- 
ogy implies  a reasonable  under- 
standing of  what  is  being  measured 
and  how  this  measurement  is  af- 
fected by  a variety  of  physiologic 
states.  To  avoid  misapplication  of 
this  methodology,  the  understand- 
ing of  basic  physiology  must  go  be- 
yond a mere  familiarity  with  the 
values  for  “normal  range”  supplied 
by  the  clinical  laboratory.  For  ex- 
ample, a finding  of  an  elevated 
ACTH  level  is  compatible  with 
either  Addison's  disease  (reflecting 
the  pituitary’s  compensatory  at- 
tempt to  generate  cortisol  produc- 
tion by  nonfunctioning  adrenals)  or 
Cushing’s  disease  (indicating  inap- 
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propriate  ACTH  production  by  a 
pituitary  adenoma),  and  can  even  be 
seen  in  a normal  subject  under 
stress.  Thus,  complete  and  unques- 
tioned reliance  on  a single  isolated 
laboratory  value,  without  consid- 
eration or  knowledge  of  the  factors 
influencing  that  value,  could  lead  to 
dire  consequences  diagnostically 
and  therapeutically.  The  goal  of  this 
review  is  to  give  an  overview  of 
basic  endocrine  physiology,  with 
some  emphasis  on  recent  develop- 
ments that  affect  our  understanding 
of  endocrine  function  and  may  in- 
fluence our  clinical  approach  to  en- 
docrine disease. 

HORMONE  SECRETION 
ANl)  ACTION 

On  the  basis  of  structure,  hor- 
mones can  be  classified  into  three 
distinct  groups:  polypeptides,  ste- 
roids and  amines.  Although  hor- 
mones are  delivered  indiscrimi- 
nately by  the  bloodstream  to  all 
tissues,  they  classically  generate 
very  selective  responses  in  specific 
target  tissue.  This  specificity  is  due 
to  the  presence  of  molecules  (“re- 
ceptors”) in  the  responsive  cells 
that  can  selectively  recognize  and 
bind  the  effector  hormone,  and  then 
relay  a signal  to  initiate  the  appro- 
priate cellular  response1  (Fig.  1). 
For  peptide  hormones  and  cate- 
cholamines, the  receptors  are  on  the 
external  surface  of  the  cell  mem- 
brane, and  the  hormone-receptor 
interaction  leads  to  subsequent 
changes  (such  as  generation  of  a 
“second  messenger”  like  cyclic 
AMP)  that  provokes  a biological  re- 


sponse. Steroid  hormone  receptors 
are  found  in  the  cytosol,  and  the 
coupling  of  a steroid  and  its  receptor 
leads  to  binding  of  the  hormone  to 
nuclear  chromatin,  causing  changes 
in  the  regulation  of  nucleic  acid 
synthesis.  Thyroid  hormone  re- 
ceptors appear  to  be  localized  to  the 
cell  nucleus. 

Through  the  sequence  of  syn- 
thesis, secretion  and  the  ultimate 
expression  of  activity  at  the  cellular 
level,  hormones  may  undergo  a 
number  of  changes  in  structure  and 
activity.  Many  peptide  hormones 
(e.g.,  insulin,  parathyroid  hormone) 
are  synthesized  as  larger  “prohor- 
mones.” The  additional  amino  acid 
sequence  on  these  precursor 
molecules  may  be  important  in  the 
intracellular  transport,  packaging 
and  eventual  secretion  of  the  active 
hormone2.  Steroid  hormones  can 
also  undergo  major  changes  in 
structure  and  function,  but  this 
usually  occurs  after  synthesis  and 
secretion  of  the  hormone  into  the 
circulation*.  For  example,  testos- 
terone can  be  converted  by  periph- 
eral tissue  into  a potent  androgen, 
dihydrotestosterone,  or  into  a major 
estrogen,  estradiol. 

PITUITARY  AND 
HYPOTHALAMUS 

The  pituitary  gland  has  classically 
been  regarded  as  the  “master 
gland,”  with  the  secretion  of  its 
various  hormones  influenced  pri- 
marily by  the  negative  feedback 
regulation  of  its  target  endocrine 
tissue.  This  is  clearly  an  over- 
simplification. and  even  the  master 
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Figure  1.  Mechanisms  of  hormone  action.  A. 
For  peptide  hormones  and  catecholamines,  the 
interaction  of  a hormone  (H)  with  its  receptor 
(R)  on  the  cell  membrane  leads  to  activation  of 
an  effector  (E)  (such  as  adenylate  cyclase). 
This  causes  production  of  a “second  mes- 
senger” (for  example,  cAMP),  which  initiates 
the  activation  of  enzymes  and  the  ultimate  ex- 

is  controlled  from  above,  by  means 
of  hypothalamic  secretion  of  re- 
leasing and  inhibitory  factors4.  To 
date,  three  of  these  factors  have 
been  identified  and  isolated:  thyro- 
tropin-releasing hormone  (TRH,  a 
tripeptide  that  regulates  TSH  se- 
cretion), gonadotropin-re  I easing 
hormone  (GnRH,  a decapeptide 
affecting  LH  and  FSH  production), 
and  growth  hormone  release-in- 
hibiting hormone  (somatostatin,  a 
tetradecapeptide  that  inhibits 
growth  hormone  secretion).  The 
functional  significance  of  these 
hypothalamic  factors  has  not  been 
fully  defined:  there  is  not  always  a 
one-on-one  specificity  for  each 
pituitary  hormone  (TRH  stimulates 
both  TSH  and  prolactin),  their  rela- 
tive physiologic  importance  may  be 


pression  of  biologic  activity.  B.  Steroid  hor- 
mones diffuse  freely  across  the  cell  membrane, 
bind  to  cytoplasmic  receptors,  and  are  then 
carried  into  the  nucleus.  The  hormone- 
receptor  complex  interacts  with  nucleic  acid, 
promoting  the  synthesis  of  new  protein  and  its 
subsequent  physiologic  effects. 

open  to  some  question  (TRH  seems 
to  play  only  a permissive  role  in 
TSH  secretion,  with  circulating  thy- 
roid hormone  exerting  the  major 
control),  and  some  of  these  factors 
may  actually  exert  a more  signifi- 
cant action  at  extrapituitary  sites 
(somatostatin  is  found  in  the  pan- 
creatic islets  and  may  be  an  impor- 
tant local  modulator  of  insulin  and 
glucagon  secretion).  These  hypo- 
thalamic factors  have  been  used  in 
diagnostic  testing  of  pituitary  func- 
tion, and  there  is  considerable 
interest  in  development  of  GnRH 
analogs  for  fertility  control  and  of 
somatostatin  analogs  for  their  po- 
tential usefulness  in  diabetic  man- 
agement. Finally,  it  is  evident  that 
the  hypothalamus  does  not  function 
as  the  master  gland  either,  but  in- 


stead “translates”  the  neurotrans- 
mitter language  employed  at  higher 
levels  in  the  central  nervous  system 
into  the  peptide-mediated  com- 
munication system  employed  by  the 
classical  endocrine  system5.  Drugs 
and  other  factors  can  affect  the 
neurotransmitters  (dopamine,  nor- 
epinephrine, serotonin  and  others) 
and  interfere  with  the  central  ner- 
vous system  control  of  endocrine 
function;  nowhere  is  this  better 
illustrated  than  in  the  control  of 
prolactin  secretion. 

Prolactin’s  major  physiologic  role 
is  the  promotion  and  maintenance 
of  lactation'”  abnormal  prolactin 
secretion  may  result  in  nonpuer- 
peral  galactorrhea.  Excessive  pro- 
lactin levels  may  also  lead  to 
amenorrhea  in  women  or  hypo- 
gonadism in  men,  probably  due  to 
suppression  of  gonadotropin  secre- 
tion, with  perhaps  an  additional 
effect  on  steroid  synthesis  by  the 
gonad.  Patients  frequently  do  not 
have  the  full  amenorrhea-galacto- 
rrhea syndrome  that  is  usually  de- 
scribed: even  though  about  one  of 
four  unselected  patients  with  sec- 
ondary amenorrhea  have  high  pro- 
lactin levels,  many  will  have  no 
galactorrhea.  The  major  control  of 
prolactin  secretion  is  a prolactin  in- 
hibitory factor  (PIF)  produced  in 
the  hypothalamus.  Current  evi- 
dence indicates  that  PIF  is 
dopamine;  therefore,  a number  of 
commonly  used  drugs  that  interfere 
with  catecholamine  synthesis,  se- 
cretion or  metabolism  (including 
methyldopa,  reserpine,  phenothia- 
zines,  tricyclics)  may  lower  dopa- 
mine (PIT)  levels,  leading  to  pro- 
lactin elevation  and  the  associated 
clinical  syndrome.  Increased  pro- 
lactin levels  can  also  be  seen  with 
hypothalamic  dysfunction  (as  in 
sarcoidosis),  primary  hypothy- 
roidism, chronic  renal  failure,  or 
chest  wall  irritation  (herpes  zoster, 
surgical  scars).  However,  pituitary 
adenomas  probably  account  for 
most  cases  of  hyperprolactinemia. 
The  majority  of  chromophobe 
adenomas,  previously  thought  to  be 
nonfunctioning,  are  prolactin  se- 
cretors.  Appropriate  therapy  of 
these  tumors,  especially  the  “mi- 
croadenomas,” is  controversial, 
since  their  natural  history  is  not 
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known.  The  finding  of  a 22.5%  inci- 
dence of  pituitary  adenomas  in  one 
autopsy  series7,  and  a 31.7%  inci- 
dence of  minor  sella  turcica  changes 
on  x-ray  in  patients  without  appar- 
ent endocrine  disease8,  suggest  that 
these  microadenomas  are  common, 
and  frequently  of  little  clinical  sig- 
nificance. The  recent  availability  of 
bromocriptine  (a  dopamine  agonist 
that  will  suppress  prolactin)  allows 
correction  of  galactorrhea  and 
amenorrhea  and  restoration  of  fer- 
tility without  surgical  intervention. 
However,  the  elevated  estrogen 
levels  that  arise  from  the  ensuing 
pregnancy  may  stimulate  tumor 
growth,  leading  many  to  still  advo- 
cate a neurosurgical  approach, 
especially  in  cases  with  larger 
tumors  or  where  pregnancy  is  de- 
sired. 

Hypothalamic  control  is  also  im- 
portant in  growth  hormone  regula- 
tion5, with  /3-adrenergic  blockade 
(propranolol)  or  dopaminergic 
stimulation  (1-dopa)  causing  in- 
creased secretion.  Other  factors  are 
also  associated  with  increased 
growth  hormone  production,  in- 
cluding deep  sleep,  strenuous  ex- 
ercise, and  hypoglycemia  or  other 
stresses.  Growth  hormone  secre- 
tion is  suppressed  by  carbohydrate 
ingestion.  Because  of  the  hor- 
mone’s rapid  fluctuation,  states  of 
growth  hormone  excess  or  defi- 
ciency cannot  be  defined  without 
careful  control  of  the  circumstances 
surrounding  hormone  measure- 
ment. Interestingly,  the  growth- 
promoting  ability  of  growth  hor- 
mones does  not  seem  to  be  an 
inherent  property  of  the  molecule 
itself;  rather,  growth  hormone  ap- 
pears to  promote  production  of  so- 
matomedins  (small  peptides,  prob- 
ably of  hepatic  origin),  and  these 
somatomedins  in  turn  influence 
skeletal  growth.  Somatomedin 
levels  are  relatively  constant,  with- 
out the  minute-to-minute  fluctua- 
tions seen  with  growth  hormone, 
and  may  become  a more  useful 
monitor  of  growth  hormone  activity 
than  growth  hormone  itself9. 

ACTH  secretion  is  also  deter- 
mined by  a number  of  factors,  in- 
cluding an  endogenous  24-hour 
cycling  pattern,  the  influence  of 
central  nervous  system  neuro- 


transmitters, a negative  feedback 
regulation  by  glucocorticoids,  and 
augmented  secretion  in  response  to 
stress.  ACTH,  like  many  peptide 
hormones,  represents  a fragment  of 
a larger  precursor  molecule;  intense 
recent  study  of  this  prohormone 
may  have  considerable  impact  on 
our  concepts  of  behavior  and  mood, 
response  to  pain  and  stress,  and 
other  physiologic  activities.  Much 
of  this  recent  knowledge  has  arisen 
from  studies  of  narcotic  addiction, 
which  led  to  the  finding  of  specific 
opiate  receptors  in  the  brain.  It 
seemed  inconceivable  that  these  re- 
ceptors were  present  only  for  the 
sake  of  occasional  interaction  with 
exogenously-administered  poppy 
alkaloids;  several  endogenous 
opioids  have  subsequently  been 
discovered,  including  the  five 
amino  acid  “enkephalins”  and  the 
larger  (up  to  3 1 amino  acid)  “endor- 
ph  ins”10.  These  amino  acid  se- 
quences are  contained  in  the  struc- 
ture of  a larger  91  amino  acid 
peptide,  /3-lipotropin,  which  is  part 
of  an  even  larger  molecule  (Fig.  2). 
Beta-lipotropin  and  ACTH  are  se- 
creted in  parallel  fashion,  in  re- 
sponse to  the  same  stimuli,  from  the 
same  pituitary  cells,  as  products  of 
the  same  precursor  prohormone. 
Although  ACTH  has  a well-es- 
tablished role  in  the  physiologic 
response  to  stress,  the  role  of  0- 
lipotropin  is  not  as  well-defined, 
and  it  is  suggested  that  its  major  role 


may  be  as  a prohormone  for  the  en- 
dorphins11. Even  though  definition 
of  their  significance  awaits  further 
investigation,  endorphins  appear  to 
influence  the  physiologic  response 
to  stress  and  pain  (acupuncture  may 
work  through  the  release  of  these 
morphine-like  molecules),  affect 
mood  and  behavior  (with  altered 
levels  or  activity  reported  to  play  a 
role  in  some  psychiatric  distur- 
bances), and  possibly  function  as 
neurotransmitters12 

THYROID 

The  major  secretory  product  of 
the  thyroid  is  1-thyroxine  (T4). 
There  is  some  question  as  to 
whether  T4  itself  has  any  intrinsic 
metabolic  function;  its  major  role 
may  simply  be  as  a prohormone  for 
the  physiologically  important 
thyroid  hormone,  triiodothyronine 
(T:!).  The  clinical  application  of 
thyroid  hormone  measurement  is 
complicated  by  the  fact  that  well 
over  99%  of  both  T4  and  T3  is  bound 
to  protein,  and  only  the  very  small 
unbound  fraction  of  T4  and  T3  is 
capable  of  metabolic  function. 
Thus,  thyroid  hormone  determina- 
tions should  take  into  account  the 
effect  of  binding  proteins,  which 
may  be  altered  by  a number  of  dis- 
eases, drugs,  physiologic  states, 
and  congenital  factors.  This  is  usu- 
ally accomplished  by  T3  resin  up- 
take or  free  T4  determination. 

Normally,  T3  is  largely  derived 
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Figure  2.  Proposed  derivation  of  the  bioactive 
peptides  that  arise  from  a single  precursor 
molecule  in  corticotropin-secreting  pituitary 
cells.  Because  of  the  common  source,  /3- 
lipotropin  secretion  and  ACTH  secretion 
occur  together.  In  turn,  /3-lipotropin  appears 
to  be  the  parent  molecule  of  the  endogenous 
opioids,  /3-endorphin  (/3-END)  and  enkepha- 
lin. Teleologically,  the  simultaneous  stimula- 
tion of  cortisol  production  (through  ACTH 
release)  and  production  of  pain-killing  pep- 


tides (through  /3-lipotropin  release)  would 
seem  to  be  beneficial  to  the  stressed  or  injured 
organism.  Although  /3-MSH  has  previously 
been  considered  the  major  pigment-producing 
pituitary  hormone,  it  may  be  an  artifact;  the 
pituitary's  melanocyte-stimulating  activity 
probably  stems  from  a-MSH  (or  even  the 
ACTH  molecule  itself).  The  numbers  corre- 
spond to  amino  acid  sequences  of  the  various 
fragments. 
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from  the  deiodination  of  T4  by  pe- 
ripheral tissue13.  As  the  physiologi- 
cally important  thyroid  hormone,  T3 
may  be  elevated  in  the  serum  of 
some  hyperthyroid  patients  who 
have  normal  levels  of  T4  (“T3  toxic- 
osis”). On  the  other  hand,  the  diag- 
nosis of  hypothyroidism  is  strictly 
dependent  on  the  finding  of  a low 
T4,  which  indicates  the  thyroid  is 
not  capable  of  adequate  thyroid 
hormone  production.  The  presence 
of  a low  T3  alone  may  not  indicate 
hypothyroidism,  since  many  euthy- 


roid subjects  will  have  decreased 
conversion  of  T4  to  T3  in  the  face  of 
stress,  infection  or  caloric  restric- 
tion. This  decreased  T3  production 
is  felt  to  be  a protective  mechanism, 
since  T3  is  a hormone  that  increases 
metabolic  rate,  increases  oxygen 
consumption  and  has  other  cata- 
bolic effects,  all  of  which  are  unde- 
sirable in  a sick  person.  In  these 
patients,  T4  is  preferentially  con- 
verted to  reverse  T3  (rT3),  a meta- 
bolically  inert  compound.  In  spite  of 
a low  T3,  the  finding  of  normal  T4 
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Figure  3.  Control  of  thyroid  hormone  secre- 
tion. TSH  stimulates  the  thyroid  to  secrete  T4 
as  its  major  product.  T4  can  he  converted  by 
peripheral  tissue  into  the  potent  hormone  T3, 
or  alternatively  into  the  inert  product  reverse 
T3  (rT3);  this  conversion  depends  on  the 


physiologic  status  of  the  organism,  with  rT3 
formation  favored  in  situations  where  it  would 
seem  beneficial  to  avoid  further  catabolism. 
The  major  control  of  TSH  secretion  is  the 
negative  feedback  of  T4  and  T3;  TRH  seems  to 
play  a secondary  and  largely  permissive  role. 


reflects  the  ability  of  the  thyroid  to 
perform  its  function  normally;  the 
decision  to  convert  T4  to  T3  or  rT:.  is 
made  by  peripheral  tissue,  not  by 
the  thyroid  gland.  Drugs  such  as 
propranolol,  propylthiouracil  and 
glucocorticoids  can  also  inhibit  the 
conversion  ofT4toT:!(in  addition  to 
their  more  commonly  recognized 
actions),  and  this  function  contrib- 
utes to  their  successful  use  in  ther- 
apy of  thyrotoxicosis. 

The  pituitary  is  the  major  reg- 
ulator of  thyroid  hormone  produc- 
tion (Fig.  3).  If  the  thyroid  is  unable 
to  maintain  sufficient  circulating 
thyroid  hormone,  the  pituitary  will 
attempt  to  compensate  by  increas- 
ing TSH  production.  TSH  is  thus  a 
very  sensitive  index  of  impaired 
thyroid  function.  Decreased  T4 
without  compensatory  elevation  in 
TSH  indicates  pituitary  dysfunc- 
tion. Although  TSH  production  is 
maximally  suppressed  with  hyper- 
thyroidism, TSH  is  not  a useful  test 
in  this  condition,  since  most  avail- 
able TSH  assays  are  unable  to  dis- 
tinguish suppressed  from  norma! 
values. 

Immunologic  factors  play  a major 
role  in  many  types  of  endocrine  dis- 
ease, and  thyroid  diseases  in  par- 
ticular14. Graves’s  disease  and  Ha- 
shimoto’s  disease  are  considered  to 
be  “autoimmune”  disorders  and 
are  associated  with  abnormalities  of 
both  humoral  and  cell-mediated 
immunity.  There  is  an  increased  in- 
cidence of  a variety  of  endocrine 
diseases  in  susceptible  individuals, 
and  the  inherited  histocompatibility 
antigens  may  serve  as  one  marker 
for  this  predisposition.  In  addition 
to  thyroid  disease,  immunologic 
abnormalities  may  present  as 
Graves’  ophthalmopathy  alone 
(without  evidence  of  thyroid  dys- 
function), Addison’s  disease,  per- 
nicious anemia,  insulin-dependent 
diabetes  mellitus,  hypoparathy- 
roidism. premature  ovarian  failure, 
or  various  combinations  of  these 
(the  so-called  pluriglandular  defi- 
ciency syndrome).  A patient  with 
one  of  these  disorders  has  an  in- 
creased risk  of  developing  others, 
since  the  basic  abnormality  arises 
from  the  immune  system  itself,  and 
not  in  the  specific  endocrine  tissue 
per  se.  Typically,  this  altered  im- 
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mune  function  is  destructive  (e.g., 
loss  of  functional  thyroid  tissue  in 
Hashimoto’s  disease,  adrenal  gland 
injury  in  Addison’s  disease,  etc.).  In 
Graves’  disease,  though,  some  an- 
tibodies are  stimulatory  because  of 
their  ability  to  interact  with  the  TSH 
receptor;  this  results  in  a somewhat 
paradoxical  situation  of  thyroid 
hyperfunction  in  the  face  of  a gener- 
ally destructive  process. 

ADRENAL  CORTEX 

The  adrenal  cortex  produces 
three  distinct  types  of  steroid  hor- 
mones: glucocorticoids,  mineralo- 
corticoids  and  androgens. 

Cortisol,  the  most  important 
glucocorticoid,  is  essential  to  life15. 
Deficiency  states  can  result  in 
anorexia,  malaise,  weight  loss, 
hypoglycemia  and  an  impaired  abil- 
ity to  tolerate  stress.  The  catabolic 
properties  of  cortisol  become  ap- 
parent in  states  of  steroid  excess, 
with  muscle  wasting  and  weakness, 
impaired  tissue  strength  and  heal- 
ing, and  osteopenia  as  well  as  obe- 
sity, hyperglycemia  and  hyper- 
tension. Cortisol  (and  the  adrenal 
androgens)  are  secreted  under  the 
influence  of  ACTH.  In  primary 
adrenal  failure  (Addison’s  disease) 
levels  of  cortisol  or  its  urinary  me- 
tabolites, the  17-hydroxycorticos- 
teroids,  cannot  be  increased  by 
stimulation  with  ACTH,  even  with 
prolonged  infusion.  Normally, 
ACTH  and  cortisol  are  secreted  in  a 
diurnal  pattern,  with  the  highest 
values  in  the  morning  and  very  low 
levels  around  midnight.  In  an  un- 
stressed patient,  inappropriate  cor- 
tisol secretion  or  Cushing’s  syn- 
drome is  suggested  by  an  absence  of 
diurnal  variation  (a  nonsuppressed 
midnight  cortisol),  excessive  pro- 
duction of  tissue-available  cortisol 
over  a 24-hour  period  (urinary  free 
cortisol),  and  a failure  of  the  pitui- 
tary-adrenal axis  to  normally  de- 
crease glucocorticoid  production 
following  administration  of  steroids 
(dexamethasone  suppression  test). 

Aldosterone  exerts  its  major  ac- 
tion on  the  renal  tubule,  where  it 
influences  handling  of  sodium  and 
potassium1 Indirectly,  the  effec- 
tive circulating  volume  is  the  major 
influence  on  aldosterone  secretion; 
potassium  concentration  and 


ACTH  have  a smaller  influence. 
With  volume  depletion,  the  kid- 
ney's juxtaglomerular  apparatus  in- 
creases renin  secretion,  leading  to 
augmented  production  of  angioten- 
sin I.  Angiotensin  I is  readily  con- 
verted to  angiotensin  II,  which 
promotes  the  release  of  aldo- 
sterone. Aldosterone  causes 
sodium  retention  (and  potassium 
loss),  volume  restoration,  and 
therefore  feedback  suppression  of 
renin.  In  clinical  states  such  as  cir- 
rhosis or  congestive  heart  failure, 
an  ineffective  circulating  volume 
leads  to  increased  renin  secretion 
and  secondary  hyperaldosteronism, 
worsening  the  salt  and  water  over- 
load that  is  already  present.  In  pri- 
mary hyperaldosteronism,  an  in- 
trinsic adrenal  abnormality  leads  to 
hypokalemia,  volume  expansion 
and  hypertension  with  suppressed 
renin  levels.  Decreased  aldosterone 
production  can  cause  hyperkalemia 
and  hypotension;  this  is  frequently 
on  the  basis  of  impaired  renin  sec- 
retion in  patients  with  disorders  as- 
sociated with  interstitial  renal  dis- 
ease (such  as  diabetes),  leading  to  a 
state  of  “hyporeninemic  hypo- 
aldosteronism”.17 

GONADS 

The  testes  serve  two  major  func- 
tions: synthesis  of  testosterone, 
which  is  responsible  for  secondary 
male  characteristics,  and  spermato- 
genesis18. Testosterone,  the  major 
secretory  product  of  the  Leydig 
cell,  is  largely  bound  to  a specific 
sex  hormone  binding  protein  as  it 
circulates.  The  pituitary  hormone 
LH  (luteinizing  hormone)  stimu- 
lates testosterone  production,  and 
testosterone  in  turn  exerts  negative 
feedback  on  the  pituitary  produc- 
tion of  LH.  Spermatogenesis  is 
controlled  by  FSH  (follicle 
stimulating  hormone);  the  mecha- 
nism of  feedback  is  unclear,  but 
may  involve  a substance  (“in- 
hibin”)  whose  production  parallels 
sperm  formation. 

Male  hypogonadism  may  be  on 
the  basis  of  primary  testicular  dis- 
ease, manifested  by  a low  testos- 
terone level  accompanied  by  a 
compensatory  increase  in  LH  (and 
frequently  FSH,  especially  if 
azoospermia  is  present).  This 


problem  may  be  related  to  genetic 
disorders  such  as  Klinefelter's  syn- 
drome (genotype  XXY),  or  due  to 
acquired  lesions,  including  mumps 
orchitis,  chemotherapy,  trauma,  or 
chronic  renal  failure.  A low  testos- 
terone without  compensatory  LH 
and  FSH  elevation  indicates  secon- 
dary hypogonadism,  and  may  be 
caused  by  hypothalamic-pituitary 
lesions  produced  by  congenital  de- 
fects, tumors,  trauma,  or  infiltrative 
diseases  such  as  sarcoidosis  or 
hemochromatosis. 

The  ovaries  are  also  responsible 
for  synthesis  of  sex  hormones  (es- 
tradiol, progesterone)  and  gametes 
(ova),  but  the  endogenous  cyclic 
pattern  of  the  female  reproductive 
system  makes  it  much  more  com- 
plex than  the  male  system111.  FSH 
promotes  development  of  the  folli- 
cle, and  both  FSH  and  LH  are 
needed  for  estrogen  synthesis.  At 
midcycle,  a surge  in  LH  and  FSH 
secretion  promotes  ovulation. 
Maintenance  of  the  corpus  luteum 
and  progesterone  production  is  de- 
pendent on  LH.  Estrogen  feedback 
regulation  of  FSH  and  LH  is  com- 
plex: negative  feedback  leads  to 
suppression  of  FSH  and  LH  at  some 
points  in  the  cycle,  but  under  other 
circumstances  a positive  feedback 
by  estrogen  actually  augments  FSH 
and  LH  production.  This  positive 
feedback  is  responsible  for  the  mid- 
cycle surge  that  triggers  ovulation 
(with  gonadotropin-releasing  hor- 
mone from  the  hypothalamus  also 
playing  a regulatory  function). 

As  in  men,  gonadal  dysfunction  in 
women  can  either  be  caused  by  pri- 
mary sex  organ  failure  or  can  be 
secondary  to  pituitary  disease.  In 
primary  gonadal  failure,  diminished 
estrogen  production  leads  to  com- 
pensatory increase  in  LH  and  FSH 
levels.  This  pattern  can  be  seen  in 
either  congenital  (Turner’s  syn- 
drome) or  acquired  (oophorectomy, 
menopause)  primary  ovarian  fail- 
ure. In  secondary  hypogonadism, 
LH  and  FSH  are  not  increased,  in- 
dicating that  the  primary  process 
exists  in  the  pituitary  or  hypothal- 
amus rather  than  in  the  ovary.  In 
addition  to  destructive  or  infiltra- 
tive lesions,  prolactin  excess  can 
cause  a similar  abnormality  (as 
noted  previously).  Female  repro- 
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ductive  function  is  also  very  sensi- 
tive to  emotional  stress,  changes  in 
weight,  and  other  nutritional  fac- 
tors, which  lead  to  altered  hypo- 
thalamic-pituitary function:  clini- 
cally, patients  with  amenorrhea  on 
this  basis  can  range  from  the  se- 
verely disturbed  and  malnourished 
young  woman  with  anorexia  ner- 
vosa to  the  apparently  healthy  girl 
who  jogs  five  miles  a day. 

PARATHYROID 

Calcium  homeostasis  is  con- 
trolled by  three  hormones:  parathy- 
roid hormone  (PTH),  vitamin  D and 
calcitonin20.  There  is  an  inverse  re- 
lationship between  calcium  con- 
centration and  PTH  secretion.  PTH 
maintains  calcium  concentration  by 
stimulating  calcium  absorption 
from  bone,  increasing  calcium  reab- 
sorption (and  phosphate  excretion) 
by  the  kidneys,  and  promoting  (di- 
rectly or  indirectly)  calcium  ab- 
sorption from  the  gastrointestinal 
tract.  Vitamin  D is  important  for 
gastrointestinal  calcium  absorption, 
but  only  after  25-hydroxylation  by 
the  liver  and  1-hydroxylation  by  the 
kidney  to  produce  its  potent  metab- 
olite, 1,  25-dihydroxyvitamin  D. 
The  1-hydroxylation  is  enhanced  by 
elevated  PTH  levels  or  low  phos- 
phate concentrations,  but  is  im- 
paired in  renal  insufficiency.  Cal- 
citonin inhibits  bone  resorption,  but 
is  the  least  important  calcium-reg- 
ulating hormone. 

Hypercalcemia  has  become  an 
increasingly  recognized  problem 
due  to  automated  chemical  screen- 
ing methods21.  Since  calcium  is  in 
part  bound  to  protein,  an  artifactual 
hypercalcemia  can  be  seen  on  the 
basis  of  local  hemostasis  produced 
by  a tourniquet.  Malignancies  fre- 
quently cause  hypercalcemia, 
sometimes  by  metastases  to  bone 
and  on  other  occasions  by  produc- 
tion of  PTH , prostaglandins  or  other 
humoral  factors.  Granulomatous 
diseases  (such  as  sarcoidosis)  can 
be  associated  with  enhanced  cal- 
cium absorption  and  hypercal- 
cemia. Elevated  serum  calcium  can 
also  be  seen  in  immobilized  patients 
with  increased  bone  turnover  (as  in 
Paget’s  disease),  and  also  occurs 
with  thyrotoxicosis,  Addison’s  dis- 
ease, and  vitamin  D or  vitamin  A 


intoxication.  Although  these  pos- 
sibilities should  always  be  consid- 
ered in  the  hypercalcemic  patients, 
primary  hyperparathyroidism  is  the 
most  common  cause  of  hypercal- 
cemia in  the  asymptomatic  patient. 
Hyperparathyroidism  may  be  part 
of  a multiple  endocrine  neoplasia 
syndrome:  other  components  in- 
clude pituitary  adenomas  and  islet 
cell  tumors  (which  may  secrete  in- 
sulin, gastrin  or  other  hormones)  in 
type  I,  and  medullary  carcinoma  of 
the  thyroid  and  pheochromocytoma 
in  type  II. 

The  finding  of  a low  serum  cal- 
cium concentration  is  often  ac- 
counted for  by  decreased  serum 
protein.  Even  though  total  and 
protein-bound  calciums  are  low, 
ionized  calcium  is  usually  normal 
and  the  patient  is  physiologically 
normocalcemic.  Impaired  secretion 
of  PTH  (hypoparathyroidism)  or 
peripheral  resistance  to  its  action  on 
the  basis  of  a receptor  defect 
(pseudohypoparathyroidism)  can 
lead  to  hypocalcemia,  as  can  vari- 
ous states  of  vitamin  D deficiency  or 
resistance22.  In  chronic  renal  fail- 
ure, hypocalcemia  is  a common 
finding,  probably  on  the  basis  of 
phosphate  retention  with  a recip- 
rocal decrease  in  serum  calcium,  as 
well  as  impaired  renal  production  of 
1,  25-dihydroxyvitamin  D.  Mag- 
nesium deficiency  (commonly  seen 
in  diabetes,  alcoholism,  malab- 
sorption and  many  other  disease 
states)  leads  to  impaired  PTH  se- 
cretion and  peripheral  resistance  to 
PTH  and  is  a frequent  cause  of 
hypocalcemia. 

DIABETES  MELLITUS 

Diabetes  is  not  a single  disease. 
Instead,  hyperglycemia  represents 
the  final  expression  of  an  impaired 
ability  to  effectively  utilize  glucose 
and  other  substrates.  Not  all  di- 
abetics suffer  from  the  same  defect 
in  glucose  homeostasis.  The  non- 
obese,  insulin-dependent  (“juvenile 
onset’’)  diabetic  has  an  impaired 
ability  to  secrete  insulin;  viral  in- 
fections, immunologic  defects,  and 
perhaps  other  inherited  tendencies 
have  been  implicated  as  causal  fac- 
tors leading  to  /3-cell  destruction23. 
The  non-insulin-dependent,  usually 
obese  (“adult  onset’’)  diabetic  has 


an  entirely  different  disorder:  insu- 
lin levels  typically  are  at  least  as 
high  as  in  the  nondiabetic,  but 
peripheral  tissues  are  resistant  to 
insulin’s  action24.  This  insensitivity 
is  related  to  a decreased  number  of 
insulin  receptors  on  the  cell  mem- 
brane. Without  an  adequate  in- 
teraction between  insulin  and  its  re- 
ceptor, biological  activity  cannot  be 
expressed.  Administration  of  more 
insulin  exogenously  leads  to  further 
loss  of  receptors  (“down-regula- 
tion’’) and  worsening  resistance  to 
insulin.  On  the  other  hand,  weight 
reduction  promotes  restoration  of 
the  receptor  population  and  im- 
proved glucose  homeostasis. 

The  long-term  sequelae  of  dia- 
betes (nephropathy,  retinopathy, 
neuropathy,  accelerated  athero- 
genesis)  frequently  present  greater 
management  problems  than  the 
day-to-day  control  of  blood  glu- 
cose. There  is  increasing  evidence 
(largely  circumstantial)  that  the  du- 
ration and  severity  of  hypergly- 
cemia may  affect  the  long-term 
complications  of  diabetes.  The  tis- 
sues that  are  predisposed  to  diabetic 
sequelae  are  freely  permeable  to 
glucose,  even  without  available  in- 
sulin, and  are  thus  exposed  to  the 
ambient  blood  glucose  level.  In 
these  tissues,  intracellular  glucose 
can  be  converted  to  other  sugars 
(sorbitol,  fructose)  which  are  mem- 
brane-impermeable and  accumulate 
within  the  cell,  leading  to  hyper- 
tonicity and  eventual  cell  injury25. 
In  addition  to  this  “sorbitol  path- 
way,’’ decreased  levels  of  myo- 
inositol in  the  diabetic  are  also  felt 
to  play  a role.  Myoinositol,  a phos- 
pholipid precursor  which  may  have 
a major  structural  role  in  the  cell 
membrane,  is  depleted  in  tissues  of 
the  poorly-controlled  diabetic.  This 
depletion  is  associated  with  im- 
paired nerve  conduction  velocity, 
which  in  animals  can  be  prevented 
by  maintenance  of  myoinositol 
levels  (either  through  dietary  sup- 
plementation or  simply  with  resolu- 
tion of  hyperglycemia)20.  The  com- 
plications of  diabetes  have  also 
been  ascribed  to  the  nonenzymatic 
addition  of  a glucose  moiety  to  vari- 
ous proteins  (glycosylation).  The 
best-known  marker  for  this  process 
is  glycosylated  hemoglobin  (hemo- 


December  1980,  NCMJ 


813 


globin  Alc),  which  reflects  the 
status  of  diabetic  control  over  the 
preceding  weeks  or  months  that 
make  up  the  red  cell's  life  span.  The 
concentration  of  these  glycosylated 
proteins  increases  as  the  ambient 
level  of  glucose  increases.  Conceiv- 
ably. chronic  hyperglycemia  with 
an  increased  glycosylation  of  vari- 
ous proteins  could  lead  to  the  base- 
ment membrane  thickening  and 
other  abnormalities  seen  in  the 
long-standing  diabetic27. 
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Mumps 

i.  In  Thasus,  about  the  autumnal  equinox,  and  under  the  Pleiades,  the  rains  were  abun- 
dant, constant,  and  soft,  with  southerly  winds:  the  winter  southerly,  the  northerly  winds 
faint,  droughts;  on  the  whole,  the  winter  having  the  character  of  spring.  The  spring  was 
southerly,  cool,  rains  small  in  quantity.  Summer,  for  the  most  part,  cloudy,  no  rain,  the 
Etesian  winds,  rare  and  small,  blew  in  an  irregular  manner.  The  whole  constitution  of  the 
season  being  thus  inclined  to  the  southerly,  and  with  droughts  early  in  the  spring,  from  the 
preceding  opposite  and  northerly  state,  ardent  fevers  occurred  in  a few  instances,  and  these 
very  mild,  being  rarely  attended  with  hemorrhage,  and  never  proving  fatal.  Swellings 
appeared  about  the  ears,  in  many  on  either  side,  and  in  the  greatest  number  of  both  sides, 
being  unaccompanied  by  fever  so  as  not  to  confine  the  patient  to  bed;  in  all  cases  they 
disappeared  without  giving  trouble,  neither  did  any  of  them  come  to  suppuration,  as  is 
common  in  swellings  from  other  causes.  They  were  of  a lax,  large,  diffused  character, 
without  inflammation  or  pain,  and  they  went  away  without  any  critical  sign.  They  seized 
children,  adults,  and  mostly  those  who  were  engaged  in  the  exercises  of  the  palestra  and 
gymnasium,  but  seldom  attacked  women.  Many  had  dry  coughs  without  expectoration,  and 
accompanied  with  hoarseness  of  voice.  In  some  instances  earlier,  and  in  others  later, 
inflammations  with  pain  seized  sometimes  one  of  the  testicles,  and  sometimes  both;  some  of 
these  cases  were  accompanied  with  fever  and  some  not:  the  greater  part  of  these  were 
attended  with  much  suffering.  In  other  respects  they  were  free  of  disease,  so  as  not  to  require 
medical  assistance.  — Hippocrates.  Of  the  Epidemics. 
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Ambulatory  surgery  — that 

done  under  general  or  regional 
anesthesia  with  discharge  of  the  pa- 
tient the  same  day  — has  now  been 
practiced  in  North  Carolina  and  in 
many  areas  of  the  nation  for  at  least 
a decade.  The  concept  of  ambula- 
tory surgery,  and  the  methods  of 
safely  and  expeditiously  performing 
it,  are  now  well  established  and  ac- 
cepted; yet  we  in  North  Carolina 
and  throughout  the  United  States, 
are  only  slowly  increasing  our  use  of 
this  method.  There  is  no  better  and 
no  more  easily  documented  ex- 
ample of  cost  containment  than  am- 
bulatory surgery;  consequently,  we 
should  be  using  it  at  every  opportu- 
nity. 

BLUE  CROSS  AND  BLUE  SHIELD 
OF  NORTH  CAROLINA  STUDY 

Blue  Cross  and  Blue  Shield  of 
North  Carolina  (BCBSNC),  using 
subscriber  claims  from  1977,  re- 
cently completed  a study  to  mea- 
sure the  utilization  of  this  type  of 
surgery  in  North  Carolina.  During 
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1977,  63%  of  all  surgical  procedures 
performed  on  BCBSNC  subscrib- 
ers, ambulatory  and  inpatient,  oc- 
curred in  28  of  the  state’s  129  acute 
care  hospitals.  Thus,  this  group  of 
hospitals,  accounting  for  a large 
proportion  of  surgery,  was  initially 
chosen  for  study.  Seven  operative 
procedures,  which  are  performed 
frequently  and  are  quite  amenable 
to  ambulatory  care,  myringotomy- 
tonsillectomy-adenoidectomy  ,* 
dilatation  and  curettage  of  the 
uterus,  laparoscopy  with  tubal  liga- 
tion, inguinal  herniorrhapy,  exci- 
sion of  breast  mass,  vasectomy  and 
circumcision,  were  selected  as  indi- 
cators of  a hospital’s  use  of  am- 
bulatory surgery.  The  frequency 
with  which  these  selected  proce- 
dures were  performed  on  an  am- 
bulatory basis  on  patients  under  65 
years  of  age  was  then  studied  in  the 
group  of  28  hospitals  and  among  the 
remaining  101  acute  care  hospitals. 

Among  the  28  hospitals,  seven  in- 
stitutions perform  these  selected 
procedures  on  an  ambulatory  basis 
at  least  50%  of  the  time.  These  hos- 
pitals are  North  Carolina  Memorial, 
Durham  County  General,  Presbyte- 
rian (of  Charlotte),  Memorial  Mis- 
sion, Wake  County  Medical  Center, 
Charlotte  Memorial,  and  Moses  H. 

*Myringotomy,  tonsillectomy  and  adenoidectomy  are  com- 
bined into  one  group  of  procedures  in  the  coding  scheme 
used  at  BCBSNC. 


Cone.  Collectively,  the  seven  are 
performing  57.4%-  of  the  seven  sur- 
gical procedures  in  ambulatory 
units.  The  performance  of  these 
seven  compares  favorably  with  a 
governmental  study1  recently  con- 
ducted in  Phoenix,  Arizona,  where 
59%  of  the  same  procedures  done 
throughout  the  community  were 
performed  in  ambulatory  surgical 
settings. 

In  21  of  the  28  hospitals  studied 
in  North  Carolina,  ambulatory 
surgery  was  done  less  frequently, 
while  the  101  remaining  were  least 
involved.  The  BCBSNC  study  thus 
categorized  three  distinct  groups  of 
hospitals: 

A — Greater  utilizers  of  ambula- 
tory surgery  (7  hospitals) 

B — Moderate  utilizers  of  am- 
bulatory surgery  (21  hospitals) 

C — Minimum  utilizers  of  am- 
bulatory surgery  (101  hospitals). 
The  hospitals  in  group  A collec- 
tively were  responsible  for  57%  of 
ambulatory  surgery,  group  B for 
20%,  and  group  C for  12%. 

To  ascertain  average  savings 
yielded  by  ambulatory  surgery,  in- 
patient and  outpatient  hospital 
charges  were  compared  for  the 
seven  procedures  as  performed  in 
the  seven  hospitals.  Savings  for 
ambulatory  surgery  ranged  from 
49%  for  laparoscopy  with  tubal 
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ligation  to  77%  for  vasectomy 
(Table  I). 


POTENTIAL  AGGREGATE 
SAVINGS 


57% 


Table  II 

Potential  Savings 


57% 


With  these  impressive  figures  of 
how  hospital  charges  can  be  re- 
duced on  individual  procedures, 
one  is  intrigued  with  the  potential 
savings  if  hospitals  in  groups  B and 
C could  increase  their  utilization. 
This  is  not  to  say  that  the  seven 
hospitals  in  group  A are  using 
ambulatory  surgery  to  the  fullest 
extent  possible.  We  feel  that  every 
one  of  the  seven  hospitals  could 
increase  its  use  of  this  mode  of 
therapy  whether  for  the  seven  pro- 
cedures or  for  the  many  other  ap- 
propriate procedures  not  studied 
here.  However,  if  the  hospitals  in 
group  B increased  their  use  of  am- 
bulatory surgery  for  only  the  seven 
procedures  to  the  level  of  hospitals 
in  group  A,  the  potential  savings  to 
BCBSNC  subscribers  in  1980  would 
be  $987,851.  Since  BCBSNC  in- 
sures about  35%  of  the  total  North 
Carolina  population,  the  potential 
for  an  overall  savings  of  $2.8  million 
exists  to  the  total  population  under 
age  65.  Similarly,  further  savings 
could  be  realized  if  the  hospitals 
in  group  C increased  their  use  of 
this  approach.  Many  of  these  are 
smaller  hospitals  in  less  populated 
areas,  and  it  is  unrealistic  to  expect 
that  they  could  increase  their  utili- 
zation to  that  of  group  A.  However, 
if  these  101  hospitals  increased  their 
utilization  only  from  the  present 
12%  to  a quite  attainable  level  of 
30%,  the  savings  would  be  $517,884 
tor  BCBSNC  subscribers  alone  and 
$1.5  million  for  the  total  North  Car- 
olina population  under  age  65  (Table 
II).  I hus,  total  potential  savings  for 
these  seven  procedures  alone  in  pa- 
tients under  65  years  of  age,  would 
be  $4.3  million  (1980  dollars)  recur- 


Table  I 

Institutional  Cost  Savings  1977 


Vasectomy 

77% 

Inguinal  Herniorrhaphy 

75% 

Excision  of  breast  mass 

58% 

Myringotomy,  Tonsillectomy  and 

Adenoidectomy 

58% 

Circumcision 

54% 

Dilation  and  curettage 

52% 

Laparoscopy  with  tubal  ligation 

49% 

Hospital 

Group 


$987,851  BCBSNC 
$2.8  Million  N.C 


$517,884  BCBSNC 
$1.5  Million  N.C. 


21 

Hospital 

Group 


101 

Hospital 

Group 


ring  annually.  When  one  adds  to  this 
estimate  the  costs  for  ambulatory 
surgery  patients  over  65  years  of 
age,  the  large  number  of  other  pro- 
cedures which  can  and  in  many 
places  are  performed  on  an  am- 
bulatory basis,  and  the  fact  that 
even  group  A currently  could  easily 
extend  its  utilization,  the  potential 
savings  each  year  becomes  many 
millions  of  dollars. 

PHYSICIAN  MISCONCEPTION 

Many  physicians  have  the  mis- 
conception that  ambulatory  surgery 
is  practiced  primarily  by  gynecolo- 
gists and  general  surgeons.  While 
these  two  types  of  surgeons  tend  to 
be  more  active  users,  there  is  no 
subspecialty  in  surgery  which  does 
not  have  many  procedures  suitable 
for  such  care  (Table  111). 

Ambulatory  surgery  is  cost  ef- 
fective, and  the  potential  savings 
from  its  more  extensive  use  are  sig- 
nificant. However,  the  financial 
considerations  are  only  one  of  its 
many  virtues.  Ambulatory  surgery 
appears  to  be  a rare  phenomenon 


beneficial  to  all  participants  — the 
patient,  the  patient's  family,  the  in- 
stitution providing  the  care,  the 
community  in  which  it  is  available, 
and  the  surgeon. 

The  most  significant  benefit  to  the 
patient  is  that  his  daily  activities  are 
little  changed.  A mother  can  enter 
the  hospital  in  the  morning,  have 
her  operation  and  be  home  the  same 
day  to  continue  to  direct  her  house- 
hold. A mother  can  stay  with  her 
child  throughout  his  operative 
period,  except  in  the  operating 
room  and  recovery  room,  and  will 
prefer  this  to  separation  from  the 
child  for  the  traditional  48  hours  of  a 
short  hospital  stay.  The  young  busi- 
ness executive,  to  protect  his  health 
and  his  work  records,  can  have  his 
ambulatory  surgery  over  the  week- 
end and  return  to  work  as  usual  on 
Monday.  The  institution  which  is 
wise  enough  and  perceptive  enough 
to  provide  ambulatory  care  is,  in 
addition  to  rendering  community 
service,  making  available  more  in- 
patient beds  for  seriously  ill  pa- 
tients. If  this  new  service  creates 
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Table  III 

Procedures  Frequently  Done  on  an  Ambulatory  Basis  — By  Specialty 


General  surgery: 

Herniorrhaphy 

Excision  of  breast  tumor 

Excision  of  large  subcutaneous  tumor 

Ganglionectomy 

Venectomy 

Gynecological  surgery: 

Dilatation  and  curettage 
Therapeutic  abortion 
Bartholin  cystectomy 
Excision  of  vaginal  septum 
Culdotomy 


Otolaryngological  surgery: 

Tonsillectomy  and  adenoidectomy 
Laryngotomy 

Rhinoplasty,  laryngoscopy, 
submucous  resection 

Plastic  surgery: 

Skin  grafts 
Revision  of  scars 
Augmentation  mammoplasty 
Osteoplasty 


Urological  surgery: 

Circumcision 

Cystoscopy  and  retrograde  pyelography 

Orchiopexy 

Testicular  biopsy 

Vasectomy 

Ophthalmological  surgery: 
Photocoagulation  of  retina 
Muscle  operations 
Examination  under  anesthesia 
Endoscopy 

Orthopedic  surgery: 

Fraction  reduction 
Joint  manipulation 
Carpal  tunnel  syndrome  repair 
Tenosynovectomy — tendon  repair 
Removal  of  screws  and/or  wires 
Cast  change 

Thoracic  surgery: 

Bronchoscopy 
Esophagoscopy 
Esophageal  dilatation 


empty  hospital  beds  which  will  not 
be  filled  by  additional  inpatients, 
our  institutions  will  have  to  be  suffi- 
ciently innovative  and  resourceful 
in  providing  new  inpatient  services 
or  use  the  space  for  less  expensive 
activities.  It  has  been  traditional 
that  in  geographic  areas  in  which  the 
hospital  does  not  see  fit  to  provide 
this  service,  a “free-standing”  in- 
stitution appears,  begins  its  opera- 
tion, and  removes  from  the  hospital 
the  patients  requiring  this  level  of 
care.  Two  such  institutions  exist  in 
North  Carolina  now. 

The  surgeon  who  practices  am- 
bulatory surgery  finds  that  he  is 
better  utilizing  his  work  day  in  that 
he  has  more  time  for  his  patients 
with  greater  surgical  demand,  be- 
cause these  “low  magnitude”  sur- 
gical patients  can  be  adequately 
cared  for  while  decreasing  profes- 
sional time  spent  in  the  hospital. 

EFFORTS  TO  EXTEND 
UTILIZATION 

BCBSNC,  a corporation  in- 
terested in  all  efforts  to  improve  the 


health  care  of  North  Carolinians, 
participates  in  many  projects  to  this 
end.  In  October  1979,  BCBSNC 
began  a two-year  program  to  in- 
crease the  awareness,  availability 
and  use  of  ambulatory  surgery.  A 
forum  on  “Ambulatory  Surgery  in 
the  1980s:  North  Carolina  and  Na- 
tional Prospectives”  was  held  at  the 
Service  Center  in  Chapel  Hill.  Na- 
tional authorities  and  pioneers  in 
the  development  of  this  type  of  sur- 
gical care  were  featured  speakers, 
and  spokesmen  from  government, 
the  insurance  industry  and  business 
also  participated.  An  overflow  au- 
dience of  physicians,  hospital  ad- 
ministrators, hospital  trustees, 
nurses  and  leaders  of  industry  were 
active  participants  in  these  sessions 
to  better  acquaint  themselves,  their 
colleagues  and  their  institutions 
with  this  means  of  surgical  care. 

After  the  statewide  forum,  re- 
gional meetings  — with  workshops 
to  address  specific  local  and  re- 
gional problems  — are  being 
planned  throughout  the  state  — in 
Brevard,  Charlotte,  Greensboro, 


Fayetteville,  Greenville,  Durham, 
Raleigh  and  Hickory.*  Undoubt- 
edly, as  those  who  provide  care, 
those  who  receive  it  and  those  who 
are  involved  in  paying  for  care  bet- 
ter understand  the  benefits  of  am- 
bulatory surgery,  statewide  avail- 
ability and  utilization  will  increase. 

CONCLUSIONS 

We  feel  it  is  reasonable  to  con- 
clude that: 

1)  We  can,  and  we  must,  extend 
the  availability  and  the  utilization  of 
ambulatory  surgery  throughout 
North  Carolina. 

2)  Greater  utilization  will  save 
millions  of  dollars  each  year  without 
lowering  the  quality  of  care. 

3)  Every  hospital  in  North  Caro- 
lina should  seriously  consider  pro- 
viding ambulatory  surgical  care. 
Most  hospitals  will  find  they  are 
capable  of  doing  so. 

4)  All  participants,  especially  pa- 
tients, benefit  from  ambulatory  sur- 
gery. 

5)  Physicians  should  assume  the 
lead  in  seeing  that  this  type  of  care  is 
available  throughout  the  state. 

6)  Surgeons  of  all  specialties  must 
assure  that  this  method  of  care  is 
utilized  for  a higher  percentage  of 
patients  requiring  “low  magnitude” 
operations  performed  under  general 
or  regional  anesthesia. 

7)  We  must  do  this  not  only  be- 
cause ambulatory  surgery  is  cost 
effective  medicine  but  also  because 
it  is  good  medicine. 

Reference 
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‘Following  these  meetings.  BCBSNC  will  follow  up  with 
individual  hospitals  and  continue  to  offer  assistance  and 
encourage  them  to  provide  this  service. 
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SPECIAL  ARTICLE 


Recommendations  for  the  Optimal  Care  of  the 
Traumatized  and/or  Burned  Patient 


Part  IV 

The  North  Carolina  Committee  on  Trauma 
of  the  American  College  of  Surgeons 


EMERGENCY  DEPARTMENT  (ED) 

A.  Evaluation  of  Injury  and  Triage.  Priorities  for 
treatment  regardless  of  injuries.  Do  rapid  assess- 
ment and  then  re-evaluate  after  life-threatening 
injuries  are  controlled. 

1.  First  priority 

a.  Airway  and  breathing  difficulties. 

b.  Cardiac  arrest. 

c.  Uncontrolled  or  suspected  severe  bleeding. 

d.  Open  chest  or  abdominal  wounds 

e.  Severe  shock. 

f.  Severe  head  injuries. 

g.  Severe  medical  problems. 

2.  Second  priority 

a.  Burns. 

b.  Major  multiple  fractures. 

c.  Vertebral  injuries  with  or  without  spinal 
cord  damage. 

3.  Lowest  priority 

a.  Fractures  or  other  injuries  minor,  non-life- 
threatening. 

b.  Obviously  mortal  wounds  where  death  ap- 
pears reasonably  certain. 

(1)  Airway  and  breathing  difficulty. 

(a)  Restore  and  maintain  airway.  Suc- 
tion p.r.n.  Endotracheal  tube  or 
esophageal  obturator  airways  if  nec- 
essary. (Remember  possible  cervical 
fracture.) 

(b)  Institute  artificial  ventilation  and 
maintain  breathing  as  needed. 

(c)  Administer  oxygen  (mask  or  Ambu® 
bag). 


Reprints  tor  the  entire  series  being  published  in  th e Journal  will  be  available  to  physicians 
in  the  state  who  may  request  them  from  Dr  Herbert  Proctor,  Trauma  Section,  Department 
of  Surgery,  University  of  North  Carolina  School  of  Medicine,  Chapel  Hill,  N.C.  27514 


(d)  Note  any  signs  of  cyanosis,  inter- 
costal retraction,  stridor,  tachypnea 
or  any  other  signs  of  respiratory  dis- 
tress. 

(e)  Listen  to  chest.  If  suspect  pneumo- 
thorax and  do  not  think  patient  will 
survive  until  chest  x-ray  obtained, 
aspirate  pleural  space  in  second  in- 
tercostal space  (ICS)  mid-axillary 
line  (MAL)  with  syringe  and  needle. 
Insert  chest  tube  5 ICS,  AAL,  if 
positive. 

(0  Chest  film  when  in  doubt  — taken  in 
ED  with  direct  supervision  of  patient. 
Do  not  delay  care  of  patient  nor  send 
patient  to  x-ray  department  at  this 
time. 

(2)  Assure  good  circulation. 

(a)  Apply  external  compression  to 
bleeding  wound. 

(b)  Start  cardiac  monitoring  and  defib- 
rillate  as  needed. 

(c)  Start  IV  fluids  with  large  bore  can- 
nula. IV  route  is  needed  whether 
hypotensive  or  not.  Many  trauma 
patients  maintain  pressure  only  to 
“crash"  later.  Don't  guess. 

(3)  Remove  all  clothing  and  inspect  patient. 

Cut  clothing  away  when  necessary. 

Document  placement  of  valuables. 

(4)  Control  bleeding. 

(a)  External  bleeding. 

(i)  Direct  pressure  over  wound. 

(ii)  Use  tourniquet  as  last  resort. 

(b)  Internal  bleeding  (treat  for  shock). 

(i)  If  extremity,  apply  pressure  to 

injury  site. 
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(ii)  If  abdominal  or  lower  extremity, 
M.A.S.T.  trousers. 

(iii)  Administer  oxygen. 

(c)  Traumatic  amputation. 

(i)  Apply  pressure  dressing  to  in- 
jured area. 

(ii)  Assure  that  dismembered  part  is 
washed  in  normal  saline  (NS)  or 
Ringer’s  lactate  (RL)  and  placed 
in  moist  sponge  in  plastic  bag. 

(iii)  Make  sure  plastic  bag  is  secured 
well  and  placed  on  ice. 

( i v ) If  patient  is  to  be  transferred, 
send  packaged  dismembered 
part  with  him. 

(d)  Impaled  object. 

(i)  Assure  clothing  is  cut  away  from 
wound. 

(ii)  Leave  object  in  place.  Assure 
that  object  is  supported  well  with 
dressing  to  prevent  movement 
and  possible  further  damage. 

(iii)  Assure  IV  started  with  large  bore 
cannula. 

(5)  Measure  vital  signs. 

(a)  TPR  and  BP 

(b)  Leave  cuff  in  place  and  monitor  fre- 
quently. 

(6)  Replace  lost  blood  volume  and  treat  for 
shock. 

(a)  Place  large  bore  IV  plus  central  ve- 
nous pressure  (CVP)  line  using  inter- 
nal jugular,  subclavian,  or  femoral. 
Obtain  arterial  gases  and  pH. 

(b)  Administer  Ringer’s  lactate  or  nor- 
mal saline  solution.  Replace  blood- 
type  and  cross  match  when  possible. 
In  emergency  use  type  specific  — 
uncross  matched. 

(c)  M.A.S.T.  trousers,  if  indicated.  Do 
not  remove  M.A.S.T.  trousers  if  al- 
ready on. 

(7)  Monitor  urine  output  via  Foley  catheter. 
Check  for  hematuria. 

(8)  Manage  neurosurgical  problems. 

(a)  Maintain  airway. 

(b)  Maintain  breathing. 

(c)  Immobilize  head  and  neck. 

(d)  Administer  steroids  when  indicated 
by  physician. 

(e)  Start  IV  with  14-16  intravenous 
catheter  or  needle  using  NS  or  RL  to 
keep  vein  open.  Limit  fluid  load. 

(f)  Control  bleeding. 

(g)  Remember  shock  is  not  usually  as- 
sociated with  head  injury.  Look  for 
other  cause. 

(h)  Insert  catheter  in  unconscious  pa- 
tient or  patient  with  severe  head  in- 
jury. 


(i)  Suture  head  lacerations.  Clean  well 
before  closing. 

(j)  Obtain  x-rays  of  cervical  spine  before 
moving  head  about. 

(k)  Skull  x-rays  are  rarely  needed  as  an 
emergency  in  the  ED. 

(l)  Computerized  axial  tomographic 
(CAT)  scan  may  be  helpful. 

(m)  CAUTION:  Every  unconscious  pa- 
tient should  be  treated  as  fracture  of 
neck  until  this  is  ruled  out  by  x-ray. 

(n)  All  persons  unconscious  for  five 
minutes  or  more  should  be  consid- 
ered for  24  hour  observation. 

(o)  Perform  thorough  neurological  ex- 
amination. 

(i)  Note  pupil  size  and  equality. 

(ii)  Determine  and  document  level 
of  consciousness. 

(A)  A — Alert 

(B)  V — Responds  to  verbal 
stimuli 

(C)  P — Responds  to  painful 
stimuli 

(D)  U — Unresponsive 

(iii)  Note  whether  patient  can  move 
extremities. 

(iv)  Check  level  of  sensation  and 
document. 

(v)  Measure  vital  signs:  TPR,  BP, 
monitor  BP  q 15  minutes. 

(p)  Obtain  thorough  history  from  pa- 
tient, family  or  EMT. 

(q)  If  injuries  to  the  neck  are  present, 
check  for  expanding  hematomas, 
puncture  wounds,  stab  wounds  to  the 
neck  and  for  tracheal  deviation. 

(9)  Manage  chest  injuries. 

(a)  Stabilize  airway,  preferably  with  ET 
tube  and  positive  pressure  ventila- 
tion, assure  breathing,  monitor  cir- 
culation. 

(i)  Measure  vital  signs:  TPR  and 
BP. 

(ii)  Monitor  BP  q 15  minutes. 

(b)  Start  IV  with  14-16  intravenous 
catheter  using  Ringer’s  lactate  or 
normal  saline  solution.  Obtain  arte- 
rial gases  and  pH. 

(c)  Replace  lost  blood  volume. 

(d)  Expand  collapsed  lung  — chest  tube 
or  dart. 

(e)  Flail  chest:  Usually  the  result  of  mul- 
tiple rib  fractures  with  symptoms  of 
dyspnea,  cyanosis  and  chest  pain. 

(i)  Requires  positive  pressure 
breathing. 

(ii)  Sandbag  or  place  on  injured  side 
with  padding  if  positive  pressure 
not  available. 

(f)  Sucking  wound  of  chest.  Puncture 
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wound  into  chest  wall  with  respira- 
tory embarrassment,  cyanosis  and 
shock. 

(i)  Apply  vaseline  gauze  and  tight 
dressings. 

(ii)  Treat  for  shock  if  indicated. 

(g)  Tension  pneumothorax:  cyanosis, 
respiratory  embarrassment,  distant 
or  absent  breath  sounds  on  that  side 
and  shock. 

(i)  Insert  water  seal  chest  tube. 

(ii)  Treat  for  shock  if  indicated. 

(10)  Manage  abdominal  injuries. 

(a)  Start  IV  with  14-16  gauge  catheter 
using  Ringer’s  lactate  or  normal 
saline. 

(b)  After  initial  measurement  of  vital 
signs,  monitor  BP  q 15  minutes. 

(c)  Apply  sterile  dressing  to  wound. 

(d)  If  abdominal  organs  are  protruding, 
cover  with  sterile  moist  dressing 
using  warm  normal  saline.  DO  NOT 
APPLY  PRESSURE. 

(e)  Insert  Foley  catheter  connected  to 
drainage  system. 

(f)  Insert  Levin  tube. 

(11)  Manage  extremity  injuries. 

(a)  Maintain  airway,  breathing  and  cir- 
culation. 

(b)  Start  IV  with  14-16  cannula  using 
lactated  Ringer’s  or  normal  saline. 

(c)  Apply  sterile  dressing  to  wound. 

(d)  Splint.  Consider  traction  splints. 

(e)  Check  distal  pulses  before  and  after 
splinting. 

(12)  Manage  elbow  or  knee  injury. 

(a)  Support  well  with  pillows  but  do  not 
splint.  Obtain  x-rays. 

(13)  Manage  pelvic  injury. 

(a)  Maintain  in  comfortable  position. 

(b)  Insert  Foley  catheter  connected  to 
closed  drainage  system  and  check 
urine  for  blood. 

(c)  Obtain  x-rays. 

(d)  If  blood  at  urethral  meatus,  check 
with  physician  prior  to  catheterizing. 

(14)  Manage  compound  fractures. 

(a)  Dress  wounds. 

(b)  Apply  traction  splints. 

(c)  Control  bleeding. 

(d)  IV  if  necessary. 

(15)  Burns 

The  following  instructions  are  not  rules 
but  aids  for  emergency  room  personnel  in 
managing  the  patient  with  severe  thermal 
injury  until  the  patient  can  be  transferred 
to  a burn  care  facility. 

(a)  Please  wear  sterile  gloves  when  ex- 
amining the  patient. 

(b)  Remove  all  burned  clothing. 

(c)  Conduct  a complete  physical  ex- 


amination and  be  sure  there  are  no 
associated  traumatic  injuries. 

(d)  Airway — in  most  cases,  a face  mask 
with  humidified  40%  oxygen  is  satis- 
factory. If  the  patient  is  in  respiratory 
distress  and  needs  respiratory  assis- 
tance, insert  an  endotracheal  tube 
and  avoid  a tracheostomy  if  possible. 

(e)  Obtain  a history  from  the  patient, 
family  or  the  rescue  squad  as  to  cause 
of  injury  and  brief  medical  history  — 
including  present  medications,  aller- 
gies, et  cetera. 

(f)  Insert  a large  intravenous  catheter 
percutaneously  or  by  cut  down.  Do 
not  use  a scalp  vein. 

(g)  Insert  a Foley  catheter  and  record 
urine  output  hourly.  Administer  IV 
Ringer's  lactate  rapidly  enough  to 
maintain  urine  output  of  30-50  ml  per 
hour  in  adults,  20-30  mi  per  hour  in  a 
child  over  2 years  of  age,  and  10-20  ml 
per  hour  for  a child  under  2 years  of 
age.  A rough  estimate  of  the  amount 
of  fluid  to  be  administered  in  the  first 
hour  can  be  obtained  by  the  following 
formula: 

Ipt.  wt.  (kg.)  x % burned]  x 4 
24  hours 

(h)  Insert  a Levin  tube,  empty  the  pa- 
tient's stomach  and  keep  him  in 
NPO.  If  the  patient  is  in  pain,  give 
small  increments  of  morphine  in- 
travenously. DO  NOT  GIVE  IN- 
TRAMUSCULAR NARCOTICS. 

(i)  Dilute  all  chemical  burns  with  copi- 
ous amounts  of  water  or  the  specific 
antidote  if  available. 

(j)  PLACE  THE  PATIENT  BETWEEN 
STERILE  SHEETS  AND  DO  NOT 
DEBRIDE  THE  BURN  WOUND 
OR  COVER  IT  WITH  TOPICAL 
ANTIBIOTICS. 

(k)  Using  the  burn  diagram  (Table  I)  and 
accompanying  chart  (Table  II)  care- 
fully color  in  all  3°  burns  in  red,  2° 
burns  in  blue,  and  add  up  the  pa- 
tient’s total  body  burns,  total  3°  burns 
and  total  2°  burns. 

(l)  Please  try  to  weigh  the  patient  if  a 
hospital  scale  is  available.  If  not,  es- 
timate weight  as  accurately  as  possi- 
ble. 

(m)  Administer  tetanus  toxoid. 

SELECTION  OF  PATIENTS  FOR  TRANSFER 

It  is  recognized  that  local  conditions  vary  in  terms  of 
physician  ability,  interest,  and  availability.  Hospital 
capability  will  also  vary  in  terms  of  bed  availability, 
staffing  of  laboratories  and  x-ray.  In  general  strong 
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AGE 

SEX 

WEIGHT 


Table  I 


Table  II 


BURN  ESTIMATE  AND  DIAGRAM 
AGE  vs  AREA 


Birth 

1-4 

5-9 

10-14 

15 

Donor 

Area 

1 yr 

yr 

yr 

yr 

yr 

Adult 

2‘  3°  Total  Areas 

Head 

19 

17 

13 

11 

9 

7 

Neck 

2 

2 

2 

2 

2 

2 

Ant  Trunk 

13 

13 

13 

13 

13 

13 

Post  Trunk 

13 

13 

13 

13 

13 

13 

R Buttock 

2Vi 

2'/2 

2'/2 

2'/i 

2V4 

2’/2 

L Buttock 

2V: 

2'/2 

2</2 

2% 

2'/2 

2’/2 

Genitalia 

1 

1 

1 

1 

1 

1 

R UArm 

4 

4 

4 

4 

4 

4 

L U Arm 

4 

4 

4 

4 

4 

4 

R L Arm 

3 

3 

3 

3 

3 

3 

L L Arm 

3 

3 

3 

3 

3 

3 

R Hand 

2'h 

2'h 

2Vz 

2'/z 

21/2 

2'/2 

L Hand 

2'h 

2>/2 

2>/2 

2V2 

2’/2 

2'/2 

R Thigh 

5% 

6V2 

8 

8’/2 

9 

9’/2 

L Thigh 

5’/2 

6V2 

8 

8V2 

9 

9</2 

R Leg 

5 

5 

5V2 

6 

6V2 

7 

L Leg 

5 

5 

5’/2 

6 

6’/2 

7 

R Foot 

3'/2 

3V2 

3% 

3y2 

3'/2 

3’/2 

L Foot 

3'/2 

3Vi 

3’/2 

3'/2 

3Vi 

3Vz 

TOTAL 

BURN  DEPTH  CATEGORIES 

DEGREE  CAUSE  SURFACE-APPEARANCE  COLOR  PAIN  LEVEL 


First 

Flash  flame, 

ultraviolet 

(sunburn) 

Dry,  no  blisters;  no 
or  minimal  edema. 

Erythematous 

Painful 

Second 

Contact  with 
hot  liquids  or 
solids;  flash 
flame  to  cloth- 
ing; direct 
flame,  chemical 

Moist  blebs,  blisters 

Mottled  white 
to  pink, 
cherry  red. 

Very 

painful 

Third 

Contact  with 
hot  liquids  or 
solids;  flame 
chemical;  elec- 
trical. 

Dry  with  leathery 
eschar  until  de- 
bridement. Charred 
blood  vessels  visible, 
under  eschar 

Mixed  white, 
waxy,  pearly; 
dark,  khaki, 
mahogany; 
charred. 

Little  or  no 
pain;  hair 
pulls  out 
easily. 
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consideration  should  be  given  to  the  transfer  of  Group 
A and  B patients  to  hospitals  which  can  provide  a 
higher  level  of  care. 

Most  patients  will  be  able  to  receive  total  care  in  the 
nearest  hospitals.  However,  a certain  percentage  will 
have  injuries  severe  enough  to  require  facilities  and 
personnel  beyond  those  locally  available.  It  is  essen- 
tial for  the  local  physician  to  recognize  this  group  of 
patients  early  and  to  arrange  movement  to  an  institu- 
tion where  optimum  care  may  be  provided. 

This  Journal  has  published  an  outline  for  classifica- 
tion of  patients  in  the  field  which  may  prove  of  help  in 
identifying  the  type  of  injuries  that  are  special  prob- 
lems and  that  warrant  consideration  of  transfer  (NC 
Med  J 41:746,  1980).  A severity  index  (NC  Med  J 
41:592-593,  1980)  enables  the  local  physician  to  audit 
the  care  of  his  patients  and  identify  those  who  might 
have  been  better  managed  by  early  transfer.  The  index 
should  be  used  by  squaring  the  three  highest  indices 
and  adding  the  cumulative  score  of  the  squared  plus 
non-squared  indices.  Data  should  be  kept  on  all 
trauma  patients  and  reviewed  quarterly,  and  the  indi- 
cations for  transfer  revised  upward  or  downward  as 
indicated  by  the  data. 

Transfer  of  a trauma  patient  is  a two-edged  sword. 
While  it  is  desirable  to  move  the  critically  injured, 
hypotensive  patient  to  a facility  with  greater  capabil- 
ity, the  patient  must  be  stabilized  before  transfer,  and 
hypotension  corrected,  if  possible.  For  example,  if  a 
hypotensive  patient  cannot  be  maintained  on  IVs 
alone,  it  may  be  necessary  to  operate  upon  the  patient 
locally  to  achieve  hemostasis  and  then  transfer  the 
patient  for  post-operative  care.  Patients  with  epidural 
hematomas  also  may  need  surgery  (burr  holes)  before 
transfer. 

The  responsibility  for  initiation  of  a transfer  must 
rest  upon  the  local  physician  or,  in  a rural  setting 
where  no  physician  is  immediately  available,  upon  the 
emergency  department  nurse.  The  referring  physician 
and  the  receiving  physician  should  be  in  direct  contact 
to  insure  that  space  and  personnel  are  available  for 
care  of  that  patient.  The  specifics  of  the  patient’s 
movement  will  rest  in  part  with  the  receiving  physi- 
cian. He  must  be  involved  in  deciding  what  care 
should  be  initiated  prior  to  the  patient  transfer,  how 
that  transfer  is  to  be  accomplished  and  what  data 
should  accompany  the  patient. 

HOW  TO  TRANSFER  A PATIENT 

A.  The  local  physician  wishing  to  transfer  the  patient 
should  talk  to  the  physician  accepting  the  patient 
at  the  receiving  hospital.  This  should  not  be  left  to 
a nurse  to  arrange. 

B.  It  is  assumed  that  the  referring  physician  will  be 
intimately  involved  with  the  details  of  transfer  to 
insure  optimum  care  of  the  patient. 

C.  Proper  equipment  and  trained  personnel  (whether 
ground  or  air)  must  be  utilized  to  handle  the  prob- 
lems specific  to  the  patient's  condition. 

D.  Instructions  should  be  given  to  the  personnel 


transferring  the  patient  by  the  transferring  physi- 
cian. 

E.  Information  regarding  the  patient’s  condition  and 
needs  during  the  time  of  transfer  must  be  given  to 
the  transferring  personnel.  These  should  include, 
but  not  be  limited  to: 

1.  Airway  maintenance. 

2.  Fluid  volume  replacement. 

3.  Special  procedures  that  may  be  necessary. 

F.  A written  record  of  the  problem,  treatment  given, 
and  status  at  the  time  of  transfer  is  essential.  It 
must  accompany  the  patient.  Such  a record  should 
include: 

1.  Patient  name,  address,  hospital  number,  age 
and  name,  address  and  phone  of  next  of  kin. 

2.  History  of  injury  or  illness. 

3.  Condition  on  admission. 

4.  Vital  signs  pre-hospital,  during  stay  in 
emergency  department,  and  at  the  time  of 
transfer. 

5.  Treatment  rendered  to  patient  including  medi- 
cations given  and  route  of  administration. 

6.  Laboratory  and  x-ray  findings.  Include  films. 

7.  Fluids  given  by  type  and  volume. 

8.  Name  of  physician  referring  the  patient. 

9.  Address  and  phone  number  of  referring  physi- 
cian. 

10.  Name  of  physician  and  hospital  to  whom  patient 
is  to  be  transferred  as  well  as  name  of  physician  at 
the  receiving  institution  who  has  been  contacted 
about  the  patient. 

G.  Resuscitate  and  stabilize  the  patient. 

1 . Respiratory 

a.  Insert  an  airway  or  endotracheal  tube  if 
needed. 

b.  Determine  rate  and  method  of  O2  adminis- 
tration. 

c.  Suction. 

d.  Provide  mechanical  ventilation  when 
needed. 

e.  Insert  chest  tube  if  needed. 

f.  Insert  a naso-gastric  tube  to  prevent  aspira- 
tion. 

2.  Cardiac 

a.  Control  external  bleeding. 

b.  Establish  reliable  IV  lines  using  large  bore 
catheters. 

c.  Replace  blood  volume  — or  begin  such  re- 
placement and  continue  replacement  during 
transfer.  Consider  M.A.S.T.  trousers. 

d.  Insert  Foley  catheter  and  connect  to  closed 
system. 

3.  Central  nervous  system 

a.  Proper  hyperventilation  in  head  injury. 

b.  Splint  ail  head  injuries  for  possible  as- 
sociated spinal  fractures. 

4.  Diagnostic  studies  as  indicated. 

a.  X-ray  of  chest. 

b.  X-ray  of  spine. 

c.  X-ray  of  extremities. 

d.  Hemoglobin,  hematocrit  and  blood  gases. 
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e.  E.C.G. 

f.  Urinalysis 

5.  Wounds 

a.  Clean  and  dress. 

b.  Tetanus  toxoid  when  indicated. 

c.  Antibiotics  when  indicated. 

6.  Fractures 

a.  Appropriate  splinting  and  traction. 

b.  Backboard  where  indicated. 

H.  Management  during  transport. 

1.  Continued  support  of  respiratory  and  circulat- 
ory systems. 

2.  Continued  blood  volume  replacement. 

3.  Monitoring  of  vital  signs. 

4.  Use  of  appropriate  medications  as  ordered  by 
the  physician  or  as  provided  by  written  proto- 
col. 

5.  Maintain  communication  with  the  receiving 
physician  or  institution  during  the  transfer. 

6.  Maintain  accurate  records  during  transfer. 

Burn  Transfer 

Special  problems  arise  regarding  the  transfer  of 
burn  patients  because  of  the  complexity  of  burn  care 


and  the  limited  number  of  burn  beds.  Prior  to  transfer- 
ring any  burned  patient,  contact  the  closest  burn  unit 
or  center. 

Spinal  Injuries 

A.  When  transferring  a spine  injury,  referring  physi- 
cian-receiving physician  contact  is  made. 

B.  If  the  patient  is  a cervical  spine  injury,  the  follow- 
ing are  requested: 

1.  Baseline  arterial  blood  gases. 

2.  Intravenous  fluids. 

3.  Urinary  catheter. 

4.  Nasogastric  tube. 

5.  Administration  of  dexamethasone  20  mg  IV 
push. 

6.  Oxygen  during  transfer. 

7.  Appropriate  spine  splinting  (spineboard  or 
Orthosis). 

8.  All  cervical  spine  patients  should  be  accom- 
panied by  a trained  ICU,  trauma  nurse  or  re- 
spiratory therapist,  if  possible. 

9.  All  hospital  records  and  x-rays  must  accom- 
pany the  patient’s  transfer. 


Rheumatism 

1.  The  disease  may  come  at  any  time.  It  is  commonest,  however,  during  the  autumn, 
chiefly  attacking  the  young  and  vigorous.  It  generally  originates  in  some  such  cause  as  the 
following.  The  patient  has  been  heated  by  either  some  over-violent  exercise,  or  by  some 
other  means,  and  has  taken  cold  upon  it.  The  sad  list  of  symptoms  begins  with  chills  and 
shivers:  these  are  followed  immediately  by  heat,  disquietude,  thirst,  and  the  other  concomi- 
tants of  fever.  One  or  two  days  after  this  (sometimes  sooner)  the  patient  is  attacked  by  severe 
pains  in  the  joints,  sometimes  in  one  and  sometimes  in  another,  sometimes  in  his  wrist, 
sometimes  in  his  shoulder,  sometimes  in  the  knee  — in  this  last  joint  oftenest.  This  pain 
changes  its  place  from  time  to  time,  takes  the  joints  in  turns,  and  affects  the  one  that  it  attacks 
last  with  redness  and  swelling.  Sometimes  during  the  first  days  the  fever  and  the  above- 
named  symptoms  go  hand  in  hand:  the  fever,  however,  gradually  goes  off  whilst  the  pain  only 
remains;  sometimes,  however,  it  grows  worse.  The  febrile  matter  has,  in  that  case,  been 
transferred  to  the  joints.  This  is  clearly  proved  from  the  fact  of  the  fever  being  frequently  lit 
up  afresh  after  the  driving  of  the  morbific  matter  by  the  unseasonable  use  of  external 
remedies.  — Thomas  Sydenham. 
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Editorials 


MEETING  OF  THE  EXECUTIVE  COUNCIL 
AT  MID  PINES 

September  28,  1980 

“Here  A Little,  There  A Little" 

Despite  the  dryness  of  late  August,  early  autumn 
visited  the  annual  September  session  of  the  Executive 
Council  with  clouds  and  even  a little  gentle  rain,  as  it 
has  done  so  frequently  through  the  years.  If  any 
clouds  of  discord  threatened  to  disturb  the  council’s 
discourse  they  were  gently  but  firmly  dispersed  by 
President  M.  Frank  Sohmer.  After  the  usual  opening 
amenities  and  a rather  long,  sometimes  fruitful  discus- 
sion about  verbatim  minutes  — which  will  be  much 
less  so  from  now  on,  the  council  passed  on  to  other 
topics.  Of  necessity  (and  to  the  disappointment  of 
many)  some  had  to  be  considered  exhaustively  and 
exhaustingly  if  all  voices  were  to  be  heard  and  all 
risks,  hazards  and  benefits  of  actions,  past,  present 
and  future,  to  be  understood.  The  Executive  Coun- 
cil meeting  is  after  all  a species  of  town  meeting,  with- 
out the  village  green  but  at  least  bordering  the  green 
fairways  of  the  Mid  Pines  Club.  But  most  society 
members  worked  rather  than  played,  perhaps  looking 
out  enviously  at  those  who  would  pursue  athletic  ex- 
cellence. 

The  council  early  heard  and  appreciated  the  report 
of  the  president  of  our  auxiliary,  Mrs.  Hal  J.  Rollins  of 
Greensboro,  who  gave  us,  as  have  her  predecessors, 
cause  to  marvel  at  the  energy  and  resourcefulness  of 
our  spouses  (p  837).  She  was  followed  by  Dr.  David 
Welton  reporting  for  our  AM  A delegation  which  is 
particularly  concerned  with  and  devoted  to  the  candi- 
dacy of  past  president  James  Davis  for  vice-speaker  of 
the  House  of  Delegates  of  the  AMA,  a post  he  would 
most  ably  and  effectively  fill.  Dr.  Welton  also  voiced 
what  has  become  chronic  apprehension  about  the 
failure  of  the  AM  A and  its  constituent  bodies  to  attract 
the  members  needed  to  make  organized  medicine 
more  representative  of  the  nation’s  physicians.  In  this 
regard  it  is  worth  noting  that  about  one-quarter  of 
American  medical  students  are  now  women,  suggest- 
ing that  sopranos  and  altos  will  be  more  often  heard  in 
our  deliberations  in  the  future  and  perhaps  tenors  and 
baritones  among  the  auxiliary. 

Many  subjects  were  discussed,  subjects  which 
sometimes  defy  rational  analysis  — Medicaid,  insur- 
ance, Sunset  Commission  recommendations  and  so 
on.  The  council  must  deal  with  a continuing  legacy  of 
confusion  seeking  clarification.  But  how  difficult  it  is 
to  keep  up  in  an  age  of  paper  where  the  Federal  Reg- 


ister has  replaced  the  Bible,  Torah  and  Koran  as  the 
font  of  all  knowledge.  Sometimes  it  seems  particularly 
so  in  the  matter  of  Medicaid  payments;  we  might  well 
be  better  off  to  reinvent  barter  — a bait  of  turnip 
greens  in  exchange  for  a brief  office  visit  for  example. 

Dr.  Jesse  Caldwell  reporting  for  the  Ad  Hoc  Com- 
mittee on  Insurance  Plans  (p  834)  noted  that  the  soci- 
ety had  no  paid  staff  before  1947  so  that  tracing  the  so- 
ciety's position  about  sponsored  insurance  is  quite  dif- 
ficult. The  council  was  duly  impressed  with  his  report 
and  resolved  that  no  commercial  company  be  per- 
mitted to  use  the  seal  of  the  society  without  express 
permission,  less  the  advertisements  be  misconstrued. 

Dr.  Ernest  Spangler,  new  chairman  of  the 
“Friendly”  Finance  Committee,  then  offered  some 
discomfiting  data.  While  budgetary  stability  has  been 
maintained,  projections  continue  to  be  inflationary 
which  means  that  closer  attention  must  be  given  to 
requests  for  funds.  It  was  pointed  out  that  the  last 
House  of  Delegates  authorized  an  increase  of  $63,000 
in  the  budget  this  year  without  saying  where  the 
money  was  to  come  from,  a somewhat  Keynesian 
maneuver  for  a body  ordinarily  more  attuned  to  the 
theses  of  Milton  Friedman.  It  was  further  noted  that 
there  is  a five-month  lag  between  the  adoption  and  the 
approval  of  the  budget  making  it  more  difficult  to  be 
precise  in  financial  procedure.  Despite  all  efforts, 
another  increase  in  annual  dues,  to  $175-$200,  must  be 
considered  beginning  at  the  earliest  in  1982;  the  last 
increase  was  for  the  calendar  year  1978.  Our  dues 
would  still  be  less  than  most  states  and  in  keeping  with 
if  not  lagging  behind  the  rate  of  inflation.  Since  Dr. 
Spangler  was  holding  forth  on  Sunday,  a tacit  text 
from  Isaiah  28:13  “line  upon  line,  line  upon  line,  here  a 
little,  there  a little,”  might  have  applied  to  his  presen- 
tation. 

On  the  advice  of  the  Council  on  Research  and  De- 
velopment, Dr.  D.  E.  Ward,  chairman,  three  com- 
mittees were  eliminated  because  they  were  no  longer 
needed  or  could  be  absorbed.  The  committees  on  ex- 
hibits, audiovisual  programs  and  insurance  industry 
are  no  more  because  there  will  be  no  scientific  exhibits 
or  A-V  programs  at  the  1981  annual  session  and  be- 
cause the  insurance  industry  committee  now  has  no 
reason  to  exist.  The  R & D group  also  pointed  out  that 
the  society  needs  a body  to  consider  the  problems  of 
the  aging  in  a systematic  fashion.  Finally,  they  re- 
solved and  the  Executive  Council  concurred  that  an 
administrative  code  should  be  established  because 
such  rules  of  procedure  should  facilitate  office  and 
field  activities  of  the  society. 
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Where’s  the  Money? 


Your  billings  say  you've  made  it, 
but  your  checkbook  doesn't  show  it. 

Where's  the  money? 

Because  doctors  are  often  among  the  last 
to  be  paid,  you're  tax  rich  but  cash  poor. 
That's  where  MFS  can  help  you.  Our 
Instant  Reimbursement  Plan  provides  you 
with  instant  payment  for  all  services* 
rendered  without  any  departure  from  your 
current  office  procedures. 


In  today's  economy,  what's  the 

cost  to  you  of  not  having  your  money 

immediately? 

We  know  that  doctors  need  cash  for 
practice  expansion,  investments  and  many 
other  important  purposes.  Call  us  for  more 
information.  We  can  help  you  with  your 
specific  needs. 

‘excluding  Medicaid  and  assigned  Medicare. 


Medical  Funding  Services,  Inc. 

Exclusively  serving  the  financial  needs  of  physicians,  dentists,  allied  professionals. 


MEDICAL 

FINANCING 


404-952-4591 

SUITE  B-106,  3260  POWERS  FERRY  RD. 
MARIETTA,  GA.  30067 


□ Accounts  Receivable  Financing  (will  take  all  receivables,  open  and  insured^ 
P Signature  loans:  $5,000  to  $50,000  (72  months) 

[I  I Equipment  Leasing  with  graduated  payments.  ■■ 

{!  1 Sale  Leaseback  (includes  equipment  and  real  estate) 


The  council  then  heard  from  each  commission  and 
from  the  Committees  on  Legislation  and  Communica- 
tion whose  members  had  been  working  diligently 
during  the  week,  seeking  accommodation  for  con- 
flicting views,  arriving  at  consensus  and  trying  to  de- 
cide what  to  keep  and  what  to  throw  away.  These 
commissions  each  with  a new  chairman  are: 

I.  Administration  — Dr.  Kenneth  E.  Cosgrove 

II.  Advisory  and  Study  — 

Dr.  F.  Maxton  Nlauney,  Jr. 

III.  Annual  Convention  — Dr.  Eugene  S.  Mayer 

IV.  Professional  Service  — Dr.  John  W.  Foust 

V.  Public  Relations  — Dr.  Edwin  W.  Monroe 

Committee  on  Legislation  — Dr.  John  Dees 

Committee  on  Communications  — 

Dr.  Elizabeth  Kanof 

Such  topics  as  the  program  under  the  aegis  of  the 
University  of  North  Carolina  School  of  Medicine  to 
assist  the  impaired  physician,  the  dangers  of  mid- 
wifery and  home  delivery,  traffic  safety  and  the  need 
for  more  patrolmen  (no  increase  in  numbers  in  five 
years),  operative  deaths  (about  100  annually  despite 
more  surgery),  school  bus  drivers  (fewer  student  driv- 
ers than  in  the  past),  appealing  to  medical  students  as 


prospective  society  members,  the  new  code  of  ethics 
of  the  AMA,  and  the  unfortunate  scenario  recently 
written  by  the  legislation  about  optometry  were  con- 
sidered, debated,  acted  upon,  or  deferred  for  more 
study.  One  item  did  impress,  a 16%  increase  in  nurse 
practitioners  in  North  Carolina  from  1979  to  1980,  298 
then  and  345  now.  After  considering  such  old  business 
as  prepaid  health  plans  (see  below)  and  a number  of 
minor  new  items,  the  council  adjourned. 

J.H.F. 

PREPAID  MEDICAL  PLANS 

On  September  10,  1980,  President  M.  Frank 
Sohmer  called  a telephone  conference  of  the  voting 
members  of  the  Executive  Council  along  with  Dr. 
John  Dees,  chairman  of  the  Committee  on  Legisla- 
tion, to  consider  the  proposal  of  the  North  Carolina 
Commission  on  Prepaid  Health  Plans  to  request  $9.7 
million  from  the  state  to  be  used  to  start  Health 
Maintenance  Organizations  (HMO)  and  Independent 
Practice  Associations  (IPA).  After  discussion  it  was 
moved  and  seconded  that  "the  president  is  instructed 
to  reaffirm  to  the  North  Carolina  Commission  on  Pre- 
paid Health  Plans  the  position  of  the  North  Carolina 


TREATMENT  AND  LEARNING  CENTER  FOR  ALCOHOL  RELATED  PROBLEMS 


Our  purpose  is  to  provide 
effective  therapy  in  a wholesome 
atmosphere  for  the  man  or 
woman  with  a drinking  problem. 


FELLOWSHIP  HALL 


A private  non-profit  JCAH  accredited  psychiatric  hospital 


A nature  trail  for  hiking  and  meditation 
winds  through  nearly  a mile  of  beautifully 
wooded  area. 


A medical  doctor  and  registered  nurses  provide  24- 
hour  medical  care  in  a fully  equipped  infirmary. 

FELLOWSHIP  HALL, vc 

R O Box  6929*  Greensboro,  N.  C 27405  • 919-621-3381 

Located  off  U S Hwy  No  29  at  Hicone  Road  Exit,  6V2  miles 
north  of  downtown  Greensboro,  N C Convenient  to  1-85.  1-40 
U S 421.  U S 220  and  the  Greensboro  Regional  Airport 


Attractive,  comfortable  accommodations 
are  provided  for  both  male  and  female 
guests. 


Fellowship  Hall  will  arrange  connections  with  commercial  transportation. 
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Mill  an  apple  a day  keep  the  doctor  away? 


Apples  alone  won’t  do  it. 

Good  nutrition  is  an  impor- 
tant part  of  staying  healthy, 
but  even  a well-balanced  diet 
can’t  guarantee  that  an  unexpected 
accident  or  sickness  won’t  happen  to  you. 
You  can  help  keep  your  financial  picture 
healthy  by  planning  ahead  for  a time  when 
you  may  be  disabled  and  your  income  is 
disrupted. 

As  a member  of  the  North  Carolina  Medical 
Society,  you  are  eligible  to  apply  for  Disability 
Income  Protection  for  younger  doctors.  This 
plan  can  provide  you  with  a regular  monthly 
benefit  when  a covered  sickness  or  injury 
keeps  you  from  your  practice.  You  can  use 
your  benefits  any  way  you  choose  — to  buy 
groceries,  make  house  or  car  payments  or 


provide  for  your  children’s 
education. 

If  you’re  under  the  age  of  55  and 
are  active  full  time  in  your  practice, 
simply  fill  out  the  coupon  below  and  return 
it  today.  Mutual  of  Omaha,  underwriter  of 
this  plan,  will  provide  personal,  courteous 
service  in  furnishing  full  details  of  coverage. 
Of  course,  there’s  no  obligation. 


Mutual  of  Omaha  Insurance  Company 

Mutual  of  Omaha  Plaza 
Omaha,  Nebraska  68175 

Please  provide  me  complete  information  on  the  Disability 
Income  Protection  Plan  available  to  members  of  the 
North  Carolina  Medical  Society  who  are  under  age  55. 


Name 


Address 
City  


. State 


ZIP 


Mutual  |T\ 
'^Omaha.xL/ 

People  poo  con  count  on... 

Life  Insurance  Affiliate:  United  of  Omaha 
Mutual  of  Omaha  Insurance  Company 
Home  Office:  Omaha,  Nebraska 


Medical  Society  in  opposition  to  government  funding 
of  HMOs  and  IPAs.”  The  following  day  President 
Sohmer  testified  before  the  commission: 

“Chairman  Wilson,  members  of  the  commission,  I 
appreciate  the  opportunity  to  present  the  position  of  the 
N.C.  Medical  Society  on  the  funding  recommendations 
proposed  in  your  executive  summary  made  available  to 
us  yesterday  morning. 

The  Executive  Council  of  the  Medical  Society  held  a 
special  telephone  conference  call  last  night  to  discuss 
this.  We  were  somewhat  hampered  in  our  considera- 
tions, since  copies  of  your  recommendations  were  not 
available  to  us  in  time  for  distribution  prior  to  our 
conference. 

I will  address  only  recommendation  12  found  on  page 
31.  We  will  develop  positions  on  the  other  recom- 
mendations during  our  Executive  Council  meeting  on 
September  28. 

The  medical  society  has  cooperated  fully  since  the 
establishment  of  your  commission  with  any  requests  you 
have  made. 

We  have  not  opposed  IPA  development.  We  agree  it  is 
one  of  several  alternate  proposals. 

We  cooperated  in  overhauling  the  HMO  regulatory 
legislation  in  North  Carolina  during  the  1979  legisla- 
ture. 

Our  staff  has  cooperated  on  requests  for  information 
to  help  in  your  deliberations  and  several  private  corpo- 
rations are  actively  exploring  the  possibility  of  estab- 
lishing a corporation  similar  to  what  you  have  proposed 
earlier  in  your  report.  During  the  testimony  which  you 
have  received  during  the  past  year  and  one/half,  none  of 
these  corporations  have  expressed  a need  or  desire  to 
receive  any  state  funds  such  as  this  recommendation 
proposes. 

We  have  not  been  obstructionists  to  your  progress. 

In  testimony  before  your  commission  over  a year  ago, 
I affirmed  our  dedication  to  a pluralistic  health  care 
delivery  system. 

What  we  have  said  is  that  we  oppose  state  or  federal 
funds  being  used  to  start  or  promote  IPAs  and  HMOs. 

We  trust  that  you  will  reject  recommendation  12  of 
the  staff's  conclusion." 

Recommendation  12  (strongly  opposed  by  the  society) 
proposes  government  funding  to  establish  HMOs  and 
IPAs  in  North  Carolina. 

Volume  1 of  the  commission  report  contains  an 
executive  summary  and  a compilation  of  findings  and 
recommendations  and  unlike  many  such  publications 
is  succinct  and  to  the  point.  All  of  us  should  read  it.  not 
only  for  ourselves  but  for  our  patients  because  it  offers 
a design  for  further  development  of  the  therapeutic 
state.  Since  the  needs,  real  and  postulated,  of  society 
(our  patients  and  us),  dictate  the  nature  of  medical 
practice,  it  is  obvious  that  the  therapeutic  state  has 
been  in  existence  for  some  time.  In  fact  there  must 
always  have  been  therapeutic  states  of  sorts  if  gov- 
ernments have  been  concerned  about  the  general 
welfare  of  the  citizenry.  But  the  nature  of  the  state,  at 
least  in  a democracy,  is  said  to  be  determined  by  the 
wishes  of  its  people.  An  informed  electorate  therefore 


is  held  to  be  necessary  for  representative  government 
to  function.  Such  a government  should  respond  to 
resolve  the  differences  between  factions  in  such  a way 
that  resources  can  be  utilized  most  effectively  without 
overburdening  any  segment  of  society,  up  to  and  in- 
cluding the  federal  treasury.  Sound  currency  and 
maintenance  of  the  general  welfare,  including  an  ade- 
quate defense,  seem  therefore  to  be  of  similar  dimen- 
sions. 

Financial  estimates,  cost-benefit  analysis  and  all 
manner  of  projections  — Delphic,  computerized, 
ethereal,  revealed  and  inspired  — have  been  resorted 
to  in  times  past.  Yet  how  accurate  were  the  prophesies 
of  1930  or  1970  in  foretelling  the  nature  of  our  society 
in  1980.  For  this  reason  it  might  be  well  to  examine  the 
fiscal  projections  of  the  commission.  These  estimates 
apply  only  to  the  45  of  our  state's  100  counties  whose 
population  densities  are  sufficient  to  support  prepaid 
plans.  Eight  regions  (Table  I)  are  defined  in  the  report 
and  data  derived  for  each  region  (Table  II)  presented. 
The  commission  notes  that  in  region  V the  “slow  rate 
of  fiscal  viability  is  due  to  the  high  cost  of  hospital  and 
physician  care  as  compared  to  the  rest  of  the  state.” 

As  Resolution  1 , adopted  by  the  House  of  Delegates 
May  3,  1980,  makes  clear,  the  society  is  NOT  an 
opponent  of  prepaid  plans  (p  835).  Implicit  in  the  reso- 
lution, it  seems  to  me,  is  an  awareness  that  health  care 
and  treatment  of  the  sick  are  different  facets  of  medi- 
cal practice,  sometimes  approachable  simultane- 
ously, at  others  responsive  only  through  different 
systems.  One  might  be  called  preventive  mainte- 
nance, the  other  reparative  intervention.  Each  must 
be  considered  in  health  care  financing  so  that  a suffi- 
ciently flexible  formula  can  be  derived. 

Many  lessons  can  be  learned  from  two  federal  ven- 
tures in  health  care,  the  Veterans’  Administration  and 
the  Medicare  End-Stage  Renal  Disease  (ESRD)  pro- 
gram, particularly  about  costs  and  cost  projections.  A 
recent  study  of  outpatient  physician  services  at  a Vet- 
erans' Administration  hospital  is  instructive.  Reilly 
and  Reilly* 1 II III IV V VI VII VIII  showed  that  the  outpatient  bookkeeping 
system  did  not  generate  sufficiently  precise  data  for 
appropriate  analysis,  that  patient  visits  were  too  fre- 
quent and  too  expensive  and  that  the  productivity  of 
physicians  was  quite  low.  The  ESRD  program  has 
been  an  example  of  fiscal  confusion,  costs  far  outrun- 
ning projections  because  indications  for  maintenance 
dialysis  broadened  strikingly  when  funds  became 
available.-  Estimates  were  based  on  costs  at  the  time 


TABLE  I— PROPOSED  ADMINISTRATIVE  REGIONS 
FOR  PREPAID  HEALTH  PLANS 

Region  Counties  — 45 

I Buncombe,  Haywood,  Henderson,  Jackson,  Madison,  McDowell, 

Transylvania.  Yancey 

II  Alexander,  Burke,  Caldwell,  Catawba,  Cleveland,  Iredell,  Wilkes 

III  Cabarrus,  Gaston,  Mecklenburg,  Union 

IV  Alamance,  Davidson,  Forsyth,  Guilford 

V Chatham,  Durham,  Orange,  Wake 

VI  Cumberland.  Harnett,  Hoke,  Lee.  Moore,  Robeson 

VII  Brunswick.  Columbus,  New  Hanover,  Pender 

VIII  Beaufort,  Edgecombe,  Greene,  Lenoir,  Nash,  Pitt.  Wayne,  Wilson 
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Each  capsule  contains 
5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br 


antianxiety/antisecretory/antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome* 


ibrax 

ease  consult  complete  prescribing  informa- 
in,  a summary  of  which  follows: 

Indications:  Based  on  a review  of  this 
drug  Dy  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

"Possibly"  effective:  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis 
Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation  

ontraindications:  Glaucoma,  prostatic  hyper- 
)phy.  benign  bladder  neck  obstruction,  hyper- 
snsitivity  to  chlordiazepoxide  HCi  and  or 
idinium  Bromide 

'arnings:  Caution  pat'ents  about  possible  com- 
med  effects  with  aicohoi  and  other  CNS 
epressants.  ana  aga'nst  hazardous  occupations 
squiring  complete  mentai  alertness  (e  g . operat- 
ig  machinery,  dnvmg)  Physical  and  psychoiogi- 
a dependence  rareiy  reportec  on  recommended 
oses.  but  use  caution  in  administering  Libr'um® 
tO'crdiazepoxide  HCi  Roche)  to  known  addic- 


tion-prone-individuals or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially  increase  gradually  as 
needed  and  tolerated)  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazmes. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression  suiodai  tend- 
encies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coaguat-on 
reported  very  rarely  in  patients  receiving  the  drug 


and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax.  When  chlordiazepoxide  HC! 
is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated,  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also 
encountered:  isolated  instances  of  skin  eruptions 
edema,  minor  menstrual  irregularities,  nausea  ana 
constipation,  extrapyramidal  symptoms  increased 
and  decreased  libido— all  infrequent,  generally 
controlled  with  dosage  reduction:  changes  in  EEG 
patterns  may  appear  during  and  after  treatment, 
blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  i e . dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  s com- 
bined with  other  spasmolytics  and  or  low  residue 
diets 
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The  family  of  Man"  by  Roberto  Moretti, 
a star  i crystal  symbolizing  the  broad  range  of 
hype  nsiv®  patients  eligible  for  therapy  with  Catapres 


i ne  Aipna 
Advantage: 

It’s  for  all  kinds  of  hypertensives 

• Unlike  beta  blockers,  Catapres*has  no  contraindications 

• Catapres  can  be  useful  even  in  these  patients  with: 

Congestive  heart  failure  Allergic  rhinitis 
Ventricular  hypertrophy  Hepatic  disease 
Hyperglycemia  Hyperuricemia 

Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hypersensitivity 

Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

WOrk/play— normal  hemodynamic  responses  to  exercise  maintained. 

lOVG  — low  incidence  of  impotence  and/or  loss  of  libido: 

2.8%  in  1 ,923  patients  studied.1 

Cardiac  output— tends  to  return  to  control  values  during  long-term  therapy. 
blOOd  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 


The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
I assessment  of  all  such  factors. 
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(clonidine  HCI) 

Hypertensi 


(clonidine  HCI) 

Hypertension 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1, 0.2,  0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 

Usage  in  Children  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy.  A causal  relationship 
has  not  been  established  in  these  cases.  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect.  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  with 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure 
As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive  periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  brea 
fast  and  0.1  mg  at  bedtime.  Some  patients  may  bene 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2  — 0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood 
pressure  response. 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 mont 
longer. 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsines: 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  repc 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  folic ' 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (In  : 
instances  an  exact  causal  relationship  has  not  been  established.)  These  incll 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnormaliti 
liver  function  tests;  one  report  of  possible  drug-induced  hepatitis  without  ic  j 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochloride,  c ! 
thalidone  and  papaverine  hydrochloride  Weight  gam,  transient  elevation  of  I : 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Rayml 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  char' 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  rash,  i 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  assoc  : 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol,  dryr  ■ 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecom; 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnormc  i 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminished  o I 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (cion ! 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age.  G; 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  complet  i 
covery  within  24  hours  Tolazoline  in  intravenous  doses  of  10  mg  at  30-m  I 
intervals  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochloride)  i> 
dosage. 

How  Supplied:  Catapres,  brand  of  clonidine  hydrochloride,  is  available  as  0.1 1 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  1000  I 
available  as  0.3  mg  (peach)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing  information. 

Under  license  from  Boehringer  Ingelheim  GmbH 

( nllllii  ) Boehringer  Boehringer  Ingelheim  L I 
Ingelheim  Ridgefield,  CT  06877 


TABLE  II— COST-PROJECTIONS  FOR  PREPAID  HEALTH  PLANS 


Estimated 

Members 


Region 

Potential 

Subscribers 

1 

Year 

5 

1 

74,900 

2,400 

17,600 

II 

120,000 

4,000 

27,900 

III 

217,800 

7,300 

51,700 

IV 

227,600 

7,500 

53,200 

V 

164,400 

5,500 

40,700 

VI 

80,800 

2,600 

18,900 

VII 

39,500 

1,300 

9,200 

VIII 

101,200 

3,300 

23,500 

1,026,200 

33,900 

242,700 

Debt 

Break-Even 

At  Break-Even 

Free  of 

Point 

Point* 

Debt 

Years 

Members 

$ 

Yrs 

1V4 

4,150 

134.702 

2Vi 

% 

3,000 

68,115 

V/2 

V/2 

12,450 

170,144 

2Va 

10/12 

6,250 

1 1 0,049 

13/4 

4 

31,200 

724,407 

7 

V/2 

4,600 

106,737 

2 

2 

136,652 

4 

1 

3,300 

19,815 

2 

1,470,621 

’Exclusive  of  Interest 


of  legislation,  the  assumption  apparently  being  made 
that  indications  for  intervention  would  not  be  altered. 

Bureaucratic  efforts  at  cost-control  and  effort  as- 
sessment tend  to  become  rigid  and  in  themselves  may 
add  dramatically  to  expenses  and  make  more  difficult 
the  provision  of  services.2-3  And  the  spigot  is  rarely 
turned  off  because  the  needs  and  demands  of  citizens 
can  be  expected  to  increase  as  expectations  rise.  If  we 
are  to  have  more  prepaid  plans,  the  public  and  the 


medical  profession  must  share  the  incentive  to  make 
these  efforts  more  effective  medically  and  financially 
rather  than  rely  on  categorical  programs  directly  sup- 
ported by  state  or  nation. 

J.H.F. 
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TEGA-VERT  CAPSULES 

VERTIGO  • MOTION  SICKNESS  • NAUSEA  • MOOD  ELEV  ATION 


Each  capsule  contains: 

Pentylenetetrazol  (Metrazol) 50  mg. 

Niacin  I Nicotinic  Acid) 50  mg. 

Dimenhydrinate  (Dramamine) 25  mg. 


ADMINISTRATION  & DOSAGE:  One  or  two  capsules  three  or  four  times  daily 
before  or  after  meals. 

INDICATIONS:  TEGA-VERT  is  indicated  in  the  symptomatic  management  of 
idiopathic  vertigo,  as  well  as  that  associated  with  Meniere’s  Syndrome. 
Arterial  Hypertension,  Labyrinthitis,  Fenestration  Procedures,  Radiation  Sick- 
ness and  Tonic  Effect.  TEGA-VERT  has  also  been  of  value  in  patients  with 
clinical  symptoms  of  senility  and  functional  cerebral  impairment  as  well  as 
symptomatic  nausea. 

CONTRAINDICATIONS:  TEGA-VERT  should  not  be  used  in  patients  with 
known  history  of  sensitivity  to  any  of  its  ingredients.  Because  of  its 
vasodilating  effects,  niacin  is  contraindicated  in  the  presence  of  arterial 
hypotension. 

ORTEGA  PRODUCTS  ARE  DESIGNED  WITH  THE  FAMILY  PHYSICIAN  IN  MIND 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN 
THE  SOUTHEAST  AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY 

ORTEGA  PHARMACEUTICAL  CO.,  INC.  — JACKSONVILLE.  FLORIDA  32205 
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Committees  and 
Organizations 


REPORT  OF  THE  AD  HOC  COMMITTEE 
ON  INSURANCE  PLANS 
NORTH  CAROLINA  MEDICAL  SOCIETY 

The  committee  was  formed  by  action  of  Executive 
Council  on  September  30,  1979. 

CHARGE 

To  investigate  the  various  insurance  plans  now 
sponsored  by  the  medical  society  and  plans  which 
might  possibly  be  sponsored  by  the  medical  society  in 
the  future  and  to  make  recommendations  about  future 
society  policy. 

THE  INVESTIGATION 

Stage  I — During  the  year  files  and  records  at  the 
North  Carolina  Medical  Society  headquarters  were 
examined  as  well  as  material  from  other  sources. 

Findings  — Records  are  scant  or  non-existent  on 
activities  of  the  society  in  the  late  1930s  and  1940s. 
I here  is  evidence  that  the  Crumpton  Agency  was 
contacting  some  county  societies  in  1939.  In  July  1944 
the  Committee  on  Insurance  approved  an  accident 
and  health  plan  with  World  Insurance  Co.,  and  a group 
life  plan  with  J.  L.  Crumpton.  In  1951  society  action 
approved  some  new  benefits  in  the  Crumpton  insur- 
ance program.  It  is  noted  that  until  1947  the  society 
had  no  paid  staff  and  the  records  were  kept  by  member 
officers.  In  the  early  years  after  1947  the  organization 
was  not  too  well  structured  and  there  were  few  rec- 
ords. Specific  actions  by  the  society  on  insurance 
matters  from  1939  through  1944  were  not  found. 

Stage  II  — The  two  agencies  now  sponsoring  the 
North  Carolina  Medical  Society  “endorsed”  plans  are 
the  J.  L.  & J.  Slade  Crumpton,  Inc.,  and  the  Golden- 
Brabham  Insurance  Agency,  Inc.  They  were  asked  to 
supply  the  committee  with  specimen  policies  and  the 
rates  of  the  plans  which  were  endorsed  by  the  society. 

I his  material  was  reviewed  and  specimen  contracts 
and  rates  were  compared  with  plans  of  similar  cover- 
age. 

Findings  — A.  There  was  difficulty  in  precisely 
comparing  the  various  plans  having  similar  coverage 
because  of  the  different  clauses  in  the  contract.  The 
clauses  had  to  do  with  definition  of  disability,  qualifi- 
cations for  annual  renewal,  changes  in  premium  cost, 
variation  in  benefits  for  sickness,  waiver  of  premiums, 
partial  disability,  successive  disabilities  and  waiting 
periods. 

B.  In  general,  however,  there  was  only  a small,  if 
any,  benetit  in  costs  of  premiums  in  the  compared 


plans,  when  such  things  as  differences  in  definitions 
and  length  of  waiting  periods  were  considered. 

C-  The  contracts  with  the  Commercial  Insurance 
Co.  of  Newark  (Crumpton)  contain  a clause  that  the 
company  reserves  the  right  to  decline  renewal  of  a 
policy  if  the  society  does  not  sponsor  and  support  the 
plan  and  provided  the  society  does  not  sponsor  or 
endorse  any  other  similar  plan.  This  clause  would 
jeopardize  about  2,500  policyholder  members  if  the 
society  removes  or  does  not  support  the  plan  or  if  the 
society  endorses  any  similar  plan. 

Contracts  through  the  Golden-Brabham  Agency 
with  the  Kemper  organization,  while  containing  cer- 
tain renewal  conditions,  do  not  include  one  similar  to 
that  with  Commercial. 

Stage  III  — Information,  rate  and  specimen  con- 
tracts with  other  insurance  companies,  agencies  and 
organizations  were  accumulated  and  reviewed.  These 
include  the  Southern  Medical  Association,  AMA, 
MIA,  Alumni  of  UNC,  Blue  Cross-Blue  Shield  of 
North  Carolina  and  others.  Many  of  these  contracts 
would  seem  to  be  useful  in  a member's  insurance 
program  and  could  fill  basic  needs  or  augment  pro- 
grams already  established. 

OBSERVATIONS 

Apparently  the  North  Carolina  Medical  Society  has 
in  the  past  taken  actions  to  sponsor  certain  programs 
with  insurance  companies  although  the  details  of  these 
agreements  are  not  available. 

Advertising  by  the  Crumpton  and  the  Golden- 
Brabham  agencies  seems  to  imply  that  the  North 
Carolina  Medical  Society  is  active  in  and  urges  its 
members  to  enroll  in  the  “sponsored”  plans.  There  is 
possibly  a mistaken  impression  that  the  North  Caro- 
lina Medical  Society  itself  accrues  a benefit  from  such 
programs. 

The  repudiation  of  an  existing  sponsorship  ar- 
rangement with  one  insurance  company  could  create  a 
situation  in  which  the  disability  contracts  with  Com- 
mercial might  not  be  renewed.  This  provision  is  not 
found  in  other  contracts. 

A contused  situation  has  developed  over  the  past  40 
years,  the  responsibility  for  which  does  not  lie  with 
our  present  officers,  staff  or  committees.  Involved  are 
complex  matters  of  insurance.  It  is  a situation  which 
does  not  lend  itself  to  a quick  and  harmless  resolution. 

RECOMMENDATIONS 

1.  That  the  matter  of  society  sponsored  insurance 
plans  be  managed  by  a department  within  the  head- 
quarters office. 
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2.  That  this  department  be  the  portal  for  enrollment 
in  any  sponsored  plan. 

3.  That  negotiations  begin  which  could  result  in  the 
North  Carolina  Medical  Society  receiving  a money 
benefit  from  any  insurance  plan  it  sponsors  and  en- 
dorses. 

Timothy  Cloninger,  M.D. 

Reginald  Harris.  M.D. 

Jesse  Caldwell,  M.D.,  Chairman 


NORTH  CAROLINA  MEDICAL  SOCIETY 
HOUSE  OF  DELEGATES 

Resolves  portion  of  Resolution  No.  1 as  Amended  and 
Adopted  by  the  House  of  Delegates,  May  3,  1980. 

RESOLVED,  that  the  North  Carolina  Medical  So- 
ciety does  hereby  petition  the  North  Carolina  Com- 
mission on  Prepaid  Health  Plans  (the  “Commission" ) 
and  the  General  Assembly  of  the  State  of  North  Caro- 
lina (the  "General  Assembly”)  and  request  in  this 
petition  that  neither  the  Commission  nor  the  General 
Assembly  make  use  of  public  monies  or  governmental 
personnel  for  developmental  grants  or  implementa- 
tion of  IPAs  until  there  is  documentation  that  IPAs 
can  deliver  medical  care  of  a quality  equivalent  to  that 
presently  being  delivered  to  patients  generally  and  can 
deliver  such  medical  care  without  excessive  costs,  be 
it  further 


RESOLVED,  that  the  North  Carolina  Medical  So- 
ciety does  hereby  petition  that  Commission  and  Gen- 
eral Assembly  to  require  that  any  feasibility  studies 
funded,  in  whole  or  in  part,  by  public  monies  shall 
include  a comparison  of  the  cost  of  patients  of  fee  paid 
medical  care  and  services  provided  by  private  practi- 
tioners and  the  cost  to  patients  of  equivalent  medical 
care  and  services  provided  by  or  through  an  1 PA,  be  it 
further 

RESOLVED,  that  the  North  Carolina  Medical  So- 
ciety does  not  endorse,  although  it  does  not  oppose, 
the  formation  of  IPAs  at  this  time  and  will  not  make 
such  an  endorsement  until  it  is  shown  that  IPAs  can 
deliver  medical  care  of  a quality  equivalent  to  that 
presently  being  delivered  to  patients  generally  and  can 
deliver  such  medical  care  without  excessive  costs, 

PROVIDED  THAT,  nothing  in  the  above  resolu- 
tion shall  in  any  way  be  deemed  to  indicate  a disap- 
proval by  this  Society  of  the  participation  of  any 
physician  or  other  person  in  an  IPA  and  that  this 
resolution  shall  not  be  taken,  by  implication  or  other- 
wise, as  a suggestion  that  participation  in  an  IPA  is 
improper,  unethical  or  subject  to  criticism  by  or  dis- 
ciplinary action  by  this  Society  or  any  other  medical 
association. 

RESOLVED,  that  any  prepaid  health  care  system 
in  North  Carolina  should  protect  the  principle  that 
referrals  should  be  free  of  any  consideration  of  mone- 
tary gains. 


woisiciiz" 

A great  way  of  life. 


AIR  FORCE  MEDICINE 


IT  CAN  MEAN  A GREAT  WAY  OF  LIFE  FOR  YOU. 

Air  Force  medicine  is  practiced  in  hospitals  and  dimes 
around  the-  world.  From  the  3 bed  hospital  at  Zarogoza.  Spain 
to  the  1000  bed  Wilford  Hall  medical  complex  in  San  Antonio. 
Texas,  our  health  care  system  utilizes  excellent  equipment  and 
highly  trained  and  motivated  staff  personnel. 

Air  Force  doctors  practice  medicine.  Administrative  duties  and 

paperwork  are  kept  to  a minimum. 

An  excellent  program  of  compensation  and  entitlements  is  avail- 
able. This  program  includes  30  days  of  paid  vacation  each  year, 
medical  and  dental  care.  and.  for  qualified  physicians,  an  opportu- 
nity to  work  toward  specialization. 

Contact  USAF  Health  Professions  Recruiter,  1100  Navaho  Drive.  Suite 
GL-1,  Raleigh.  N.C.  27604.  Call  Collect  (919)  755-4134. 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 
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Bulletin  Board 


NEW  MEMBERS 

of  the  State  Society 


Abernathy,  William  Sherwood,  MD,  (IM)  2609  N.  Duke  St  Ste 
403,  Durham  27704 

Ahdieh,  Masoud,  MD,  (PD)  302  Hylan  Avenue,  Hamlet,  N C 
28345 

Bell,  Dorothy  McFarland,  MD,  (OPH)  1110  W.  Main  Street,  Dur- 
ham 27701 

Bianchi,  Edgardo  Hugo.  MD,  (CD)  204  Marion  Court,  Jacksonville 
28540 

Boyette,  Douglas  Ray.  MD,  (CD)  808  Schenck  Street,  Shelby  28150 

Buch,  David  Leslie,  MD,  (FP)Snow  Hill  Medical  Center,  Snow  Hill 
28580 

DiCostanzo,  Damian  Paul,  (STUDENT)  2101  W.  Club  Blvd  , Dur- 
ham 27705 

Fajgenbaum,  David  Moniek,  MD.  (ORS)  3410  Executive  Dr.,  Ra- 
leigh 27619 

Groce,  James  Gray,  MD.  (P)  508  Ralph  Drive,  Cary  2751 1 


INSURANCE  FOR  YOU  AND  YOUR  BUSINESS 

LIFE 

DISABILITY 

GROUP 

RETIREMENT 

Paul  Schenck 
^Associates 

300  Wendover  East  Suite  202 
Greensboro,  North  Carolina 
(919) 379-8207 

PROVIDENT 
MUTUAL 

LIFE  INSURANCE  COMPANY 
OE  Philadelphia 

Burlington  • Charlotte  • Chapel  Hill  • Durham  • Fayetteville  • Florence 


Hickey,  Docia  Elizabeth.  MD,  (PD)  1000  Blythe  Blvd.,  P O Box 
32861,  Charlotte  28232 

Johnsen,  Eric  Merriman.  MD  (FP)  419  Parkridge  Road,  Albemarle 
28001 

Kaplan,  Richard  David,  MD,  (OBG)  1015  Bridgewater  Dr., 
Greensboro  27410 

Miles,  John  Ralph,  Jr.,  MD.  (GS)  2242  E.  Franklin  Blvd.,  Ste.  E, 
Gastonia  28052 

Miller,  Katherine  Elizabeth  (STUDENT)  821  W.  Markham  Av- 
enue, Box  2760,  Duke  Medical  Center,  Durham  27710 

Pegram,  Paul  Samuel,  Jr.,  MD,  (ID)  2332  Elizabeth  Ave., 
Winston-Salem  27103 

Postma,  Duncan  Sybren,  MD,  (RESIDENT)  59  Stagecoach  Road 
Chapel  Hill  27514 

Scanlan.  James  George,  MD,  (CD)  1300  St.  Mary’s  St.,  Raleigh 
27605 

Sherrow,  Allen  Jay,  MD,  (P)  1100  Olive  St.,  Greensboro  27401 

Sheerin.  Kathleen  Ann  (STUDENT)  Duke  Medical  Center,  Box 
2789,  Durham  27710 

White,  Barry  Ellis,  MD,  (N)  Wilson  Clinic,  Wilson  27893 

Wiegand,  Steven  Frederick,  MD,  (EM)  705  Macon  Place,  Raleigh 
27609 

Woodward,  Alan  Cox.  MD  (RESIDENT)  138  Turnwood  Lane, 
Winston-Salem  27104 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke.  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA's  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  A AFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  “place"  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion". 

December  1-2 

Comparative  Ophthalmic  Pathology 

Place:  Clinic  Auditorium.  Old  Clinic  Building,  UNC  School  of 
Medicine 
Fee:  $150 
Credit:  15 Vi  hours 

For  Information:  UNC  Department  of  Continuing  Education,  231 
MacNider  Building  202H.  Chapel  Hill  27514 

December  10 

“Adolescent  Gynecology” 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 
Credit:  3 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine.  Greenville  27834 

December  17 

"Pediatric  Upbeat — 1981” 

Place:  Lee  County  Hospital.  Sanford 
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Fee:  $6 

Credit:  Wz  hours 

For  Information:  R.  S.  Cline,  M.D.,  Sanford  Medical  Group,  555 
Carthage  Street,  Sanford,  27330,  919-775-2111,  ext.  219 

January  9-10 

4th  Annual  Ocutome  Workshop 
Place:  UNC  School  of  Medicine 
Fee:  $500 
Credit:  13  hours 

For  Information:  William  B.  Wood,  M.D.,  (919)  933-2118. 

January  10 

N.C.  Chapter,  American  College  of  Physicians 
Place:  UNC  School  of  Medicine 
Fee:  $50 
Credit:  6 

For  Information:  William  B.  Wood,  M.D.,  UNC  School  of  Medi- 
cine. (919)  933-2118 

January  14 

"Perspectives  in  Clinical  Immunology" 

Place:  Pitt  County  Memorial  Hospital.  Greenville 
Fee:  $15 
Credit:  3 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville  27834 

January  21 

“Wills,  Trusts,  Estate  Planning  for  Physicians  and  Spouses” 
Place:  Carolina  Trace  Country  Club,  Sanford 
Fee:  $6 

Credit:  3Vz  hours 

For  Information:  R.  S.  Cline,  M.D.,  Sanford  Medical  Group,  555 
Carthage  Street,  Sanford  27330.  (919)  775-2111,  ext.  219. 

January  21-23 

N.C.  Alcoholism  Research  Authority 
Place:  Sheraton-Crabtree,  Raleigh 
Fee:  $50 
Credit:  13 

For  Information:  William  B.  Wood,  M.D.,  UNC  School  of  Medi- 
cine. (919)  933-2118 

January  24 

“Pulmonary  Disease  Update” 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $30 
Credit:  6 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville  27834 

January  30-31 

Clinical  Urology 

Place:  Bowman  Gray  School  of  Medicine 
Fee:  $100 
Credit:  10  hours 

For  Information:  Emery  C.  Miller.  M.D.,  Assoc.  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine 


IN  CONTIGUOUS  STATES 
December  7-10 

Coronary,  Hypertensive  Valvular  & Myocardial  Heart  Diseases 
Place:  Williamsburg  Lodge,  Williamsburg,  VA 
Fee:  $265 
Credit:  23  hours 

For  Information:  William  C.  Roberts,  MD,  Chief,  Pathology 
Branch,  Georgetown  University,  Washington,  DC 

The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  followingthe  month  of  publication.  Requestsforlisting 
should  be  received  by  “WHAT?  WHEN?  WHERE?”,  P.O.  Box 
27167,  Raleigh  2761 1 , by  the  10th  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A “Request  for  Listing"  form  is  available 
on  request. 


AUXILIARY  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


REPORT  OF  THE  PRESIDENT  TO  THE 
EXECUTIVE  COUNCIL  OF  THE 
NORTH  CAROLINA  MEDICAL  SOCIETY 

September  28,  1980 

“Investments  for  the  Eighties”  was  selected  as  the 
auxiliary's  theme  for  1980-1981.  It  is  my  pleasure  to 
share  our  investment  portfolio  with  you  at  this  time. 
To  begin  the  '80-81  auxiliary  year,  a workshop  was 
held  in  Southern  Pines  following  the  annual  conven- 
tion. “Outlook  for  the  Eighties”  was  addressed  by 
four  speakers,  who  talked  about  wills  and  trusts,  eco- 
nomic education,  stocks  and  bonds,  and  insurance. 

Realizing  that  a firm  financial  structure  is  necessary 
before  new  programs  and  projects  are  undertaken, 
auxiliary  leaders  spent  the  summer  studying  our  Stu- 
dent Loan  Fund,  endowment  funds,  current  projects 
and  operating  expenses.  With  inflation,  we  were  using 
“emergency  funds”  to  cover  expenses.  To  have  a 
realistic  budget,  it  became  necessary  to  request 
additional  financial  assistance  from  the  medical  soci- 
ety. 

Since  1974,  the  auxiliary  has  received  $5,400  from 
the  medical  society.  Because  our  state  dues  are  low  it 
was  impossible  to  increase  services  and  projects  — or 
even  maintain  those  for  which  we  were  committed. 
Our  dues  package  ranges  from  $ 1 6-$35 . Local 
(county)  dues  are  determined  by  each  county.  State 
dues  are  $4  and  have  been  since  the  last  increase  in 
1974  (from  $3  to  $4).  This  fiscal  year,  the  AMA- 
Auxiliary  has  raised  national  dues  from  $7  to  $1 1 and 
another  $4  increase  was  approved  by  the  1979  House 
of  Delegates  effective  in  1982-1983. 

State  dues  are  used  for  operating  expenses:  print- 
ing, postage,  supplies  and  travel  to  national  meetings 
and  within  the  state.  Each  county  auxiliary  (54)  may 
request  a visit  by  a state  officer  or  committee  chair- 
man. There  are  10  districts  that  coincide  with  the 
medical  society  and  each  councilor  is  encouraged  to 
set  up  a yearly  district  meeting.  These  meetings  are 
used  to  share  ideas,  to  discuss  problems  and  seek 
satisfactory  solutions,  to  keep  in  touch  with  neighbor- 
ing county  auxiliaries,  and  to  establish  rapport  be- 
tween state  and  county  officers,  chairmen  and  mem- 
bers. 

For  the  past  six  years,  the  auxiliary  has  increased 
local,  state  and  national  membership.  The  member- 
ship chairman,  Mrs.  Raymond  Hunt,  has  created  a 
“Stick  With  Us”  membership  theme  for  1980-1981. 
We  hope  to  enlarge  our  number  of  investors  for  the 
seventh  consecutive  year.  We  desperately  needed 
help  and  our  financial  need  was  explained.  On  behalf 
of  the  auxiliary,  allow  me  to  express  our  appreciation 
for  your  continued  financial  assistance. 

The  AMA-ERF  chairman,  Mrs.  Charles  Nance,  is 
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hoping  to  surpass  ’79-80  contributions  to  medical  re- 
search and  education.  This  is  the  only  philanthropic 
fund  raising  effort  of  the  AM  A-A.  Last  year  the  North 
Carolina  Medical  Auxiliary  contributed  $24,003.31  to 
AMA-ERF.  The  total  contribution  to  AMA-ERF  by 
auxiliaries  in  the  United  States  was  over  $2  million. 

Eighty  auxiliary  members  attended  the  Fall  Leader- 
ship Workshop  in  Southern  Pines  (September  22,  23) 
and  smaller  workshops  were  held  for  county  presi- 
dents and  presidents-elect,  and  for  county  treasurers 
and  assistant  treasurers.  If  we  can  coordinate  the 
leaders  and  the  distributors  of  funds,  we  can  all  remain 
solvent. 

The  Tuesday  workshop  featured  our  AMA  Auxil- 
iary Southern  Regional  Legislative  Chairman,  Mrs. 
Kemal  Kutait  of  Fort  Smith,  Ark.  She  has  served  in 
this  capacity  for  two  years  and  discussed  pending 
medical  legislation  on  the  national  level.  Tom  Adams 
of  the  headquarters  staff  discussed  bills  relating  to 
medicine  in  North  Carolina  that  will  come  before  the 
1981  session  of  the  General  Assembly. 

Another  workshop  speaker  was  Dr.  Marian  Sol- 
leder,  professor  at  UNC-G.  who  described  the  cur- 
riculum leading  toward  an  undergraduate  degree  in 
health  education.  Two  of  the  16  health  coordinators 
spoke  to  our  group  and  stressed  the  role  of  the  citizen 
in  the  community  . . . how  to  enhance  the  health 
coordinator’s  role  in  the  schools.  The  auxiliary  con- 

. NEW v 

TRIANGLE  X-RAY 
COMPANY 

2817  Brewton  Place 
Raleigh,  N.C.  27604 
(919)  876-6156—876-6849 


SALES  & SERVICE 


35  Years  Experience 


EQUIPMENT  FOR:  SPECIAL  EQUIPMENT  FOR: 


FLUOROSCOPY 

RADIOGRAPHY 

TOMOGRAPHY 

MAMMOGRAPHY 


HEAD 

CHEST 

ORTHOPEDICS 

UROLOGY 


ACCESSORIES  FILMS 

SILVER  RECOVERY  CHEMICALS 

UNITS  SUPPLIES 


V MAY  WE  SERVE  YOU? J 


FACT  SHEET 

1978-1979 

1979-1980 

MEMBERSHIP 

(state) 

3.081 

3,161 

(national) 

2.973 

3,056 

AMA-ERF 

$22,028  82 

$24,003.31 

(+  $3,084.92) 

(+  $1,974.49) 

Bowman  Gray 

$7,855.88 

$8,541,39 

Duke 

$8,795.02 

$9,064.91 

ECU 

$2,203.06 

$3,383.05 

UNC-CH 

$8,884.55 

$8,766.52 

SCHOLARSHIPS 

(20)  $12,615.00 

(49)  $18,000.00 

STUDENT  LOAN  FUND 

(74)  $48,047.27 

(79)  $55,300.00 

(9)  new  loans 

(12)  new  loans 

CONTRIBUTIONS 

total  $106,000.00 

COMMUNICATIONS 

36  radio  (regular) 
4 radio  (occasionally) 

tinues  to  lobby  for  additional  health  coordinators. 
Mrs.  Edwin  H.  Martinat  serves  as  chairman  of  the 
Governor’s  Health  Education  Advisory  Committee. 

The  auxiliary  is  seeking  support  of  the  medical  soci- 
ety in  co-sponsoring  a health  education  workshop  at 
the  McKimmon  Center  in  Raleigh  next  March  4.  We 
would  like  to  have  a commitment  involving  some  of 
the  headquarters  staff,  with  mailing  and  with  speaker 
selections. 

As  of  May,  1980,  according  to  Mrs.  Richard 
Frazier’s  reports,  36  radio  stations  in  North  Carolina 
were  broadcasting  health  related  programs  or  health 
tips.  Through  the  joint  efforts  of  the  Medical  Society’s 
Communication  Committee  and  the  Auxiliary's 
Communication  Chairman,  Mrs.  Ray  Newsome, 
contact  with  county  medical  societies  and  auxiliaries 
involving  current  communication  programs  and  future 
plans  for  additional  ones  has  been  updated. 

Our  international  health  project  this  year  is  in  coop- 
eration with  Care-Medico  ...  a project  to  provide 
nurse  educators  to  the  School  of  Nursing  in  Nepal. 

At  one  time,  the  auxiliary  had  a community  and 
family  health  chairman.  As  the  times  changed,  so  did 
the  name.  Our  chairman  is  now  in  charge  of  health 
projects.  As  part  of  a move  to  strengthen  health  proj- 
ects, the  AMA  Auxiliary  began  a ’’Shape  Up  For 
Life”  campaign  two  years  ago.  Phase  I concentrated 
on  the  nutritional  area.  Phase  II  (to  be  implemented 
this  year)  addresses  physical  fitness. 

At  the  House  of  Delegates  meeting  in  July,  the 
decision  was  made  to  include  a third  category  — 
mental  health,  which  would  coincide  with  the  White 
House  Conference  on  Aging  in  the  fall  of  '81. 

Requests  for  auxiliary  members  to  sit  on  the  boards 
of  other  organizations  have  been  numerous.  For  the 
first  time,  we  have  appointed  a chairman  of  represen- 
tatives to  other  organizations. 

By  assessing  our  past  performance  and  future  goals, 
our  long  range  planning/concerns  committee  is  our 
best  guide  for  changes,  programs  and  projects.  By 
anticipating,  we  are  able  to  plan  for  the  future.  This 
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committee  has  met  twice  this  fall  and  we  have  encour- 
aged suggestions  from  the  county  level  in  an  effort  to 
meet  the  needs  of  more  members. 

The  Student  Loan  Fund  was  begun  many  years  ago 
for  “emergencies  incurred  by  students  in  the  last  part 
of  their  studies  in  medicine,  nursing  and  allied  health 
fields."  Emergency  funds  encompass  a vast  range  of 
needs  — from  moving  expenses  (from  medical  school 
to  internships)  to  air  fares  for  the  purpose  of  selecting 
a residency  program.  At  one  time  ( 1974-1975)  our  SLF 
had  a balance  of  67£.  Auxiliary  members  dug  deep  into 
their  pocketbooks,  initiated  all  sorts  of  fund  raising 
events  and  contributed  cheerfully  and  generously  to 
the  almost  depleted  fund.  At  this  time,  there  is  a total 
of  $68,000  in  loans  to  students.  The  collection  rate  has 
been  phenomenal  — of  course,  we  too  have  a few 
delinquent  loans  . . . but  pursued  they  will  be. 

The  auxiliary  has  five  endowment  funds.  The  Men- 
tal Health  Endowment  Fund  of  $20,000  was  set  up  to 
contribute  interest  to  the  Department  of  Psychiatry  at 
UNC-CH.  We  have  invested  this  endowment  money 
in  certificates  of  deposit,  raising  our  amount  of  inter- 
est substantially.  This  month,  over  $2,000  will  be  sent 
to  Chapel  Hill. 

The  remaining  four  endowments  were  set  up  to 
provide  services  for  patients  at  each  of  North  Caro- 
lina's four  sanitoriums  — McCain  (Southern  Pines), 
Stevens  (Black  Mountain),  Yoder  (Chapel  Hill),  and 
Cooper  (Wilson).  Three  of  these  have  closed,  leaving 
only  McCain  Hospital.  When  the  executive  commit- 
tee was  confronted  with  a decision  about  the  interest 
from  these  endowments,  we  felt  expert  advice  was 
needed.  This  summer  our  by-laws.  Student  Loan 
Fund  program  and  endowments  were  examined  by  an 
attorney  familiar  with  tax  laws  and  non-profit  groups. 
The  suggestions  for  maximum  utilization  of  interest 
from  these  accounts  was  presented  to  the  executive 
committee  and  board  of  directors. 

We  are  investing  time,  money  and  energy  in  our 
communities,  our  state  and  our  nation  — to  educate 
others,  to  identify  problems  and  to  improve  the  quality 
of  life.  Hopefully  our  selections  have  been  "blue 
chip"  quality  and  our  returns  will  be  rewarding. 

Mrs.  Hal  J.  Rollins,  Jr.,  President 

Greensboro,  N.C. 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


A hormone  which  may  be  a key  to  understanding 
the  most  common  form  of  high  blood  pressure  in  the 
United  States  has  been  discovered  by  researchers  at 
the  Bowman  Gray  School  of  Medicine. 

They  believe  that  an  excess  of  the  hormone,  which 


they  call  endoxin,  might  be  the  cause  f essential 
hypertension. 

Work  which  led  to  discovery  of  the  hornv  ne  was 
done  by  Dr.  Kenneth  A.  Gruber,  research  assistant 
professor  of  medicine;  Dr.  Vardaman  M.  Buckalew, 
professor  of  medicine  and  physiology;  and  Janice  Pv 
Whitaker,  a graduate  student  in  immunology. 

The  team  of  researchers  is  now  conducting  studies 
to  prove  the  link  between  the  hormone  and  essential 
hypertension. 

Initial  indications  are  that  the  hormone  causes 
smooth  muscle  tissue  of  the  cardiovascular  system  to 
constrict,  resulting  in  elevated  blood  pressure.  En- 
doxin also  regulates  salt  excretion  from  the  body. 

The  name  endoxin  is  the  short  term  for  endogenous 
digoxin,  which  means  that  the  hormone  is  made  in  the 
body  and  is  structurely  similar  to  digoxin,  a man-made 
drug. 

The  researchers  believe  that  once  endoxin's  struc- 
ture is  fully  analyzed,  drugs  can  be  developed  to  com- 
bat the  adverse  effects  of  too  much  or  too  little  of  the 
hormone  in  the  body.  Too  little  of  the  hormone  may 
cause  fluid  retention. 

. Report  of  the  research  confirming  existence  of  the 
hormone  and  its  similarity  to  digoxin  was  published  in 
the  Oct.  23  issue  of  the  British  Journal,  "Nature." 

According  to  Buckalew  and  Gruber,  existence  of  a 
naturally-occurring  substance  in  the  body  which  reg- 
ulates both  salt  excretion  and  the  cardiovascular  sys- 
tem has  been  suspected  and  researched  by  scientists 
for  years.  Buckalew  began  work  in  that  area  a decade 
ago.  It  was  Gruber  who  suggested  that  the  hormone 
might  be  structurally  related  to  the  family  of  man- 
made drugs  called  cardiac  glycosides.  Digoxin  is  a 
member  of  that  family. 

Research  at  Bowman  Gray  first  confirmed  exis- 
tence of  the  hormone  in  dogs.  Subsequent  research 
found  the  hormone  in  a number  of  different  mammals. 
Moreover,  studies  have  shown  that  the  hormone  acts 
as  predicted  when  injected  into  research  animals. 

While  it  is  not  known  where  endoxin  is  manufac- 
tured in  the  body,  its  release  is  controlled  by  the  brain. 

If  continuing  studies  show  that  endoxin  is  a cause  of 
essential  hypertension,  the  Bowman  Gray  researchers 
foresee  the  creation  of  a new  class  of  drugs  designed  to 
block  the  hormone’s  power  to  increase  blood  pres- 
sure. Another  class  of  drugs  might  mimic  or  promote 
the  hormone’s  activity  in  the  kidneys,  which  would 
aid  patients  who  retain  salt  and  fluid  because  of  a lack 
of  endoxin. 


What  may  be  the  largest  program  using  continuous 
ambulatory  peritoneal  dialysis  (CAPD)  is  underway  at 
the  Bowman  Gray/Baptist  Hospital  Medical  Center. 

The  CAPD  method  frees  patients  with  chronic  kid- 
ney disease  from  the  restrictions  of  a dialysis  machine. 
About  half  of  new  dialysis  patients  at  the  medical 
center  choose  CAPD.  Those  patients  rarely  need 
medication  to  control  blood  pressure.  They  report 
feeling  better  than  they  felt  while  being  treated  with 
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other  forms  of  dialysis,  and  their  diets  are  more  lib- 
eral. 

The  medical  center's  program  began  about  a year 
ago.  Kidney  specialists  waited  to  intoduce  the  CAPD 
method  at  the  medical  center  until  the  infection  rate 
associated  with  CAPD  was  reduced  to  an  acceptable 
level. 

CAPD  involves  placing  a fluid  into  the  peritoneal 
cavity,  leaving  it  there  to  wash  impurities  from  the 
blood  and  then  removing  that  fluid  several  hours  later. 
The  process  is  then  repeated.  As  many  as  10  to  12 
hours  may  pass  before  the  fluid  is  changed,  but 
changing  normally  occurs  much  more  frequently. 

Training  to  use  CAPD  takes  about  two  weeks.  The 
process  is  simple,  but  the  trick  involves  changing  bags 
of  fluid  while  keeping  the  tube  connecting  the 
peritoneal  cavity  and  the  body’s  exterior  as  free  of 
bacteria  as  possible. 

Though  the  CAPD  process  is  easy,  it  does  require  a 
highly  motivated  patient.  The  patient  does  the  entire 
CAPD  procedure  at  home,  and  usually  does  it  several 
times  a day. 

Despite  CAPD’s  expense,  ranging  from  $10,000  to 
$12,000  a year,  it  offers  considerable  savings  over 
hemodialysis  and  peritoneal  dialysis  using  a machine. 

jf:  >}c  ^ 

After  a review  of  the  first  year  of  operation  of  the 
Bowman  Gray/Baptist  Hospital  Medical  Center’s 


burn  unit,  the  unit's  director  has  concluded  that  burn 
patients  are  receiving  greatly  improved  care. 

Dr.  Jesse  Meredith,  the  director,  feels  that  one  rea- 
son for  the  better  care  is  the  development  of  a skin 
bank. 

The  skin  used  to  close  burn  wounds  comes  from  the 
medical  center’s  skin  bank  and  serves  as  a long-term 
dressing,  often  saving  patients'  lives. 

The  skin  is  removed  from  donors  immediately  after 
death.  It  is  stored  in  a special  fluid  containing  nutrients 
for  living  skin,  and  is  kept  at  about  34  degres  F. 

Three  weeks  is  the  maximum  for  keeping  the  skin 
now.  With  purchase  of  a preservation  machine,  the 
skin  would  be  saved  indefinitely. 

Skin  is  accepted  from  any  donor  who  did  not  die  of 
either  infection  or  cancer.  Only  a partial  thickness  is 
removed,  and  that  is  from  the  trunk  and  legs.  The  skin 
must  be  removed  within  18  hours  of  the  time  of  death. 

* * * 

Lemont  Morrisey,  a fourth-year  medical  student 
at  Bowman  Gray,  has  been  awarded  a MAP-Reader’s 
Digest  International  Medical  Fellowship  to  study  at  a 
hospital  in  Nigeria. 

MAP  (Medical  Assistance  Program)  International  is 
a Christian  medical  relief  and  development  agency 
based  in  Chicago. 

Morrisey  will  spend  two  months  in  early  1981 


HOLLY  HILL  HOSPITAL— A HOSPITAL  COMMUNITY 


— A private,  psychiatric  hospital  serving  adults 
and  adolescents 

— An  open  medical  staff  with  21  Psychiatrists 

— A consulting  medical  staff  representing  all 
specialties 

— Short,  intermediate,  and  long-term  treat- 
ment programs  tailored  to  each  patient’s 
needs 

— Psychiatric  consultation  and  hospitalization 
on  a 24-hour  basis 


Fully  accredited  by  Joint  Commission  on  Ac- 
creditation of  Hospitals  for  adults,  children, 
adolescents,  and  drug-alcohol  abuse 
Licensed  by  the  State  of  North  Carolina 
Participants  in  Medicaid/Medicare  Program 


For  further  information,  please  contact: 

Mr.  Cliff  Christiansen,  Administrator 
Dr.  Robert  L.  Green,  Jr.,  Medical  Director 
3019  Falstaff  Road 
Raleigh,  North  Carolina  27610 
(919)  755-1840 
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working  with  the  medical  staff  at  a mission  hospital  in 
Eku,  Nigeria. 

* * * 

Dr.  A.  Robert  Cordell,  professor  of  surgery  (car- 
diothoracic)  at  Bowman  Gray,  is  co-editor  of  a new 
reference  book  which  explores  complications  of 
thoracic  surgery. 

The  book.  Complications  of  Intrathoracic  Sur- 
gery, contains  chapters  written  by  58  contributing 
authors.  The  book  describes  complications  that 
threaten  good  results  in  operations  on  the  heart,  lungs, 
esophagus  and  chest  wall. 

The  book  is  thought  to  be  the  first  on  the  subject  of 
thoracic  surgery  complications. 

Co-editor  of  the  book  is  Dr.  Robert  G.  Ellison,  chief 
of  the  Section  of  Thoracic  and  Cardiac  Surgery  at  the 
Medical  College  of  Georgia. 

* * * 

Dr.  Murphy  F.  Townsend  Jr.  of  Greensboro,  has 
been  elected  the  34th  president  of  the  Medical  Alumni 
Association  of  the  Bowman  Gray  School  of  Medicine. 

He  was  installed  as  president  during  the  associa- 
tion’s annual  alumni  dinner.  He  succeeds  Dr. 
C.  James  Walton  Jr.  of  Lenoir. 

Dr.  Gary  B.  Copeland  of  Fayetteville  was  elected 
president-elect  during  the  alumni  meeting.  Miss 
Katherine  Davis,  assistant  to  the  director  of  the  medi- 
cal center,  was  re-elected  secretary. 

Those  elected  to  the  alumni  council  are  Dr.  D.  Rus- 
sell Perry  of  Winston-Salem;  Dr.  J.  Donald  Bradsher 
of  Roxboro;  Dr.  Susan  K.  Blue  of  Ft.  Worth,  Texas; 
Dr.  Samuel  Dawkins  Jr.  of  Charlotte;  Dr.  A.  Ted  Hill 
of  Asheville;  Dr.  Robert  H.  Shackelford  of  Mount 
Olive;  and  Dr.  Spencer  P.  Thornton  of  Nashville, 
Tenn. 

Dr.  Joseph  E.  Whitley,  professor  and  chairman  of 
the  Department  of  Radiology  at  the  University  of 
Maryland  School  of  Medicine,  was  honored  during  the 
alumni  dinner  as  a Distinguished  Alumni  Lecturer 
along  with  Dr.  Richard  B.  Patterson,  professor  of 
pediatrics  at  Bowman  Gray;  and  Dr.  J.  Kiffin  Penry, 
professor  of  neurology  at  Bowman  Gray. 

* * * 

Karen  A.  Wentz,  a second-year  medical  student  at 
Bowman  Gray,  is  the  recipient  of  a community  service 
award  from  the  CIBA-GEIGY  Pharmaceutical  Co. 

The  award  recognizes  Miss  Wentz’s  work  last  sum- 
mer with  high  school  students  in  Lumberton,  a com- 
munity with  a high  population  of  Lumbee  Indians  and 
blacks.  Working  as  a tutor-counselor  in  the  Health 
Career  Awareness  Project,  she  exposed  students  to 
career  opportunities  in  the  health  and  medical  fields. 

The  award  consists  of  books  in  the  CIBA  collection 
of  medical  illustrations  by  Dr.  Frank  Netter. 

^ ^ ^ 

Two  new  associate  professors  have  been  appointed 
to  Bowman  Gray’s  fulltime  faculty. 


They  are  Dr.  David  A.  Blizard,  associate  professor 
of  physiology,  and  Dr.  Frank  M.  Volberg,  associate 
professor  of  radiology  and  pediatrics. 

The  two  are  among  30  new  members  of  the  school’s 
fulltime  staff.  There  are  24  new  members  of  the  part- 
time  faculty. 

New  assistant  professors  are  Dr.  Donald  S.  Prough, 
anesthesia  (intensive  care  unit);  Dr.  John  R.  Crouse 
111,  medicine  (endocrinology);  Dr.  S.  Christopher 
Ellis,  anesthesia  (obstetric  anesthesia);  Dr.  Daniel  J. 
Fernandes,  biochemistry;  Dr.  Steven  P.  Irving,  den- 
tistry; Dr.  Bill  A.  Kilpatrick,  biochemistry;  and  Dr. 
John  R.  Lymangrover,  physiology. 

Also,  Dr.  PaulJ.  Marquis,  pediatrics;  Dr.  Frederick 
M.  Ramsey,  anesthesia;  Dr.  James  C.  Romeis,  sociol- 
ogy; Dr.  Michael  J.  Thomas,  biochemistry  (research); 
Dr.  Michael  E.  Weinblatt,  medicine  (rheumatology); 
Dr.  John  C.  White,  biochemistry;  and  Dr.  Larry  D. 
Young,  psychology. 

Appointed  as  instructors  are  Dr.  Robert  H.  Breyer, 
surgery  (cardiothoracic  surgery);  Dr.  James  W.  Curtis 
Jr.,  dentistry;  Dr.  Larry  W.  Daniel,  biochemistry  (re- 
search); Dr.  Francis  B.  Dove  Jr.,  medicine 
(rheumatology);  Lenora  W.  Flynn,  allied  health 
(medical  technology);  Dr.  Randall  T.  Kelly,  obstetrics 
and  gynecology;  and  Dr.  Alan  Kootz,  anesthesia. 

Also,  Dr.  Ralph  B.  Leonard,  surgery  (emergency 
medicine);  Dr.  Stephen  A.  Mills,  surgery  (car- 
diothoracic surgery);  Dr.  Karen  S.  Oles,  clinical 
pharmacy;  Dr.  Daniel  G.  Sayers,  surgery  (emergency 
medicine);  Marshall  E.  Tyler,  ophthalmic  photog- 
raphy; and  Frederick  L.  VanSwearingen,  radiology 
(health  physics). 

Those  appointed  to  the  part-time  faculty  include  Dr. 
Selwyn  Rose,  clinical  assistant  professor  of  psychia- 
try. Receiving  appointments  as  clinical  instructors  are 
Dr.  William  E.  Austin,  medicine  (gastroenterology); 
Dr.  William  R.  Black,  medicine  (hematology/ 
oncology);  Richard  S.  Covington  Jr.,  allied  health 
(physician  assistant  program);  Dr.  Phillip  R.  Good- 
son,  obstetrics  and  gynecology;  Dr.  B.  MacBryan 
Green,  psychiatry;  Dr.  Kirk  D.  Gulden,  family  medi- 
cine; Dr.  Robert  G.  Kelly,  family  and  community 
medicine;  Dr.  Arthur  S.  Link  Jr.,  medicine  (infectious 
diseases);  Dr.  Norman  M.  Mayer,  surgery 
(emergency  medicine);  Dr.  Douglas  L.  Metcalf,  medi- 
cine (rheumatology);  Dr.  Henry  B.  Perry  Jr.,  obstet- 
rics and  gynecology;  and  Dr.  John  G.  Roach  III,  fam- 
ily medicine. 

Also,  Dr.  Donald  C.  Schweizer,  obstetrics  and 
gynecology;  Roger  B.  Straw,  medical  psychology;  Dr. 
Carole  M.  Stuart,  family  and  community  medicine; 
and  Dr.  John  B.  R.  Thomas,  family  medicine. 

Named  as  lecturers  in  the  Department  of  Neurology 
are  Dr.  Caroline  Becker;  Stanford  R.  Hall;  Paul  E. 
Hirschauer;  Judy  B.  McHugh.  R.  N.;  Kenneth  R. 
McLeroy;  Dr.  Francis  X.  Mulvihill;  and  Dr.  James  H. 
Street  Jr. 

5{C 

Dr.  Julian  F.  Keith,  professor  and  chairman  of  the 
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Department  of  Family  and  Community  Medicine,  has 
been  appointed  to  the  Health  Education  Study  Com- 
mission of  the  North  Carolina  State  Board  of  Educa- 
tion. 


* * * 

Dr.  Ralph  B.  Leonard,  instructor  in  surgery 
(emergency  medicine),  has  been  appointed  to  the  edu- 
cational materials  committee  of  the  American  College 
of  Emergency  Physicians. 

* * * 

Dr.  George  Podgorny.  clinical  associate  professor 
of  surgery  (emergency  medicine),  has  been  presented 
the  John  G.  Wiegenstein  Metitorious  Achievement 
Award  by  the  American  College  of  Emergency  Physi- 
cians. He  currently  is  serving  as  the  first  president  of 
the  American  Board  of  Emergency  Medicine,  and  he 
was  president  of  the  American  College  of  Emergency 
Physicians  when  specialty  recognition  was  attained  in 
1979. 


^ ^ 5^ 

Dr.  James  C.  Romeis,  assistant  professor  of  sociol- 
ogy (family  and  community  medicine),  has  been  ap- 
pointed by  the  North  Carolina  Division  of  Aging  to  the 
Steering  Committee  for  the  North  Carolina  White 
House  Conference  on  Aging.  He  also  has  been  ap- 
pointed chairman  of  the  Task  Force  on  Health  and 
Mental  Health  Services  of  the  committee. 

* * * 

Dr.  George  D.  Rovere,  associate  professor  of  or- 
thopedic surgery,  has  been  elected  vice  president  of 
the  North  Carolina  Orthopedic  Society  for  1981. 

* * * 

Dr.  James  F.  Toole,  professor  and  chairman  of  the 
Department  of  Neurology,  has  been  appointed  a 
member  of  the  planning  subcommittee  for  the  Na- 
tional Institute  of  Neurological  and  Communicative 
Disorders  and  Stroke,  beginning  in  1981. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


Dr.  Jo  Ann  Bell,  director  of  the  Health  Sciences 
Library,  has  been  elected  secretary  of  the  executive 
board  for  the  National  Library  of  Medicine's  Region 
IV  Medical  Library.  The  board  coordinates  the  net- 
work of  science  libraries  in  North  Carolina,  Virginia, 
West  Virginia,  Maryland  and  the  District  of  Columbia. 

Bell  also  recently  conducted  a one-day  workshop 
on  marketing  theory  for  the  Michigan  Health  Science 
Library  Association  in  Saginaw,  Mich.  She  presented 


CYCLAPtH-W  (cycbcillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillm 
class  and  its  use  should  be  confined  to  these  indications  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  by  S pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S pneumoniae  (formerly  D 
pneumoniae)  and  H influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H in- 
fluenzae* 

"Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H influenzae 
SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P mirabilis. 
(This  drug  should  not  be  used  in  any  E . coli  and  P mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE.  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed 
NURSING  MOTHERS  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert), 


Dosage  (Give 

in  equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q.i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 

Bronchitis  and 
Pneumonia 

body  weight  > 20  kg 
(44  lbs)  250  mg  q i d 

Mild  or 

Moderate 

Infections 

250  mg  q.i.d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q.i.d 

100  mg/kg/day  q i.d. 

Otitis  Media 

250  mg  to  500  mg 

q.i.d.t 

50  to  100  mg/kg/dayf 

Skin  & Skin 
Structures 

250  mg  to  500  mg 
q id  t 

50  to  100  mg/kg/dayt 

Urinary  Tract 

500  mg  q i.d. 

100  mg/kg/day 

"Dosage  should  not  result  in  a dose  higher  than  that  for  adults 
tdepending  on  severity 
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Mean  blood  levels  in  mcg/ml  after  250  mg 
cyclacillin  single  oral  dose 


1 2 3 4 5 

Time  (hours  after  administration) 


Fewer  episodes  of  diarrhea  and  rash 
than  with  ampicillin  in  studies  to  date. 

Efficacy  proven  in  the  treatment 
of  bronchitis,  pneumonia,  and  upper 
respiratory  infections^ 

In  117  patients,  73  with  bronchitis/pneumonia 
caused  by  S.  pneumoniae  and  44  with  streptococcal 
sore  throat  caused  by  Group  A beta-hemolytic 
streptococcus,  CYCLAPENR-W  achieved  a clinical 
response  rate  of  100%!  Bacterial  eradication  was 
95%  and  86%  respectively. 


• Rapid,  virtually  complete  absorption  from  Gl  tract 

• Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  — 

IV2  times  faster  than  ampicillin 


Due  to  susceptible  organisms. 

See  important  information  on  facing  page. 


‘Based  on  T V2  values  for  single  oral  doses  of  500  mg  cyclacillin 
tablet  and  500  mg  ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

Copyright©  1980,  Wyeth  Laboratories.  Ail  rights  reserved. 
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more  than  just  spectrum 


a similar  program  at  a joint  meeting  of  the  South  Cen- 
tral and  Southern  Regional  Groups  of  the  Medical 
Library  Association  in  New  Orleans,  La. 

* * * 

Dr.  Daniel  J.  Crittenden,  research  associate  in 
physiology,  has  received  a $19,736  grant  from  the 
Public  Health  Service  to  study  “Stellate  Ganglion 
Stimulation:  Pulmonary  Effects.” 

* * * 

Dr.  Paul  L.  Fletcher  Jr.,  associate  professor  of 
microbiology,  has  received  a $76,749  grant  from  the 
National  Institutes  of  Health  to  support  a project, 
“Effect  of  Scorpion  Venom  on  the  Exocrine  Pan- 
creas.” 

The  Public  Health  Service  has  awarded  the  School 
of  Medicine  a $95,266  health  professions  capitation 
grant. 

* * * 

Dr.  Hubert  W.  Burden,  professor  of  anatomy,  has 
received  a $66,328  grant  from  the  National  Institutes 
of  Health  to  support  study  of  “Ovarian  Nerves  and 
Reproductive  Function.”  Co-investigators  for  the 
project  are  Drs.  Irwin  E.  Lawrence  and  Thomas  M. 
Louis,  faculty  members  in  the  Department  of 
Anatomy. 

* * * 

The  National  Institutes  of  Health  has  awarded  an 
$86,109  grant  to  Drs.  Judith  Thomas  and  Francis 
Thomas,  both  professors  in  the  Department  of 
Surgery,  and  Dr.  Carl  Haisch,  surgery  resident.  The 
grant  will  support  a project  titled  “Alveolar  Mac- 
rophage Proliferation  in  Strontium-89  Treated  Mice.” 

* * * 

Drs.  Loretta  Kopelman  and  John  C.  Moskop, 
members  of  the  humanities  faculty,  have  received  a 
$10,716  grant  from  the  North  Carolina  Humanities 
Committee  to  study  “Natural  Abilities  and  Perceived 
Worth:  Rights,  Values  and  Retarded  Persons.” 

* * * 

The  Department  of  Pediatrics  has  received  a 
$441,724  grant  from  the  N.C.  Department  of  Human 
Resources  to  support  operation  of  the  Developmental 
Evaluation  Clinic. 

* * * 

Dr.  Edward  Lieberman,  professor  of  physiology, 
has  been  named  chairman  of  the  research  review 
committee  for  the  N.C.  Heart  Association. 

* * * 

Dr.  Theodore  Kushnick,  professor  of  pediatrics  and 
director  of  the  Developmental  Evaluation  Clinic,  pre- 
sented “Mental  Retardation  Syndrome  and  Genetic 
Counseling"  at  a meeting  of  the  N.C.  Public  Health 
Association  Sept.  25  in  Charlotte,  N.C. 


Dr.  Frank  Thomas,  professor  of  surgery  and  direc- 
tor of  transplantation,  presented  “Immunological 
Monitoring”  to  the  Surgical  Biology  club  in  Atlanta, 
Ga.  He  also  presented  three  papers  on  heart  and  kid- 
ney transplantation  at  the  October  annual  meeting  of 
the  American  College  of  Surgeons. 

* * * 

Dr.  Robert  G.  Brame,  chairman  of  obstetrics  and 
gynecology,  presented  “Maternal  Referrals  to  a Ter- 
tiary Center  in  a Rural  Area:  Impact  of  Development 
of  a Tertiary  Center  in  a Community  Hospital”  at  the 
district  meeting  of  the  American  College  of  Obstetrics 
and  Gynecology  held  in  Washington,  D.C.,  Oct.  1. 

* * * 

Dr.  D.  E.  Darnell  Jones,  associate  professor  of 
obstetrics  and  gynecology,  presented  “Experience  in 
Regional  Colposcopy  Clinics”  at  a meeting  of  the 
N.C.  Society  of  Obstetricians  and  Gynecologists 
Sept.  28-Oct.  1 in  Bermuda. 

* * * 

Dr.  C.  Lewis  Ravaris,  professor  of  psychiatry,  is 
co-author  of  “A  Comparison  of  Phenelzine  and  Ami- 
tripthylin  in  the  Treatment  of  Depression"  appearing 
in  the  September  issue  of  the  Archives  of  General 
Psychiatry. 

* * * 

Dr.  David  R.  Garris,  assistant  professor  of 
anatomy,  is  the  author  of  an  article  in  a recent  issue  of 
Endocrinology.  The  paper  is  titled  “The  Lack  of  Re- 
lationship between  Luteinizing  Hormone  Receptors 
in  the  Rat  Corpus  Luteum  and  the  Critical  Need  for 
Luteinizing  Hormone  in  the  Luteotropic  Process.” 

* * * 

Dr.  Irvin  L.  Blose,  professor  of  psychiatry,  pre- 
sented “Recent  Research  in  Alcoholism”  at  an  Atlan- 
tic Beach  workshop  on  “Upgrading  Alcoholism  in 
N.C.” 

* * * 

Dr.  James  L.  Mathis,  professor  of  psychiatry,  pre- 
sented “Death  and  Dying”  at  the  annual  meeting  of 
the  N.C.  Society  of  Radiologic  Technologists  Oct.  2 in 
Greenville,  N.C. 

* * * 

Dr.  Yash  P.  Kataria,  professor  of  medicine,  pre- 
sented “Immunology  of  Sarcoidosis"  at  the  First 
University  of  North  Carolina  Symposium  on  Sar- 
coidosis Sept.  20  in  Chapel  Hill. 

Kataria  is  also  the  author  of  “Chlorambucil  in  Sar- 
coidosis” appearing  in  the  July  issue  of  Chest. 

* * * 

Three  members  of  the  Department  of  Physiology 
attended  the  annual  meeting  of  the  American 
Physiologist  Society  in  Toronto,  Canada.  Dr.  Greg 
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lams,  assistant  professor,  presented  “The  Effect  of 
Neonatal  Ovarectomy  on  Blood  Pressure  and  Myo- 
cardial Beta  Preceptors  and  Adenylate  Cyclase  in  the 
Spontaneously  Hypertensive  Rat.’’ 

Dr.  Dan  Crittenden,  research  associate,  presented 
“Alpha  and  Beta-Adrenergic  Blockade:  Effect  on 
Lung  Lipids  and  Static  Lung  Compliance.”  Dr. 
Robert  E.  Thurber,  chairman  of  physiology,  partici- 
pated in  the  meeting  of  the  association  of  chairmen. 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


A dermatologist  at  North  Carolina  Memorial  Hos- 
pital is  using  a complicated  but  remarkably  effective 
type  of  surgery  to  eradicate  skin  cancers  that,  in  the 
past,  have  been  difficult  to  treat. 

Dr.  Robert  Tomsick  is  using  chemosurgery  which 
he  said  has  a cure  rate  of  almost  100%  against  the  most 
common  form  of  skin  cancer. 


Chemosurgery  is  based  on  the  premise  that  it’s 
easier  to  know  where  to  go  if  you  have  a map  to  follow. 

Tomsick  starts  by  estimating  the  size  of  the  tumor 
and  marking  off  that  area  on  the  patient’s  skin  and  this 
makes  it  easier  to  slice  off. 

From  that  point,  the  procedure  moves  into  the  labo- 
ratory, where  the  removed  skin  is  cut  into  tiny  sec- 
tions for  analysis.  Under  a microscope,  it  is  possibleto 
distinguish  malignant  cells  from  normal  ones.  A map  is 
made  of  the  entire  layer  of  skin,  showing  the  precise 
location  of  tumor  cells.  The  chemosurgeon  can  also 
see  if  the  tumor  extends  beyond  the  bounds  of  the 
original  slice  and,  if  so,  in  which  direction. 

If  any  of  the  tumor  remains  after  the  first  slice  is 
removed,  the  chemosurgeon  takes  another  slice  and 
makes  a new  map.  The  process  is  repeated  until  every 
remnant  of  cancer  has  been  cut  out. 

Tomsick  said  chemosurgery  has  several  advantages 
over  methods  of  treating  skin  cancers.  One  is  preci- 
sion. 

Chemosurgery  also  minimizes  scarring  and,  in 
many  cases,  reduces  the  need  for  reconstructive 
surgery.  And  since  chemosurgery  can  be  done  in  the 
dermatology  clinic,  using  only  local  anesthesia,  most 
patients  are  saved  the  expense  of  being  admitted  to  the 
hospital. 

But  the  biggest  advantage  of  the  process  is  its  effec- 
tiveness. It  has  a cure  rate  of  99%  against  the  most 


An  apple  a day  won’t 
keep  alcoholism  away! 

The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
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common  form  of  skin  cancer,  basal  cell  carcinoma,  if 
the  cancer  has  not  been  previously  treated.  The  cure 
rate  is  97%  if  the  cancer  has  been  treated  previously  by 
some  other  method. 

Tomsick  is  an  instructor  of  dermatology  in  the 
School  of  Medicine  and  a member  of  the  University’s 
Cancer  Research  Center.  He  is  one  of  only  about  three 
dozen  fulltime  chemosurgeons  in  the  country. 

* * * 

Dr.  Eugene  S.  Mayer,  director  of  North  Carolina’s 
Area  Health  Education  Centers  (AHEC)  program,  has 
been  honored  for  his  national  leadership  in  developing 
innovative  programs  of  health  care  education  and  ser- 
vice. 

During  a national  AHEC  conference  recently  in 
Washington,  officials  of  the  other  state  AHEC  pro- 
grams around  the  country  presented  Mayer  an  award 
“in  recognition  of  outstanding  service  in  providing 
creative  and  eloquent  leadership  which  has  fostered 
the  unified  mission  of  Area  Health  Education  Center 
programs  throughout  the  United  States.’’ 

Since  the  North  Carolina  AHEC  program  was  es- 
tablished in  1972  with  state  and  federal  support,  it  has 
become  a national  model  for  decentralized  health  edu- 
cation. AH  EC’s  mission  is  to  increase  the  number  of 
physicians  and  other  health  professionals  in  the  state 
and  to  improve  the  public's  access  to  health  care  ser- 
vices in  all  100  counties.  It  has  played  a key  role  in 
increasing  the  number  of  primary  care  physicans  in 
North  Carolina  over  the  past  eight  years  by  almost 
twice  the  national  rate. 

Mayer  is  an  associate  dean  of  the  School  of  Medi- 
cine and  holds  appointments  as  professor  of  both  fam- 
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High  limit  group  Life  and  Disability  Income 
insurance.  Available  only  to  medical  clinics 
and  their  employees  (not  available  to  general 
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ily  medicine  and  medicine.  He  is  also  adjunct  assistant 
professor  of  epidemiology  in  the  UNC-CH  School  of 
Public  Health. 

* * * 

Dr.  David  T.  Miller,  former  blood  bank  director  at 
Lancaster  (Pa.)  General  Hospital,  has  been  named 
associate  director  of  N.C.  Memorial’s  blood  bank. 

He  also  has  been  appointed  assistant  professor  of 
pathology  in  the  School  of  Medicine. 

Miller  holds  an  A.B.  from  the  University  of 
Rochester,  a Ph.D.  from  the  University  of  Virginia 
and  an  M.D.  from  the  University  of  Nebraska. 

* * * 

Making  hospitals  in  North  Carolina  safer  by  reduc- 
ing the  risk  of  hospital-acquired  infections  is  the  aim  of 
a program  being  launched  by  infection  control  spe- 
cialists at  North  Carolina  Memorial  Hospital. 

The  program  has  been  planned  in  cooperation  with 
the  State  Division  of  Health  Services  and  is  being 
directed  by  Dr.  Felix  Sarubbi,  head  of  infection  con- 
trol at  N.C.  Memorial.  Sarubbi  is  an  associate  profes- 
sor of  medicine. 

Hospital-acquired  infections  — those  that  patients 
develop  after  they  are  admitted  — are  a serious  obsta- 
cle to  good  health  care.  One  recent  study  found  that  a 
hospital-acquired  infection,  on  the  average,  adds 
three  days  to  a patient's  hospital  stay  and  more  than 
$6,000  to  his  bill.  It  is  estimated  that  about  two  million 
people  a year  suffer  hospital-acquired  infections. 

Most  hospitals  support  some  type  of  infection  con- 
trol effect,  but  according  to  Sarubbi,  there  is  little 
standardization  in  the  field  and  few  training  programs 
for  people  interested  in  learning  infection  control. 

Since  1977,  the  UNC-CH  medical  school's  AHEC 
program  has  supported  a project  directed  by  Sarubbi 
that  provides  infection  control  assistance  to  a number 
of  community  hospitals.  Now,  with  support  from  the 
Division  of  Health  Services,  that  effort  is  being  ex- 
panded to  provide  more  consultative  services,  infec- 
tion outbreak  help  and  educational  programs  to  hos- 
pitals all  over  the  state. 

Shellye  Bittinger,  O.T.R.,  occupational  therapy, 
presented  a paper  on  “The  Burned  Hand”  at  the  First 
International  Congress  for  Surgery  of  the  Hand  in 
June  in  Rotterdam.  Holland. 

* * * 

Dr.  Michael  Caplow,  professor  of  biochemistry  and 
nutrition,  participated  in  the  Second  International 
Symposium  on  Microtubules  and  Microtubule  In- 
hibitors Aug.  26-29  in  Beerse,  Belgium.  The  sym- 
posium was  organized  under  the  Belgium  Society  of 
Cell  Biology. 

* * * 

Dr.  Kenneth  Sugioka,  professor  and  chairman  of 
anesthesiology,  presented  a paper  at  the  Seventh 
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World  Congress  of  Anesthesiologists  Sept.  13-20  in 
Hamburg.  Germany.  The  paper  was  titled  “Continu- 
ous Measurement  of  PaCo2,  pH  and  Bicarbonate  in 
Humans  Undergoing  Anesthesia.” 


Dr.  Robert  L.  Peiffer  Jr.,  assistant  professor  of 
ophthalmology,  was  delegation  leader  at  the  meeting 
of  the  International  Society  of  Veterinary  Ophthal- 
mology Sept.  20-28  in  Madrid-Barcelona,  Spain. 


Dr.  John  A.  Ewing,  director  of  the  Center  for  Al- 
cohol Studies,  presented  a paper  at  the  International 
Conference  on  Alcoholism  Sept.  20-24  at  the  Univer- 
sity of  Bath,  Avon,  England.  He  also  presented  papers 
at  the  International  Symposium  on  Prevention  and 
Research  on  Alcoholism  Sept.  25-26  at  the  Hague, 
Netherlands,  and  at  the  15th  annual  conference  of  the 
Japanese  Medical  Society  of  Alcohol  Studies  in  Kyoto 
Oct.  4-6. 

Dr.  Benson  R.  Wilcox,  professor  and  chief,  and  Dr. 


Gordon  F.  Murray,  professor,  division  of  car- 
diothoracic  surgery,  attended  the  annual  sessions  of 
the  American  College  of  Surgeons  in  Atlanta  Oct. 
22-26.  Dr.  Wilcox  served  as  moderator  for  “Newer 
Diagnostic  Techniques  in  Thoracic  Surgery”  for  the 
ACS  Postgraduate  Course  in  Cardiothoracic  Surgery. 
Dr.  Murray  presented  a scientific  film,  “Excision  of 
Right  Ventricular  Myxoma,”  prepared  by  Drs.  Mur- 
ray, Wilcox,  and  Ormond  C.  Mendes. 

* * * 

Dr.  Peter  J.  K.  Starek,  professor,  division  of  car- 
diothoracic surgery,  gave  an  address  on  “Cardiovas- 
cular Problems  in  the  Young  Athlete”  at  a statewide 
Symposium  on  Sportsmedicine  for  the  Child  Athlete, 
held  recently  in  Raleigh. 

JjC  i{c  5}C 

Dr.  Gordon  F.  Murray,  professor,  division  of  car- 
diothoracic surgery,  while  serving  as  Visiting  Profes- 
sor at  the  University  of  Oklahoma  Oct.  30-Nov.  2, 
delivered  a talk  on  “Bacterial  Endocarditis  and  Valve 
Replacement.” 
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“The  1981  North  Carolina  General  Assembly: 
A Medical  Perspective’’ 

Thomas  L.  Adams,  Assistant  Executive  Director,  Public  Affairs 
North  Carolina  Medical  Society 


The  1981  session  of  the  North  Carolina  General 
Assembly  convenes  in  Raleigh,  North  Carolina,  on 
Wednesday,  January  14,  1981.  This  year’s  session  of 
the  Legislature  is  expected  to  last  until  at  least  mid- 
summer. 

Not  since  the  professional  liability  insurance  crisis 
of  the  mid-1970s  will  a session  of  the  General  Assem- 
bly deal  in  so  much  detail  with  matters  which  relate 
not  just  to  the  practice  of  medicine  but  to  the  scope 
and  quality  of  health  care  which  is  delivered  to  North 
Carolina’s  citizens. 

The  impetus  for  a medically  oriented  session  comes 
from  two  directions.  First,  the  1977  Session  of  the 
General  Assembly  established  the  North  Carolina 
Governmental  Evaluation  Commission,  better  known 
in  the  press  as  the  Sunset  Commission.  This  Commis- 
sion was  charged  by  the  General  Assembly  to  review 
every  state  occupational  licensing  board  or  agency 
and  make  recommendations  in  the  form  of  legislation 
which  would  later  be  submitted  to  the  Legislature. 
The  Commission  has  seen  its  mandate  to  be  quite 
broad.  In  addition  to  making  recommendations  for 
continuation  or  discontinuation  of  various  licensing 
boards,  it  has  also  made  recommendations  in  the  area 
of  the  definition  of  what  constitutes  certain  practices. 

The  recommendations  which  are  of  most  concern  to 
the  practice  of  medicine  and  the  quality  of  care  re- 
ceived by  patients  in  North  Carolina  are  the  Commis- 
sion’s recommendations  regarding  the  North  Carolina 
Board  of  Medical  Examiners.  The  Commission  is  rec- 
ommending that  a mandatory  reporting  statute  be 
enacted  which  would  require  all  licensed  hospitals  to 
report  to  the  Board  of  Medical  Examiners  instances  of 
revocation  or  limitation  of  hospital  privileges  (includ- 
ing resignation)  of  a licensee  of  the  Board,  and  to 
require  Clerks  of  Superior  Court  to  report  to  the  Board 
of  Medical  Examiners  the  recording  of  final  judgments 
in  civil  or  criminal  actions  against  a licensee  of  the 
Board  involving  the  practice  of  medicine. 

Chartered  Medical  Societies  such  as  the  North 
Carolina  Medical  Society  and  the  Old  North  State 
Medical  Society  would  be  required  to  report  any  dis- 
ciplinary action  to  the  Board  of  Medical  Examiners. 
The  Commission  also  recommends  that  persons  who 
report  disciplinary  action  or  other  violations  to  the 


Board  of  Medical  Examiners  be  given  immunity  from 
civil  or  criminal  liability  when  that  reporting  is  done  in 
good  faith. 

The  Commission  recommends  adding  two  public 
members,  who  would  be  non-health  care  providers,  to 
the  Board  and  that  the  terms  of  the  members  of  the 
Board  be  limited  to  two  complete,  consecutive  three- 
year  terms,  which  would  be  staggered  to  provide  con- 
tinuity. 

Of  great  interest  to  the  Medical  Society  is  that  it 
would  be  required  to  develop  procedures  for  nomina- 
tion to  membership  on  the  Board  of  Medical  Exam- 
iners in  order  to  provide  a list  of  three  names  per 
vacancy  to  the  Governor.  The  Governor  would  then 
choose  the  members  of  the  Board  of  Medical  Exam- 
iners from  among  the  nominees  from  the  Medical  So- 
ciety. Since  1859,  the  North  Carolina  Medical  Society 
has  elected  members  of  the  Board  of  Medical  Exam- 
iners. 

The  Commission's  final  recommendation  on  the 
Board  of  Medical  Examiners  would  require  the  Board 
to  refer  to  the  North  Carolina  Medical  Society  Com- 
mittee on  Physicians'  Health  and  Effectiveness  all 
physicians  whose  health  and  effectiveness  have  been 
significantly  impaired  by  alcohol,  drug  addiction  or 
mental  illness.  Recommendations  outlined  above  will 
be  introduced  as  legislation  in  early  1981. 

The  Governmental  Evaluation  Commission  is  also 
recommending  extensive  changes  in  the  Nurse  Prac- 
tice Act.  The  first  will  be  a more  explicit  definition  of 
the  scope  of  practice  of  nursing  by  registered  nurses. 

The  Commission  is  recommending  the  following: 
that  the  definition  should  include  “assessing  the  pa- 
tient's physical  and  mental  health,  including  the  pa- 
tient's reaction  to  illnesses  and  treatment  regimen; 
recording  and  reporting  the  results  of  the  nursing  as- 
sessment; planning,  initiating  and  delivering  an  evalu- 
ation of  appropriate  nursing  acts:  teaching,  delegating 
to,  or  supervising  other  nursing  personnel,  and  im- 
plementing the  nursing  regimen:  collaborating  with 
other  health  care  providers  in  determining  the  appro- 
priate health  care  for  patients,  but  not  prescribing  a 
medical  or  dental  treatment  regimen;  participating  in 
implementing  the  treatment  regimen  prescribed  by  the 
person  authorized  by  state  law  to  prescribe  such  regi- 
men; providing  teaching  and  counseling  about  the  pa- 
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tient's  health  care,  and  reporting  and  recording  the 
plan  for  care,  nursing  care  given,  and  the  patient’s 
response  to  that  care.” 

Taken  at  face  value,  this  does  not  appear  to  be  a 
radical  departure  from  the  present  definition  of  the 
practice  of  nursing;  however,  the  new  definition  will 
be  subject  to  interpretation  by  the  Board  of  Nursing 
and  by  the  courts.  The  old  definition  is  thoroughly 
understood  by  almost  everyone  and  would  appear  to 
the  North  Carolina  Medical  Society  to  be  superior  to 
that  proposed  by  the  Commission  at  this  time. 

Of  particular  importance  is  a recommendation  that 
the  two  physicians  and  two  hospital  administrators 
who  currently  serve  on  the  Board  of  Nursing  be  elimi- 
nated from  that  Board.  Thus,  those  persons  who  are 
the  largest  employers  of  nurses  — hospitals  and 
physicians  — would  no  longer  have  representation  on 
the  Board  of  Nursing. 

In  addition  to  these  two  reports,  the  Governmental 
Evaluation  Commission  will  also  recommend  legisla- 
tion concerning  chiropractic,  optometry,  dentistry, 
and  physical  therapy.  As  of  this  writing,  those  rec- 
ommendations have  been  found  to  be  acceptable  to 
organized  medicine. 

The  Medical  Society  has  offered  testimony  on  each 
of  the  boards  mentioned  above  as  they  were  consid- 
ered by  the  Governmental  Evaluation  Commission.  In 
numerous  instances,  including  the  report  on  the  Board 
of  Medical  Examiners,  the  Medical  Society  was  able 
to  substantially  modify  the  Commission’s  final  posi- 
tion from  that  which  was  originally  stated. 

The  problem  presented  by  the  Governmental 
Evaluation  Commission’s  recommended  legislation  is 
that  each  may  be  amended  at  any  point  in  the  legisla- 
tive process.  Amendments  may  be  offered  which 
would  substantially  broaden  the  recommendations  of 
the  Commission,  in  committee,  subcommittee,  or  on 
the  floor  of  either  chamber.  Legislation  moves  very 
quickly  in  North  Carolina.  It  is  not  uncommon  for  a 
bill  to  move  completely  through  both  houses  and  be 
enacted  into  law  in  the  span  of  one  week. 

In  1981 , one  of  our  major  legislative  pushes  will  be 
repeal  of  the  1977  Optometric  Drug  Use  Act.  The 
North  Carolina  Society  of  Ophthalmology  and  the 
North  Carolina  Medical  Society  have  been  working 
vigorously,  particularly  in  the  last  two  years,  to  repeal 
this  legislation.  In  the  1979  Legislature,  attention  was 
once  again  focused  on  the  problem.  The  legislators, 
however,  were  unwilling  to  repeal  a law  so  newly 
enacted. 

The  ophthalmology/optometry  issue  is  not  simply 
one  that  ophthalmologists  should  be  interested  in;  it  is 
an  issue  which  affects  every  medical  practitioner  in 
North  Carolina,  as  ancillary  providers  continue  to 
seek  ways  to  broaden  their  various  practice  acts. 

A committee  of  the  North  Carolina  Pharmacy  As- 
sociation and  the  Board  of  Pharmacy  has  written  and 
proposed  a new  version  of  the  pharmacy  practice  act. 
The  following  is  lifted  from  what  they  propose; 
"Pharmacists  to  order  medications,  tests  and  treat- 
ments. Pharmacists  are  authorized  to  order  medica- 


tions, tests,  and  treatments  in  any  health  care  facility 
including  a pharmacy  under  the  following  conditions: 
( 1 ) The  Board  of  Medical  Examiners  and  the  Board  of 
Pharmacy  shall  jointly  adopt  one  set  of  regulations 
governing  the  approval  of  individual  pharmacists  to 
order  medications,  tests  and  treatments  with  such 
limitations  as  the  boards  may  determine  to  be  in  the 
best  interest  of  patient  health  and  safety;  and  (2)  The 
pharmacist  has  current  approval  from  the  Board  of 
Pharmacy  to  order  medications,  tests  and  treatments. 
Nurses  and  other  health  care  providers  who  receive  an 
order  from  a pharmacist  authorized  by  the  Board  of 
Pharmacy  to  order  medications,  tests  or  treatments 
are  authorized  to  carry  out  that  order  in  the  same 
manner  as  if  it  were  received  from  a licensed  physi- 
cian.” 

The  pharmacists,  however,  would  go  further.  They 
would  add  a section  which  would  read,  ” Pharmacists 
prescribing  drugs.  Pharmacists  are  authorized  to 
write  prescriptions  for  drugs  or  devices  under  the 
following  conditions”  and  they  are  basically  the  same 
as  was  in  the  section  above.  It  can  easily  be  seen  that 
the  optometry  issue  was  just  the  beginning.  The  only 
way  that  encroachments  of  this  type  can  be  stopped  is 
to  be  more  politically  aware  and  take  time  to  contact 
your  own  legislators  on  issues  of  interest  to  you. 

In  addition  to  the  legislation  which  is  already  out- 
lined, other  ancillary  providers  such  as  chiropractic, 
podiatry,  and  naturopathy  will  have  legislation  of 
some  type  introduced  to  change  their  various  prac- 
tices during  1981.  Recent  changes  in  the  federal  cer- 
tificate of  need  legislation  will  require  changes  be 
promulgated  in  North  Carolina  law  in  order  to  bring 
our  statutes  into  compliance. 

For  the  last  year  and  a half,  a commission  set  up  by 
the  1977  Session  of  the  General  Assembly,  known  as 
the  North  Carolina  Commission  on  Prepaid  Health 
Plans,  has  met  and  held  hearings  across  North  Caro- 
lina. This  commission  was  charged  with  finding  a way 
to  cut  down  on  the  expense  of  health  insurance  pro- 
vided for  state  employees. 

A brief  synopsis  of  their  recommendations  would 
include:  (1)  The  establishment  of  a North  Carolina 
Foundation  for  Prepaid  Health  Care.  The  purpose  of 
this  Foundation  would  be  to  stimulate  and  organize 
prepaid  health  care  plans  and  provide  technical  assis- 
tance to  persons  or  individuals  or  corporations  estab- 
lishing such  plans.  The  Foundation  would  develop  and 
put  in  place  shared  services  and  assist  the  prepaid 
health  plans  with  their  early  fiscal  needs. 

The  Foundation’s  Board  would  be  composed  of  18 
individuals  who  must  not  be  in  opposition  to  the  con- 
cept of  the  development  of  competitive  alternative 
health  care  delivery  systems  selected  in  a variety  of 
ways,  but  primarily  through  the  political  process. 

Funding  from  private  foundations  to  organize  this 
particular  foundation  are  currently  being  sought. 

(2)  “The  Commission  recommends  that  the  North 
Carolina  General  Assembly  assist  in  the  achievement 
of  the  fiscal  viability  of  such  organizations  by  making 
such  funds  and  mechanisms  available  to  the  Founda- 
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tion  so  that  it  can  establish  a loan  fund  of  nine  million 
dollars." 

This  particular  provision,  which  would  make  state 
monies  available  for  the  formulation  of  HMOs  or 
IPAs,  is  in  direct  conflict  with  a 1981  resolution 
adopted  by  the  North  Carolina  Medical  Society's 
House  of  Delegates.  North  Carolina  Medical  Society 
President,  M.  Frank  Sohmer,  M.D..  spoke  in  opposi- 
tion to  the  formulation  of  this  fund  on  behalf  of  the 
Medical  Society  in  testimony  before  the  Commission 
on  Prepaid  Health  Plans. 

The  North  Carolina  Medical  Society  does,  how- 
ever. support  “a  pluralistic  health  care  delivery  sys- 
tem, and  the  right  of  both  patient  and  physician  to 
choose  the  system  within  which  they  encounter  each 
other,  as  long  as  that  system  exploits  neither  patient 
nor  physician.  The  Society  opposes  governmental  in- 
tervention on  behalf  of  any  one  method  of  practice 
over  all  others,  or  any  unfair  competitive  advantage. 
However,  the  Society  is  not  opposed  to  experimental 
demonstration,  or  pilot  model  projects  in  new  systems 
of  health  care  (including  medical  care)  delivery." 

In  practicality,  the  North  Carolina  fund  is  not  truly 
needed.  Monies  in  the  millions  of  dollars  are  currently 
available  from  the  federal  government  to  aid  anyone  in 
the  establishment  of  a prepaid  health  plan.  The  North 
Carolina  fund  would  make  it  somewhat  easier  for  the 
Foundation  to  operate,  but  would  not  perhaps  have  a 
great  deal  of  impact  on  the  development  of  IPAs  or 
HMOs  in  the  state. 

(3)  The  Commission  recommends  that  "the  state 
should  proceed  with  the  development  of  a limited 
number  of  demonstration  projects  to  test  alternative 
methods  of  Financing  care  for  medicaid  recipients." 

(4)  "Prepaid  Health  Plans  should  be  obligated  to 
use  their  best  efforts  to  assume  their  fair  share  of 
medicaid/medicare  and  the  poor  and  disadvantaged 
portions  of  the  population.”  And  finally,  the  Commis- 
sion recommends  that  any  unit  of  government  must 
make  available  to  its  employees  a prepaid  plan  if  one 
exists  in  that  area,  that  private  employers  having  more 


than  50  employees  within  an  area  served  by  an  HMO/ 

I PA  be  required  to  offer  the  plan,  and  that  the  first  time 
a prepaid  health  plan  is  offered,  each  covered  em- 
ployee must  make  an  affirmative  choice  between  two 
or  more  plans. 

The  recommendations  of  the  Commission  on  Pre- 
paid Health  Plans  will  undoubtedly  be  a major  piece  of 
legislation  requiring  the  Medical  Society  to  participate 
actively  in  the  debate.  That  debate  will  determine  the 
direction  which  health  care  will  take  in  North  Carolina 
in  the  coming  decade. 

Many  other  issues,  including  mandatory  child 
passenger  restraint,  the  expansion  of  the  Health  Edu- 
cation Coordinator  program  in  the  public  schools, 
funding  requests  by  the  Department  of  Human  Re- 
sources and  other  items  too  numerous  to  mention  will 
come  before  the  1981  Session  of  the  Legislature. 

In  1979  almost  20%  (over  200)  of  the  bills  introduced 
in  North  Carolina  had  to  be  monitored  for  their  health 
care  implications  by  the  Medical  Society.  That  num- 
ber will  increase  dramatically  in  1981. 

Dr.  John  Dees  and  the  Committee  on  Legislation, 
John  Anderson,  my  colleague  and  legal  counsel  for  the 
Medical  Society,  and  I would  request  that  you 
familiarize  yourself  with  these  issues.  During  1981  we 
will  contact  every  member  of  the  Medical  Society  for 
assistance  on  various  bills  as  they  are  being  consid- 
ered. 

In  closing,  the  1981  Session  of  the  Legislature  will 
shape  the  course  of  medicine  for  the  coming  decade. 
When  you  are  contacted  and  asked  to  talk  with  your 
legislator,  please  respond  immediately.  As  I indicated 
earlier,  the  legislation  moves  most  quickly  through  the 
General  Assembly. 

After  you  have  read  your  Medical  Society  legisla- 
tive information,  take  it  to  your  spouse.  The  Auxiliary 
is  very  interested  in  helping  the  Society  on  legislative 
issues.  They  can  be  medicine’s  best  ally  in  our  fight  to 
continue  to  see  that  a high  quality  of  health  care  is 
practiced  and  delivered  in  North  Carolina. 
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Classified  Ads 


WANTED:  Family  Practice  Physician  for  Garner  — Minutes  from 
Wake  Medical  Center.  Location,  equipment,  and  financing  already 
arranged.  Just  5 minutes  from  Raleigh.  Outstanding  opportunity. 
For  more  information  contact:  W.  Britton  Smith,  Attorney-at- 
Law,  P.O.  Box  751,  Raleigh,  NC  27602,  Phone:  (919)  833-2556. 

WANTED:  Young  energetic  family  practice  physician,  who  is  willing 
to  do  obstetrics  and  child  care.  Located  in  the  Western  North 
Carolina  area.  Contact:  Dr.  Lok  K.  Kong  (704)  837-2828. 

EMERGENCY  PHYSICIANS:  Two  needed  to  join  with  two  already 
in  practice  to  provide  24-hour  coverage.  151  bed  hospital  located  in 
Eastern  North  Carolina  with  approx.  18,000  visits  per  year. 
$50,000-$55,000  with  fringe  benefit  package.  Contact:  Frank  Shel- 
don, M.D.,  Emergency  Services,  Beaufort  County  Hospital, 
Washington,  NC  27889 

MUNSTER,  IN.  — Family  Physicians,  Gen.  Internists,  ENT,  Ortho- 
paedists, Gen.  Surgeons  needed  for  large  midwest  multi-specialty 
group.  Competitive  first  year  salary  with  opportunity  for  early 
partnership:  all  fringes  Clinic  paid.  Excellent  opportunity  to  inherit 
existing  and  develop  your  own  practices.  Call  or  send  CV  to:  T.  R. 
Hofferth,  Hammond  Clinic,  7905  Calumet  Ave.,  Munster,  IN. 
46321  (219)  836-5800 

PHYSICIAN  ASSISTANTS  — Would  a Physician  Assistant  be  of 
benefit  to  your  practice?  The  North  Carolina  Academy  of  Physi- 
cians’ Assistants  responds  promptly  to  physician  inquiries.  Con- 
tact: Paul  C.  Hendrix,  P.A.-C,  Chairman,  Employment  Commit- 
tee, 708  Duluth  Street,  Durham,  North  Carolina  27705.  Telephone: 
(919)  684-6101. 


EMERGENCY  PHYSICIANS  — Locum  Tenens  positions  available 
immediately  and  throughout  the  year  in  coastal.  Triangle,  and 
mountain  locations  of  North  Carolina.  Wide  range  of  patient  vol- 
ume. Malpractice  provided.  Contact:  Coastal  Emergency  Physi- 
cians, P.O.  Box  8703,  Durham,  N.C.  27707,  (919)  489-6521,  in 
North  Carolina  (800)  672-1665. 

EMERGENCY  PHYSICIANS  — Full  Time  — Directorships  avail- 
able. Immediate  openings  in  coastal,  Triangle,  and  mountain  loca- 
tions in  North  Carolina.  Malpractice  provided,  excellent  benefits 
All  inquiries  confidential.  Grow  witlianexpandinggroup.  Contact: 
Coastal  Emergency  Physicians,  P.O.  Box  8703,  Durham,  N.C. 
27707,  (919)  489-6521,  in  North  Carolina  (800)  672-1665. 

NORTH  CAROLINA  — Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
beaches.  Starting  from  $55,000  to  $60,000  guaranteed.  Unlimited 
growth  — excellent  benefit  package.  Call  or  write  about  this  ex- 
cellent opportunity:  Community  Physicians,  Inc.  113  Landmark 
Square,  Virginia  Beach,  Virginia  23452  (804)  486-0844. 

VIRGINIA  — Unique  opportunity,  Emergency  Medicine.  Modern 
service.  Immediate  or  delayed  openings  for  career-oriented  physi- 
cians, unlimited  potential.  Guaranteed  income  of  $55,000  to 
$60,000  plus  excellent  benefits.  For  additional  information  contact: 
Community  Physicians,  Inc.,  113  Landmark  Square,  Virginia 
Beach,  Virginia  23452  (804)  486-0844. 
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Major  Hospital  and  Nurse  Expense  Insurance 
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paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month:  benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  1 2 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 
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